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Executive summary
Most policies, research, and programs on infant and young child nutrition and health in Africa,
Asia, and Latin America focus on mothers of young children. The results of community
interventions with this focus have been disappointing. There is growing recognition that in order
to bring about sustained enhancements in household-level nutrition practices, there is a need to
adopt a wider approach that involves other influential household actors, including senior women,
or grandmothers, and men. The purpose of this report is to make available to the public health
community the evidence on the influence of grandmothers and men on child nutrition and to
offer recommendations for community nutrition intervention planners to strengthen strategies
and increase program results.
This review of both published and gray literature has two objectives: (1) to examine the research
on the roles and influence of grandmothers and men in family-level nutrition practices across
cultures; and (2) to examine community nutrition interventions in which grandmothers and/or
men have been involved in order to understand programmatic approaches used and results
obtained. The review includes analysis of studies on infant and young child feeding in
HIV/AIDS-prevalent areas and specifically looks at the inclusion of grandmothers and men in
prevention of mother-to-child transmission of HIV (PMTCT) interventions.
In the first part of the review, studies were examined from 85 different cultural contexts in 48
countries, with a focus on the roles of grandmothers and men in improved infant and young child
feeding practices. Grandmothers play a leading role in decision-making related to their various
domains of expertise; namely, maternal nutrition, pregnancy and delivery, newborn care and
breastfeeding, complementary feeding, home care for sick children, and referral of sick children
to traditional and formal health-sector specialists. They also serve as the primary caregivers of
women and children.
On the other hand, the existing literature regarding men’s involvement in promoting enhanced
infant and young child nutrition practices is limited. In general, it reveals that men/fathers are
rarely involved in either caregiving or advising on these issues. In most cases, the role of
husbands/fathers is an indirect and supportive one, consisting primarily of providing food for the
family and resources to finance logistical and other costs associated with both routine and
emergency health care for children and women.
The review of infant and young child feeding interventions to identify those that involve
grandmothers and/or men shows that most infant and young child feeding programs focus on
women of reproductive age and their young children, a few explicitly involve men, and even
fewer involve grandmothers. This review provides evidence that program planners need to
rethink the design of community nutrition interventions in order to make them more culturally
relevant and potentially more effective.
Programs to promote optimal infant and young child feeding in HIV/AIDS-prevalent areas
should build on existing household roles, expertise, and communication patterns. PMTCT
programs that aim to support HIV-infected women should be rooted in extended and collectivist
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family systems, prevalent in non-Western societies, and should involve the human resources
therein who are designated to support women and young children (primarily experienced elder
women and also other women).
The predominant orientation of most PMTCT programs promotes individual behavior change on
the part of HIV-positive mothers. Men have been involved in a few programs, although the
results of these strategies have been mixed, and in some cases, have produced negative reactions
from men and unintended consequences for women. The rationale for men’s involvement in
PMTCT programs appears to be based on two assumptions: first, that men are the lead decisionmakers at the household level in matters related to women’s and children’s well-being; and
second, that social support for HIV-positive women can best be provided by men. Research
evidence from a number of contexts clearly suggests the need to reexamine both of these
assumptions.
While grandmothers play a central caregiving role in virtually all families, it is surprising that no
PMTCT programs that explicitly involve grandmothers were identified. The failure of these
programs to systematically include these culturally designated and community-acknowledged
authorities has undoubtedly contributed to limited receptivity of communities to such
interventions.
In HIV/AIDS-prevalent areas, there is need for intervention strategies to adopt a more socialecological and family-focused approach rather than one that focuses on one or more segments of
the family system (e.g., the mother-child dyad or the reproductive couple). Both grandmothers
and men play critical and complementary roles in promoting the nutritional and health status of
children and women. It is of critical importance that program planners understand the genderspecificity of these two key household actors with women and young children, in order to design
programs that build on and strengthen those roles and relationships rather than ignore them and
focus on women alone.
Recommendations
Based on the findings of this review, it is recommended that programs to promote improved
nutritional practices related to infants and young children should:


Pay attention to the socioculture context. Policies and programs to promote improved
infant and young child nutrition, including for HIV/AIDS-prevalent areas, need to give
greater attention to the sociocultural context within which women with infants and young
children are embedded.



Conduct formative research as a basis for developing culturally grounded
interventions. In each cultural setting, a rapid formative assessment should be carried out in
order to determine: (1) the knowledge, attitudes, and practices of key household actors
related to infant and young child nutrition; and (2) the roles, communication networks, and
decision-making patterns within household and community settings related to child nutrition.



Adopt a family-focused approach in which the unit of analysis for both formative research
and program design is the family rather than the mother-child dyad in isolation.
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Build on the roles of women, grandmothers, and men. Programs should build on and
strengthen the capacity of different household actors to assume their culturally designated
roles. Objectives and indicators to reflect this family-centered approach should be expanded.



View grandmothers and men as resources, not obstacles. The benefits of promoting
grandmothers and men in infant and young child feeding practices should be emphasized
within programs.



Focus health training on family and cultural systems. The curriculum of basic health
training should be revised to give greater attention to family and cultural systems and to
methods for understanding and incorporating elements of both into health service programs.



Train health workers to use non-directive communication. To engage grandmothers and
men and to encourage them to change requires that health-sector staff be skilled in nondirective communication and education approaches based on adult learning theory/principles.
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Introduction
This report reviews both published and gray literature from the past 25 years that addresses intrahousehold roles and dynamics related to infant and young child nutrition—specifically the roles
and influence of senior women, or grandmothers, and men. The report examines infant and
young child nutrition and other maternal and child health interventions explicitly involving
grandmothers and/or men and reports on each intervention’s effectiveness. Finally, the report
looks at the roles of grandmothers and men in infant and young child feeding, and in areas with
high prevalence of HIV/AIDS, each group’s inclusion in prevention of mother-to-child
transmission of HIV (PMTCT) programs. The analysis provides the basis for a series of
conclusions and recommendations for designing future infant and young child nutrition
interventions.
The focus of this review is on societies in Africa, Asia, and Latin America in which culturally
prescribed roles, values, traditions, and communication patterns are often significant factors at
the household and community levels. In many public health programs in these regions, the
cultural realities do not receive sufficient attention, although it is often stated that programs
should be “culturally adapted” or “culturally appropriate.” Some programs even perceive culture
as a constraint or obstacle.
In order to draw attention to the need for increased cultural sensitivity in nutrition programming,
this report works under several assumptions. The first is that nutrition and health programs will
be more appropriate and effective if they are based on the cultural realities—the culturally
defined roles, responsibilities, norms, and practices—of the communities they support. The
second is that culture is composed of two interrelated dimensions: the social structures and
organization in which individuals are embedded related to family, kinship, roles, relationships,
hierarchies, and communication nets; and the normative systems of values and beliefs that affect
individual behaviors.*1 In many community nutrition and health interventions, significant
attention is given to the latter but little to the former. This limited notion of culture may explain
why formative research often does not provide adequate insight into household and community
social structures, roles, relationships, and communication patterns. A growing body of literature,
which is reviewed within this document, examines and critiques these existing frameworks.2-5
A third assumption is that in order to comprehensively understand the roles and influence of
grandmothers and men, it is necessary to first understand the broader sociocultural context in
which both of these groups are embedded. Concepts of family, husband-wife relationships, and
women’s roles that are based on Western cultures often serve as the foundation for community
health programs, clashing with the sociocultural values of other contexts. Cultural systems,
family systems, and the role of elders within these systems are three key features that should be
carefully considered in future formative investigations and program designs.

*

Referring to Albert Pepitone’s conceptualization of culture.
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About the Infant & Young Child Nutrition Project
The Infant & Young Child Nutrition (IYCN) Project is the United States Agency for
International Development’s (USAID) flagship project on infant and young child nutrition.
Begun in 2006, the five-year project aims to improve nutrition for mothers, infants, and young
children, and prevent the transmission of HIV to infants and children. The IYCN Project builds
on 25 years of USAID leadership in maternal, infant, and young child nutrition. Our focus is on
proven interventions that are effective during the first 1,000 days of life (pregnancy through the
first two years).
Methodology for the literature review
This report examines two main sets of literature: first, literature dealing with the roles and
influence of grandmothers and men in infant and young child nutrition, and child and maternal
health issues more broadly; and second, literature reporting on interventions aimed at improving
norms and practices related to infant and young child nutrition that explicitly involve
grandmothers and/or men.
The majority of the research reviewed in this report was gathered over the past 15 years from
peer-reviewed published documents and gray literature† by nongovernmental organizations,
international development organizations, and universities. Between published and gray sources,
the author identified studies from various cultural contexts among 48 different countries in
Africa, Asia, and Latin America, and from a broad range of fields, including anthropology,
nursing, and public health.
A series of searches was conducted in PubMed, the USAID Development Experience
Clearinghouse (DEC), and the United Kingdom’s Department for International Development
(DFID) research database (Research for Development, or R4D). PubMed, produced by the
National Library of Medicine, was primarily searched for peer-reviewed scientific papers and
literature reviews. The USAID DEC database provided information on programs funded by the
United States government. The United Kingdom’s DFID R4D database provided information on
global development projects and offered a different perspective from the United States
government. Additionally, Google Scholar was searched to find gray literature and other
unpublished program and research articles. Scientific studies and program evaluations were
selected for further review, and the full text of articles was obtained to determine if they
contained other relevant citations. Related citations of key articles helped to identify other
relevant literature. Staff from the PATH-led IYCN Project started with Internet searches and then
employed a senior library associate from PATH’s knowledge services team to expand the search
of documents related to: (1) grandmothers and men engaged in infant, child, or maternal health
and nutrition programs (family planning, HIV/AIDS, reproductive health, maternal and child
nutrition); and (2) research and programs focusing on Africa, Asia, and Latin America. Of the 89
documents identified through these searches, 73 were included in this literature review.

†

‘Gray literature’ is a general term used variably by the intellectual community, librarians, and medical and research
professionals to refer to a body of materials that cannot be found easily through conventional channels such as
publishers. Examples of gray literature include technical reports from government agencies or scientific research
groups, working papers from research groups or committees, white papers, or preprints.
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Context for the literature review
The sociocultural context for infant and young child nutrition
Cultural systems
In Albert Pepitone’s bi-dimensional framework for cultural systems, he points out that the
fundamental underlying feature of any cultural system is the way the various members of the
culture are structured, and the way they interact to accomplish everyday activities and longerterm objectives. Anthropologists and cultural psychologists identify two contrasting types of
cultural systems: individualist and collectivist.6 Fundamental differences exist between the
individualist orientation of Western, industrialized societies and the more collectivist nature of
non-Western, developing societies.
In the various guidelines for health promotion, health education, and health communication
programs, attention given to the collectivist nature of theses societies is limited. Rather, most
programs are based on an individualist value system and the overarching strategy in such
programs is to promote individual
The influence of collectivist societies on public health
behavior change. We propose that this
programs and nutrition and health practices
focus will have limited success, as it is at
Key features of collectivist societies have direct
odds with the way many societies operate.
implications for public health programs:
Nigerian academic Collins O.
 Group identity is more important than individual
Airhihenibuwa calls attention to this,
identity.
asserting that many public health
 Interdependence is valued more than independence.
prevention and education strategies fail to
 Collective decision-making predominates.
take into account key elements of the local
 Multi-generational and extended families influence
attitudes of individual family members.
cultural identity, logic, and patterns of

Respect
for elders and for cultural traditions are
social organization, of which collectivist
7
primordial
values.
values are a central feature.


Nutrition and health-related attitudes and
practices of family and community
members are interconnected components
of larger value systems. For this reason, it
is extremely difficult to change just one
element of that system. Convincing a
woman to go against the collectively
accepted cultural norm of giving water to
a newborn, for example, often is met with
serious resistance from the wider cultural
system. Susan Reynolds Whyte and
Priscilla Wanjiru Kariuki point out the
limitations of reductionist nutrition
interventions that “treat women as
individual actors” and ignore the fact that
“women see themselves as enmeshed in
social relationships” that profoundly affect
their nutrition and caregiving practices.



Elders play a key role in passing on learning to younger
people.
Intergenerational relationships and communication are
strong.

A few practical examples of collectivist cultural values
that directly influence the nutrition and health practices of
women and children in non-Western societies include:
 The multi-generational and collectivist nature of
childrearing.
 Decisions regarding the health and well-being of
children are not made by women alone or only by the
children’s biological parents, but are made by extended
family members involved in a process of
intergenerational and collective decision-making.
 Younger women, in particular, rarely make totally
independent decisions regarding nutrition/health-related
practices.
 In crisis situations related to children’s or women’s
health (e.g., childhood illness or complications of
pregnancy), decision-making about what to do involves
various key family members in a collective process.
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For the past 15 years or so, public health researchers have called for moving from a reductionist
focus on the mother-child dyad to a more systemic orientation that includes consideration of
existing, culturally grounded strategies within families and communities.2,8-12
Family systems
Despite their primacy, international policy guidelines, research projects, and interventions
addressing community nutrition issues tend to give superficial attention to intra-familial
structure, dynamics, and decision-making.10,13 Findings from family systems theory, for instance,
which provide conceptual tools for investigating intra-household dynamics, are rarely discussed
in community health literature.14-17‡
From a family systems perspective, the mother-child dyad is nested within the family and is
influenced by the interaction and collective decision-making of other household actors. The
reductionist focus on the knowledge, attitudes, and practices of women of reproductive age,
therefore, can camouflage the roles of other significant household actors, including grandmothers
and men. Hierarchy and interconnectedness between different family members are key features
of all family systems, especially in extended and intergenerational families. Within these
contexts, family members’ roles are determined, to a great extent, by gender, age, and
experience.18,19 Age and experience confer both responsibility and authority. Nigerian sociologist
Paulina Makinwa-Adebusoye argues that in patriarchal and hierarchical households, the most
common household structures in Africa, “most women cannot exert much, if any, control over
their own lives.”19 It appears that within this context, men and senior women make decisions that
dictate what younger women can and cannot do.
Household production of health framework
In 1994, Peter Berman and his colleagues were among the first to call attention to the need for
public health programs to be based on a more comprehensive understanding of intra-household
roles, dynamics, and decision-making. These authors proposed the ‘household production of
health’ (HHPH) framework, on the premise that the major determinants of health and health
behavior change emanate from within households rather than from health services. The HHPH
identifies key parameters of household structure and dynamics that should be understood as a
precursor to the design of culturally adapted programs.
Inherent in the HHPH is the notion that all family or household systems have their own healthproducing resources, knowledge, roles, traditions, and norms. Berman and his colleagues argue
that household health-producing strategies are a combination of both internal and external
elements, as reflected in their definition of the HHPH: “A dynamic behavioral process through
which households combine their (internal) knowledge, resources, and behavioral norms and
patterns with available (external) technologies, services, information and skills to restore,
maintain, and promote the health of its members.”10
An important facet of the HHPH is the idea that any single component of the household
system—for example, a woman of reproductive age, or a husband-wife dyad—cannot be fully
‡

While there is considerable discussion regarding the contrasting concepts of family and household, here these terms
are used interchangeably.
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understood in isolation. A comprehensive understanding of these components can only be
reached if they are considered within the context of the larger system. The HHPH perspective,
however, is not always considered in international public health research and programming, as
the reductionist and behaviorist perspectives tends to prevail.
The HHPH orientation reflects an ecological perspective,3,20,21 which shares many features of a
family systems orientation.14 Over the past ten years, there has been increasing discussion in the
public health field about the need for a social-ecological or systems approach to understanding
intra-household dynamics and developing interventions that promote change at that level.2,11,12
Role of elders in cultural and family systems
Elders are critical to ensuring the cohesion and survival of families and communities in many
non-Western societies, and are generally viewed as a resource. One specific and decisive facet in
these regions is the central role played by elders in socializing younger generations, passing on
indigenous knowledge and cultural values, and ensuring the stability and survival of their
societies. Within these family and cultural systems, elders serve as models, advisors, and
supervisors of younger generations.
Anthropologist Margaret Mead was one of the first to discuss the critical role played by
grandparents.22 She wrote about how elders transmit the “model” of how family life should be
organized to the next generation, including how children should be nurtured and taught.
Communicologist Andreas Fuglesang describes elders as the information processing unit of a
community,23 arguing that elders should be involved in efforts to promote sustainable change
within community systems. Sociologist Judith Treas argues that development programs that do
not involve elders will be less accepted by them.24
Nigerian academic Collins O. Airihenibuwa discusses the meaning of age in African societies,
asserting that seniority is perhaps the most important facet of African cultural systems, broadly
influencing relationships and behavior. He states that within communities, “communication
channels are mapped along lines of seniority,” and argues that health prevention programs should
build on these cultural patterns of communication and influence.7 Noshi Chadha discusses the
role that elders continue to play in India in spite of vast economic and social changes. He writes
that Indian elders continue to command high respect, as “they are (still) considered the
storehouses of knowledge and wisdom within the family and community contexts.”26
Gender-specificity applies to elders as it does to youth. In virtually all of these societies,
grandmothers and grandfathers play distinct, but complementary roles in family and community
systems. Senior women generally have primary responsibility for advising and dealing with
health matters and the well-being of women and children. Elder men, or grandfathers, provide
overall support to families and typically become involved in issues related to women and
children when serious problems arise and when special resources are required.
The three interrelated concepts of cultural systems, family systems, and the role of elders in
family and community systems provide the backdrop for the following discussion of specific
research and reports.
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Findings
The roles and influence of grandmothers and men related to infant and young child
nutrition and health issues within different sociocultural contexts
A summary of the review findings from 85 different cultural settings in 48 countries is presented
in Appendix A. From the studies reviewed, the following cross-cutting themes emerged, which
are discussed in greater detail below.
Social roles and networks


Gender-specific roles, age hierarchy, and decision-making related to maternal and child
health and nutrition.



The role of grandmothers as household advisors and caregivers related to pregnancy,
childbirth, and caring for newborns and young children.



The role of men/fathers as providers in the household and beyond.



Summary of grandmothers’ and men’s roles in support of mothers and young children.



Grandmother social networks as an indigenous system of collective support for young
women and children.



Strategies for engaging men for enhanced support of infant health and maternal care.

Programmatic involvement of grandmothers and men


Approaches to infant and young child nutrition interventions involving grandmothers and
men.



Grandmother-inclusive nutrition and health programs.



Men/father-inclusive nutrition and health programs.



Involvement of grandmothers in promotion of optimal infant and young child feeding among
HIV-infected mothers.



Involvement of men in promotion of optimal infant and young child feeding among HIVinfected mothers.

Social roles and networks
Gender-specific roles, age hierarchy, and decision-making related to maternal and child
health and nutrition
The literature reviewed reveals two characteristics of these societies in Africa, Asia, and Latin
America that determine, to a great extent, the roles played by grandmothers and men and their
influence on both women and young children; first, gender-specificity in household roles; and
second, the hierarchy of authority within households based on gender and age. These two
characteristics are observed across a myriad of cultural contexts and a consistent pattern emerges
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with regard to the respective roles played by grandmothers and men related to women’s and
children’s nutrition and health.
In more traditional societies, the roles of males and females are generally quite distinct. Cultural
norms dictate that the roles of younger women and men are gender specific, as are the roles
played by senior women (grandmothers) and senior men (grandfathers). Male family members
are primarily responsible for providing the financial resources for basic household activities,
including food. Women, in general, are responsible for managing the household and managing
the daily tasks of raising children, including dealing with nutrition and health issues. The logical
outcome is that over time, gender-specificity in roles of both males and females results in
specialization in specific domains of activity. Studies support the conclusion that extensive
experience and knowledge within a specific domain (e.g., child and maternal nutrition and health
or financial income) confers authority to advise and teach others; in other words, genderspecificity leads to gender specialization, and in turn, gender-associated expertise and authority.
The role of grandmothers as household advisors and caregivers related to pregnancy,
childbirth, and caring for newborns and young children
From the perspective of households and health-sector staff,
the period of pregnancy, childbirth, and the first days of life
are precarious for an infant. Especially for younger women,
first-time motherhood is a challenging period, which requires
various types of support. Research reviewed reveals that there
are culturally defined strategies to promote the well-being of
women and their offspring, especially during the critical
periods of pregnancy, childbirth, the first weeks and months
of life, and during childhood illness. Across cultures, a key
feature of those strategies is the central role played by
experienced senior women, who on the one hand, serve as
advisors to younger women, and on the other hand, act as
caregivers of women and children. These two facets of
grandmothers’ roles are complementary, and both contribute
to the same pair of objectives: to transmit the rules and
procedures, or norms, prescribed within the cultural and
family systems from one generation to the next, and to ensure
the survival of young offspring.§

Photo: Philippe Blanc

In the literature reviewed, responsibility for women during pregnancy, at delivery, for newborns,
and for young children during the first years of life is consistently the domain of older, more
experienced females.63,64 The numerous studies reviewed dealing with maternal and child
nutrition and health issues clearly show that it is senior women who have greater knowledge and
experience than either younger women or men of any age.8,30,33,34,38,40,43,45,49,51,55,65-72
§

There is evidence of the central advisory and caregiving roles played by grandmothers with women and young
children in studies from: Albania,27 Bolivia,28 Brazil,29 Burkina Faso,30,31 China,32,33 Costa Rica,33 Djibouti,34
Ghana,35,36 India,42 Indonesia,37 Kenya,8 Laos,38 Lesotho,39 Malawi,40,41 Mali,43-47 Mauritania,48 Nepal,49 Nicaragua,50
Niger,51,52 Nigeria,53,54 Pakistan,55 Senegal,56,57 Somalia,58 Sri Lanka,59 Sudan,60 and Uzbekistan.61,62
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Beyond the scope of this report, additional evidence of the important role of experienced, elder
women related to pregnancy, childbirth, and the care of young children is reported in research
from Europe and North America among immigrant groups from India in Canada,73 and in the
United States with Puerto Rican and Cuban communities.74 The influential role of grandmothers
far from their geographical roots provides further evidence of the tenacity of culturally dictated
roles regarding nutrition and health linked to gender and social hierarchy.
Anthropologist Barbara Piperata affirms that “childbirth and the immediate postpartum period
are events of great biological and social importance in our species.”29 In light of high neonatal
mortality rates in many countries over the past ten years, the international public health
community has increasingly focused on the neonatal period of child development.75
From a biomedical perspective, the delivery and
postpartum period is critical to the well-being and survival
of children and women. This period is decisive from a
cultural perspective as well, but for somewhat different
reasons. First, all societies realize that during the first
weeks of life, there are a variety of threats to the health
and survival of newborns. Second, during this period, all
first-time mothers are expected to internalize
socioculturally accepted practices related to pregnancy,
childbirth, and child care, and require support from
experienced mothers. Evidence from numerous contexts
shows that societies have developed strategies in keeping
with cultural standards to support women, young children,
and families in response to these concerns. Within many
sociocultural contexts, concern for the well-being of
newborns is manifested through the isolation of newborns
Photo: Judi Aubel
and mothers immediately after birth for a period of a few
days to several months. This period of isolation allows for
recuperation and coaching of the mother, as well as intensive monitoring and care of the
newborn by senior women advisors.**
In Malawi, women and newborns receive postpartum care during the chilowero period.41 In rural
Tanzania, a woman on a traditional maternity leave of three months is under the direction of her
mother-in-law.76 In Nigerian Igbo culture, indigenous postpartum care, or omugwo, presents a
unique opportunity for younger mothers to learn from senior women.53 The omugwo rite has
profound cultural significance, not only for new mothers and newborns, but also for the families
of both parents, and especially for the mothers-in-law. Participation of grandmothers in omugwo
“provides older women with a new and highly-valued role within the family and society. This
contributes to their self-esteem, reputation, and general well-being.” In Uzbekistan, during the
40-day chilla period, the new mother and child are secluded, in most cases with the paternal
grandmother.62 Throughout this period, it is the grandmother’s “obligation to provide
information and assistance in the first stage of her grandchild’s life,” and the younger woman
**

Bolivia,28 Botswana,79 Burkina Faso,30 India,77,78 Laos,38 Malawi,40,41 Mali,44 Nigeria,53 Tanzania,76 and
Uzbekistan.62
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must learn from her senior advisor about how to care for her newborn following family and
cultural traditions. In Maharashtra, India, newborns are isolated for seven to 12 days postpartum,
during which only the mother, grandmother, and traditional birth attendant can touch the baby.78
In many cultures, newborns are believed to be susceptible to the evil eye and isolation is meant
to provide protection. During this period of seclusion, the paternal or maternal grandmother
demonstrates how to bathe, massage, and feed the baby. In most cases, grandmothers advise
younger mothers not to give colostrum, but instead to give sugar water for several days and to
initiate breastfeeding after three days.
Various studies also document the intensified advisory and caring roles of grandmothers during
periods of illness both with neonates and young children. There is extensive evidence of
grandmothers’ roles in the diagnosis and home treatment of infant and childhood illnesses.
For most of the studies reviewed, the methodological approach involved the analysis of
household roles and influences based on an anthropological, or systems framework. Pioneering
work in the area of care and caregiving related to child nutrition and health was done by Patrice
Engle and colleagues in the 1990s.80 They pointed out that little was known about other
caregivers, beyond the mothers of young children. They emphasized the need for greater
involvement of fathers in child nutrition-related programs; however, they made almost no
mention of grandmothers.
From this review of the literature, it appears that grandmothers’ impact on the nutritional and
health practices of infants and young children is substantial and a result of both their direct
caregiving and their advice to younger mothers and older siblings. Another important element of
the grandmothers’ teaching role is the modeling of behaviors related to, for example, food
preparation or infant feeding. In many cases, this modeling consists merely of nonverbal
communication. Many recent studies assess caregiving actions, but for the most part, neglect
advice-giving, which is more difficult to measure due in part to the fact that the parameters of
caregiving are not sufficiently defined. The advisory role of grandmothers may in fact have an
even greater impact on child nutritional practices than their direct involvement in child feeding.
Anthropologist Penny Van Esterik identified another important dimension of caregiving that has
generally been overlooked in conceptual and programmatic frameworks on child feeding and
care: who is caring for the caregivers of young children. She pointed out that the acquisition of
culturally appropriate caregiving attitudes and practices by younger mothers depends on the
caregivers of women themselves—grandmothers and sometimes siblings.64
The work of Alayne Adams and colleagues in Mali brings to light four key facets of social
support that are beneficial to caregivers and positively affect child nutrition and health:
1. Practical support, including helping younger women with child care and housework.
2. Cognitive support, consisting of information and advice to promote health and well-being
and to deal with illness.
3. Emotional or affective support, including love, caring, empathy, and encouragement.
4. Material support, such as money, food, and other tangible assistance.43

9

Their research revealed that these
various types of support are provided
to younger women with children
through social networks that are
composed mainly of elder women
primarily from within, but also from
outside the family. Their research
reveals both the complexity and
importance of social support systems
for women and their offspring. Other
researchers in Asia81 and Africa56
also discuss the importance of these
primarily female social networks,
Photo: Judi Aubel
referring to them as cooperative
82
female networks. These studies help
to identify household and community actors who are a part of women’s social networks and the
types of support these actors provide. With this knowledge, culturally grounded interventions
that build on these systems can be developed. According to the literature, the advising and
caregiving of younger mothers is coordinated by experienced elder women, either kin or non-kin,
and collective and cooperative child care is the norm.72,82-84 The importance of the social support
provided to women by these networks is accentuated by the fact that most women across the
developing world are quite young when they have their first baby. They necessarily need to learn
mothering skills from a more knowledgeable person; they need guidance during the formative
phase of motherhood. The average age at which women marry for the first time in South Asia is
17.1, 17.3 in Africa, and 18.8 in Latin America.85
The literature reviewed here from numerous contexts shows that there is a clearly delineated
hierarchy of experience and authority within family systems that responds to needs of first-time
mothers and their newborns. In Mali, for example, the active advisory role of mothers-in-law
with first-time mothers supports the conclusion that “young and first-time mothers rarely make
decisions alone about aspects of their children’s well-being.”86 In Senegal, “younger women’s
ability to make independent decisions about how to feed their infants is limited. In most cases,
women’s practices reflect what senior women in the family have instructed them to do.”87 In
Burkina Faso, either maternal or paternal grandmothers teach first-time mothers about all aspects
of child care, including breastfeeding.31 In Malawi, given their status as ‘guardians of tradition’,
either maternal or paternal grandmothers actively teach new mothers about culturally appropriate
newborn care practices.41 In Java, anthropologist Kristina Gryboski describes the intensive
involvement of grandmothers as advisors and trainers of young daughters-in-law when they have
their first child, reporting that “younger mothers are reluctant to ignore the advice of their elders,
to break tradition, and thereby create conflict.”88 During subsequent pregnancies, the trainer’s
involvement decreases as their confidence in younger women’s mastery of prescribed knowledge
and skills increases. Zubia Mumtaz and Sarah Salway report similar trends in Pakistan regarding
the authority and responsibility of older women in matters of maternal and child health. “Older
women are considered siyarni (wise and experienced) and are vested with the authority to make
decisions that are binding. All of her [the younger woman’s] healthcare needs are her mother-inlaw’s responsibility…and her decision is usually final.”55 In Bangladesh, domineering
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grandmothers dictate how infants will be fed.89 These researchers report that the majority of
powerful mothers-in-law are opposed to exclusive breastfeeding and insist on giving other types
of milk.
Maternal and child nutrition and health research and programming at both national and
international levels have given limited attention to the culturally determined family-level
strategies that provide care and training to younger mothers, and have generally ignored the
pivotal role of senior women in these strategies.
The role of men/fathers as providers in the
household and beyond
Across these societies, male family members
are found to be primarily responsible for
providing (1) financial resources for basic
household activities, including food; (2)
financial and logistical resources for both
routine and emergency health care; and (3)
resources for various activities outside the
household that are critical to family survival.
However, in domains in which men are not
extensively involved (for example, child
feeding), they do not accumulate significant
Photo: Evelyn Hockstein
knowledge, and therefore, are not viewed either
by themselves or by other household members as authoritative advisors. Research results from
many countries consistently show that men’s knowledge of and involvement in maternal and
child nutrition and health issues is limited compared to that of women.††
For example, in Niger, it was found that the role of the father after birth is generally limited to
providing food for infants and new mothers, and paying for prescriptions.51 At a second site in
Niger, a similar pattern of limited father involvement was observed with malnourished
children.52 In urban Accra, McGadney-Douglass & Douglass found that most fathers were not at
all involved in caring for malnourished children, and that such care was coordinated by the
‘primary caregivers’, senior female family members.71 In Nicaragua, studies of both rural and
urban contexts showed that men’s involvement in newborn care is very limited.50 Similarly, in
rural Mexico, researchers concluded that “men are never involved in infant care and feeding.”93
In Malawi, Waltensperger found that in both patrilineal and matrilineal societies, newborn
feeding and child care practices adopted by women are strongly influenced by grandmothers’
advice, while men have relatively limited influence on practices with infants during their first
months of life.40
In the public health literature, it is often assumed that men are the authoritative heads of
household and decision-makers on all family matters, including health and nutrition.94 This
††

Albania,27 Burkina Faso,30,40,45 Congo,72 Djibout,34 Ghana,71 Madagascar,90 Malawi,40,41 Mali,45,91,92 Mauritania,48
Nicaragua,50 Niger,51,52 Pakistan,55 Senegal,56 and Uzbekistan.61
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assumption is reflected in various policy documents on men’s involvement in health programs
that assert that men play all-encompassing roles at the family level. Male family members are
primarily responsible for providing financial and logistical resources for basic household
activities, including food, health care, and other critical activities outside the household. The
literature shows, however, that the responsibility of caring for women during pregnancy and
delivery, and for newborns and young children in their first years of life is consistently the
domain of older, more experienced females.‡‡ Each of these studies supports the conclusion that
extensive experience and knowledge in a specific domain confers authority to advise and teach
others.
The studies not only show how gender specialization is conferred to decision-making authority
in these communities, but also how health decisions are made collectively among different
family members. Public health programs, however, too often assume that health-related decisions
are made by individuals, reflected in the frequently asked question in health surveys about “who
decides” what to do in specific health-related situations.§§3,4,102
Several African and Asian social scientists have questioned the assumption of men’s allembracing role at the household level,18,19,41,81 suggesting that such generalizations are
insufficient to explain both the complexity of the decision-making process and the fact that
within collectivist and multi-generational contexts, decision-making involves multiple
actors.41,81,111 As with other aspects of life, health-related decisions are made communally
following a dialogue and consensus among family members. Throughout this process, each
family member has a different level of influence, based most notably on gender and seniority.
Whether or not I am there, my mother is
Following an investigation of intra-household dynamics
the head of the household. Whatever
related to reproductive health in collectivist South Asian
happens, she gives advice and my wife
cultures (Bangladesh, India, Pakistan), Zubia Mumtaz
follows it to the letter in order to ensure
and Sarah Salway concluded that involvement in the
her own health and the baby’s.
decision-making process and influence on decisions are
~Senegalese husband
directly tied to the household actor’s domains of
on his postpartum role56
expertise—a concept borne out by numerous examples
from research in various countries. The researchers found that mothers-in-law, rather than
husbands, play a leading role in reproductive health decisions. These same researchers affirmed
that in the case of a daughter-in-law’s pregnancy, neither the pregnant woman nor her husband
directly makes decisions about managing the pregnancy. Mumtaz and Salway therefore argue
that certain Western concepts embraced in public health practices around the world—specifically
the “tendency to over-emphasize the husband-wife relationship to the exclusion of other key
actors”—prevents us from clearly understanding intra-household dynamics within non-Western
contexts.81

‡‡

Albania,27 Djibouti,34 Ecuador,95,96 Ethiopia,97 Ghana,36,71 India,42 Kenya,98 Lesotho,39 Malawi,99 Mali,44,46
Niger,100 Pakistan,101 and Tunisia.67
§§
Albania,27 Brazil,29 Chile,83 Colombia,103 Djibouti,34 Fiji,104 Ghana,71 Guatemala,105,106 India, Laos,38 Malawi,99
Mali,43,44,108 Mauritania,48 Mexico,93 Nigeria,54,109 Pakistan,81 Senegal,110,111 Somalia and Somaliland,58 South
Africa,112 and Uzbekistan.62
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Based on the gendered nature of household roles and communication patterns, men look to their
mothers for advice on issues related to women’s and children’s health and well-being. At the
same time, senior women advise and make demands of their sons and sons-in-law related to
these domains.41,61,98 Research from Senegal on neonatal health showcases these lines of
authority and influence.56
Another critical facet of gender-specificity in the household deals with the important distinction
between the degree of men’s involvement in everyday nutrition-related matters versus their
involvement in emergency situations.111 Day to day, fathers and grandfathers play secondary,
supportive roles to younger and older women. In crisis situations, however, when special
logistical and financial support is required, men’s involvement typically increases.27,30,34,61,62,113
P. U. Matinga, a Malawian researcher, asserts that although men defend their official title of
‘household head’ and maintain that they are the main decision-makers, in reality, men’s
involvement is relatively limited in terms of pregnancy
A man with young children on the
and newborn care. In practice, senior women advise
advisory status of senior women: It is the
41
men and their wives about these issues.
grandmother who plays a major role
because she is more knowledgeable about
what takes place [when a woman is
While it is important to recognize what may be the
pregnant], unlike us men. The husband
dominant cultural role of men/fathers in maternal health
listens to what the grandmother suggests
and child care, there are significant opportunities for
should be done…. That is the husband’s
expansion of their role. Pioneering research on
role.41
fatherhood by the Central American University found
that in a sample of more than 4,500 fathers, three types of categories of male contribution to the
household were identified: (1) ‘Traditional men’ (51 percent of men surveyed) assume that men
are “by nature” at the top of the family hierarchy and are providers and disciplinarians, through
force if necessary. (2) ‘Modern men’ (39 percent) are affectionate with their children and share
responsibility for their upbringing. They reject the use of violence, view contraception as a
shared responsibility, and support women’s roles outside the domestic sphere. (3) The remaining
10 percent are ‘Men in transition’, who fall somewhere in between.114 While variations in such
typologies exist for each region and culture, this research provides important insights on how to
engage men effectively to foster improved family health outcomes. Men can play a vital role in
promoting egalitarian decision-making. Through simple and direct strategies, such as the
promotion of sharing responsibility for household chores and child care, men can help combat
gender discrimination in households and communities.

Summary of grandmothers’ and men’s roles in support of mothers and young children
Table 1 below summarizes predominant roles played by grandmothers and men related to
various aspects of nutrition-related advising, caregiving, and resource mobilization for nutritional
needs of infants and young children. The table clearly shows that the roles of grandmothers and
men differ significantly. Across cultures, grandmothers are involved in advising and caregiving
related to multiple aspects of infant and child nutrition, namely: breastfeeding initiation,
techniques, and duration; colostrum; prelacteal feeding; feeding during illnesses; timing and
types of complementary foods; and diet of pregnant and breastfeeding mothers. Men, on the
other hand, provide food resources to families on an ongoing basis, and financial and logistical
resources for health care needs on a routine and emergency basis.
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An important point to emphasize, however, is that while grandmothers or senior women may be
advising women about the nutrition and health needs of their children, their advice is not always
optimal, and in several cases (e.g., provision of prelactal feeds and water, and disposal of
colostrum) is significantly detrimental to the child’s health. Therefore, any efforts to include
grandmothers and senior women in infant and young child feeding programs must ensure that the
health and nutrition practices that are promoted are optimal.
Table 1. Roles of grandmothers and men in support of mothers and young children.
Role
Advising mothers with infants and young children
Initiation of breastfeeding
Colostrum
Administration of water to infants
Diet and fluid intake of breastfeeding women
Prelacteals/Traditional infusions
Breastfeeding techniques
Breastfeeding duration
Adequacy/Insufficiency of breastmilk
Frequency of infant feeding
Introduction of complementary foods (what and when)
Breastfeeding and diet during childhood illness
Feeding and home remedies for malnourished children
Referral of sick children to ‘traditional’ and/or ‘modern’ health providers
Caregiving of children
Preparation and administration of prelacteal feeds
Disposal of colostrum
Administration of water and other liquids to infants
Preparation of children’s foods
Feeding of children
Preparation of home remedies for sick children
Care of sick children (e.g., malnourished)
Bathing of infants and children
Caregiving of mothers
Assisting with domestic tasks to give mothers more time for child care
Providing direct child care to allow mothers to do other tasks within or outside
the household
Emotional support
Financial and logistical support for nutrition and health-related activities
Provision of food for the family
Provision of financial and logistical resources for health center visits and drugs
in case of childhood illnesses
Provision of financial resources for prenatal, delivery, and postpartum care

Grandmothers

Men

X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X

Grandmother social networks as an indigenous system of collective support for young
women and children
Another cross-cutting trend identified in the literature is the existence of indigenous social
support networks through which less experienced women receive ongoing advice and support
from more experienced women. In both rural and urban settings, this is especially apparent
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X
X
X

during pregnancy and childbirth and with newborn care and childhood illnesses.*** In all of the
societies where extended and multi-generational families are prevalent, informal social support
networks organized along gender lines have considerable influence on the attitudes and practices
of other network members. The influence of social networks of senior women on younger
women’s attitudes and practices is further explained by the hierarchical nature of roles and
interaction patterns based on gender and age.
For the past 20 years in North America and Europe, extensive research has been conducted on
the structure and influence of social networks on individual health-related behavior. In nonWestern societies; however, few studies have comprehensively investigated this fundamental
facet of social organization.43 Nutrition and health studies referenced in this next section begin to
touch on this topic by discussing how senior women within the household and those who are a
part of grandmother peer groups and other social networks influence the attitudes and practices
of women of reproductive age.
In South Africa, social psychologist G. W. Steuart was one of the first to analyze natural or
indigenous helping systems composed of women that provide collective support to other women
and families, especially in times of need.112 He referred to them as primary friendship groups that
constitute a significant and consistent social support mechanism for their women in collectivist
societies. A breastfeeding woman, for example, may receive advice from both younger and older
female network members, but the advice from senior members of their social support group
tends to be particularly persuasive. This shows that younger women recognize the expertise of
senior women and have confidence in their advice. At critical times—during pregnancy,
childbirth, and illness—the support provided by these friendship groups intensifies.
In Accra, Brenda McGadney-Douglass and Richard Douglass investigated the influence of senior
women within collectivist family systems on child nutrition practices and outcomes. They
concluded that collectivist values underpinning intergenerational solidarity facilitate younger
women’s access to “experience, information, resources and sound decision-making” from
powerful senior women within the family and community.70 Research by Alayne Adams and
colleagues across two different Malian ethnic groups reveals that members of younger women’s
social networks were overwhelmingly female and mostly family members, although some
network members were from outside the family.43 In most cases, those providing support were
older than those receiving it. The researchers concluded that women’s social networks provide
access to a “wide range of resources that mothers mobilize to support the health and well-being
of their children, both within and beyond the household.” Relative to international public health
standards regarding maternal and child health and nutrition, some of the advice from
grandmothers to women and young children is beneficial, while other support is not—for
example, giving water and other prelacteal feeds to infants in the first days and weeks of life in
Nigeria,54 Burkina Faso,31 Ghana,35 and Mali.47

***

Albania,27 Brazil,29 Chile,83 Colombia,103 Djibouti,34 Fiji,104 Ghana,71 Guatemala,105 India,106,107 Laos,38 Malawi,99
Mali,43,44,108 Mauritania,48 Mexico,93 Nigeria,54,109 Pakistan,81 Senegal,110,111 Somalia and Somaliland,58 South
Africa,112 and Uzbekistan.62

15

The advisory and supportive roles
played by grandmother social
networks have been documented
for various sociocultural contexts,
both rural and urban, though not as
extensively. Elsewhere in rural
Mali, Camillia Toulmin wrote
about the collective support given
to new mothers and infants by
“groups of elderly women
responsible for looking after births
in a cluster of neighboring
families.”108 In peri-urban
Mauritania, senior women advise
and assist other young women in
the neighborhood who do not have
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senior female family members in
close proximity, in addition to supporting their own daughters and daughters-in-law.48 Similarly,
research from urban Colombia103 and Chile83 reveal that senior women who are family have the
primary influence over young women’s child nutrition practices, while senior women from
outside the family have secondary influence. In two rural areas of Guatemala, Luis Jimenez,
Castor Mendez, and Christine Bixiones documented the involvement and influence of mothers,
mothers-in-law, traditional birth attendants, or comadronas, and other older neighbor women on
younger mothers.105 Research from rural Mexico shows that social networks, primarily
comprised of older women, hold the greatest sway over the way women feed their infants.93 In
Somalia and Somaliland, the Food Security Analysis Unit documented women’s social networks
as a significant source of information on women’s and children’s nutrition and health issues.58
Women’s informal communication and support networks in these two ethnically Somali areas
are comprised of both familial and extra-familial members, including grandmothers, traditional
birth attendants, other senior women, female relatives, and traditional healers. Families in
Senegal show similar patterns of communication within social networks, with senior women
acting as key advisors and supervisors during pregnancy, delivery, and child care after birth.56
Strategies for engaging men for enhanced support of infant health and maternal care
While the integration of men into nutrition programs is limited, there is a history of male
involvement in the area of reproductive health upon which to draw.102 Prior to the 1994
International Conference on Population and Development, international family planning
programs focused on barriers to women’s contraceptive use to reduce fertility. After the
conference, three primary approaches developed to increase male involvement. The first focused
on ‘men as clients’ to engage them in the process of reproduction from their own needs. The
second focused on men as partners in decision-making to improve contraceptive use. However,
neither of these approaches addressed the gender inequalities that constrain health. The third
approach, more in line with the mandates from the conference, emphasized men as agents of
positive change.
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In health programming, there are several examples of health
programs that use the first two approaches and a limited number
of programs that involve men as agents of positive change.
Impact evaluations of these programs are very few, but the
majority of those evaluated have shown positive impacts. One
example of a well-evaluated program using the approach of ‘men
as agents of positive change’ is the Men in Maternity program in
India.115 This study investigated the feasibility, acceptability, and
cost of a model of maternity care that encouraged husbands’
participation in their wives’ antenatal and postpartum care. More
than 600 couples were assigned to either an intervention or
control group. The program resulted in a significant
improvement in family planning knowledge and behaviors of
both men and women, and men accompanied their wives to the
clinics and participated actively in the intervention. Additional
examples of effective programming can be found in Greene’s
publication on men in reproductive health.

In an effort to understand how best to engage grandmothers and men in nutrition programming,
the IYCN Project conducted research in Kenya around these issues.116 The purpose of this
formative assessment was to document how best to engage and support men and grandmothers to
improve maternal and infant nutrition.
Researchers found that while men are currently not involved in the direct care and nurturing of
women and young children, there was clear interest in obtaining information to promote this
within their families. Men desired to learn from trained experts or professionals (generally other
men) on nutrition and health issues and were more likely to gain awareness through these
communication strategies.116 The creation of men’s groups led by experts is an important method
of enhancing men’s participation in maternal and child health and nutrition issues.
These examples demonstrate the possibility of positively addressing issues of gender inequality
that are known to lead to poor health for women and children through the active engagement of
men. It also shows that existing cultural norms can evolve for the betterment of households and
communities.
Programmatic involvement of grandmothers and men
Approaches to infant and young child nutrition interventions involving grandmothers and
men
The majority of community nutrition and health programs implemented by governments, foreign
development organizations, and local nongovernmental organizations do not explicitly and
actively involve either grandmothers or men. The following section identifies those programs
that have involved either grandmothers and/or men, the approaches used to include these groups,
and their results. The electronic literature search for this report revealed only 14 child nutrition
and health program interventions involving grandmothers or men. Additional lessons that could
be applicable to infant and child nutrition programs are found in six programs with reproductive
health activities identified in which men have had a role. None of the reproductive health
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projects reported grandmother-inclusion. Appendix B summarizes the nutrition and health issues
addressed in each of these programs, the strategies applied, and the evaluation results, where
they were reported. Of the 20 community interventions reviewed, 18 were referenced exclusively
in the gray literature, while in two cases, peer-reviewed journal articles reported on these
programs.69,99 From the information from the 14 child nutrition and health programs, the
following conclusions can be drawn.
Formative research
In the majority of the programs reviewed, both qualitative and quantitative formative research
centered on family-level nutrition and health practices. In most cases, data collection focused
only on the knowledge, attitudes, and practices of mothers of young children, and in a few cases,
initial qualitative research included a more comprehensive analysis of the roles, influence, and
communication patterns among key household actors.†††
Program objectives and indicators
In almost all of the programs, indicators at the household level dealt with the knowledge,
attitudes, and practices of women of reproductive age. In two programs—a ChildFund child
survival project in Senegal and a Helen Keller International (HKI) project in Mali—householdlevel indicators related to both women of reproductive age and grandmothers (mothers-in-law).
These two examples reflect program planners’ recognition of grandmothers’ central role and
influence and their commitment to tracking changes in grandmothers’ knowledge and advice.
Conceptual framework and methods for health communication and education
Ten of the child nutrition and health programs reviewed were based on an individual behavior
change or behavior change communication framework. This means messages were developed on
various nutrition and health topics, tailored to different audiences, or target groups, and
disseminated through various channels. In three cases, grandmothers were included as a target
group, but men were not. In the seven other projects, both grandmothers and men were involved
to some extent. In almost all cases in which either grandmothers and/or men were involved,
limited information in project documents made it difficult to determine their degree of
involvement, or exactly how they were involved.
Different communication methods and tools communicated key messages throughout the
projects reviewed. In Bolivia and Ghana, the Academy for Educational Development used mass
media and developed print messages disseminated through flipcharts, client brochures, calendars,
and counseling cards to grandmothers, men, women, and other community groups. In Rwanda,
the BASICS project used radio and posters to convey messages to grandmothers and men. In the
Mass Media Health Project (MMPH) in Honduras, message channels used to reach grandmothers
included mass media, interpersonal communication, and print materials.
At both the conceptual and methodological levels, programs faced a distinct option in terms of
whether to focus on individual behavior change or on promoting changes in community norms.

†††

Mali,47 Albania,27 Senegal,68 and Mauritania,48 and to a lesser extent in Malawi.99
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Clearly, the conceptual choice made by the majority of programs to focus on individual behavior
change determined the methods employed.
In Senegal with ChildFund and in Mali with HKI, the conceptual framework for the community
strategy was based on a communication for social change orientation,5 which focuses on
promoting changes in collective norms through peer group activities, primarily with women of
reproductive age and grandmothers, but also with male community leaders. The HKI project
explicitly aimed to promote changes in community nutrition norms by focusing primarily on
grandmothers. In both of these projects, communication/education activities included the use of
open-ended stories (to elicit dialogue on key topics), songs, and group discussion among peer
groups of women, grandmothers, and male community leaders.
Grandmother-inclusive nutrition and health programs
In most programs that involved
grandmothers, the grandmothers
participated in group activities with
women of reproductive age. At the
outset of World Relief’s project in
Mozambique, special ‘care groups’
were organized with grandmothers,
but later abandoned. In grandmotherinclusive programs in Mali and
Senegal, however, some activities
were organized separately with groups
of grandmothers and with groups of
women of reproductive age. Given the
importance of hierarchy and the
Photo: Judi Aubel
stratification by age in African
societies, people are usually more comfortable with those in their own age group. Special
grandmother-only activities showed recognition of grandmothers’ status and expertise in the
domain of child nutrition and health and allowed younger women to feel free to discuss sensitive
topics without the presence of their in-laws. In both of these programs, the community approach
was derived from a methodology developed by the Grandmother Project, in which grandmothers
are accorded preferential status in community activities to reflect their prominent traditional
status in the society at large.69
Health worker trainings were a component of various projects, with the objective of
strengthening health workers’ knowledge of and attitudes around infant and young child nutrition
and other health topics. The HKI project in Mali and the ChildFund project in Senegal noted
health workers’ overwhelmingly negative attitudes toward senior women. By reviewing records
of discussions with health-sector staff and international donors, several negative stereotypes
became evident.117 Nutrition and health-sector staff criticized grandmothers for practicing
nutritional taboos and for using traditional remedies. Because many senior women are illiterate,
they are often viewed as ignorant—an attitude that equates school learning with intelligence and
undervalues experiential life-learning. Another negative stereotype is that because of their age,
grandmothers are incapable of learning new things and/or changing their ways. Many assume
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that grandmothers are resistant to change and that it is,
therefore, a waste of time to involve them in health
development activities. Finally, grandmothers are often
perceived as needy, an attitude that can preclude them from
being seen as a resource to others. Caroline Sweetman
asserts that “older people and older women in particular are
influenced by the negative stereotypes about old age that
surround them.”118 These stereotypes contribute to the
continued exclusion of senior women from public health
and nutrition models, policies, and programs. Training
activities by both projects worked to transform the
perspectives of health workers, from viewing grandmothers
as an obstacle to viewing them as an ally.
Based on formative research in Kenya to examine the role
of grandmothers in infant and young child feeding, it was
clear that grandmothers are highly esteemed within
communities as knowledgeable and experienced in child
care
as well as powerful decision-makers in infant and
Photo: Judi Aubel
young child feeding. However, grandmothers also appeared
to have inadequate knowledge of optimal feeding behaviors. Gathering grandmothers together in
support groups or other naturally existing groups is considered a potentially effective method of
engaging senior women and educating them on best feeding practices for the family. It is also
suggested that other activities in addition to education on infant and young child feeding be
encouraged to enhance group cohesion and sustainability. Continued research is necessary to
document the impact of these grandmother groups on infant and child nutrition and health.
All of the projects involving grandmothers reported that the participation of senior women was
beneficial insofar as it provided them with access to the same nutrition and health information as
that provided to younger mothers, thereby improving grandmothers’ advice and support to
younger mothers. After formal review, many of the projects reported positive changes in
women’s nutritional and health practices with young children. Only the HKI and ChildFund
projects, however, formally assessed changes in grandmothers’ knowledge and advice to
younger women on key child nutrition and health practices at baseline and endline. In both cases,
results showed statistically significant changes in terms of indicators, including women’s diet
during pregnancy, early initiation of breastfeeding, and complementary feeding.30,47
Men/Father-inclusive nutrition and health programs
In the project documents reviewed, descriptions of strategies involving men were not sufficiently
detailed to be conclusive. In many cases, project reports stated, for example, that “men were
involved in community discussions” or “in community activities.” In behavior change
communication strategies, tailored messages targeted men, mostly through the media. In India,
Mexico, and Uganda, a project supported by the Interagency Working Group on Gender used the
Stepping Stones methodology119 to involve men in participatory workshops, challenging them to
reflect on their roles as men and fathers in the family, and to help break down gender
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stereotypes. This is one of the few programs that
has applied a life-course approach to educating
and integrating boys and men from several life
stages within the health program.
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This review did reveal some programs that have
demonstrated a positive impact on decisionmaking around child health. The Indian Men in
Maternity program resulted in increased
knowledge on health and family planning among
couples and greater interspousal communication
around child feeding. Another program, Suami
Siaga in Indonesia, showed promising results of
male engagement for birth preparedness and
improved interpersonal communication among
spouses.

A recent World Health Organization (WHO) publication reviewing the role of engaging men and
boys in health programs presents some promising results.120 This review documents the
following changes in behavior that have been reasonably well confirmed through evaluations of
health programs that have included men and boys, including:


A decrease in self-reported use of physical, sexual, and psychological violence in intimate
relationships.



Increased contraceptive use.



Increased communication with spouse or partner about child health, contraception, and
reproductive decision-making.



More equitable treatment of children.



Increased use of sexual and reproductive health services by men.



Decreased rates of sexually transmitted diseases.



Increased social support of spouse.

This WHO review documents the best practices for engaging men in health programs, which can
serve as models for infant and young child feeding programs in the future. Group education,
which can range from single discussions to regular weekly sessions, has been found to
effectively communicate concepts, knowledge, and ideas to encourage men’s participation in
health activities. Evidence has shown that group sessions alone can lead to behavior change;
however, group sessions in combination with other campaigns (e.g., mass media, individual
counseling) can lead to even more substantial improvements in attitude and behavior. In
addition, service-based programs, such as those that provide disease screening or counseling, that
have recognized men as allies or partners, rather than antagonistic or obstacles, have been shown
to lead to positive behavior change.
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However, this review also emphasized that relatively few programs with men and boys go
beyond the pilot stage or short-term time frame. For these projects to reach larger populations,
efforts are needed to understand how to get to scale programs that are sustainable and can
demonstrate long-term change in behavior.
Involvement of grandmothers in promotion of optimal infant and young child feeding
among HIV-infected mothers
From an HHPH perspective, strategies
to support HIV-infected women
should be based on an analysis of the
household contexts within which they
live, including the roles and influence
of different actors and culturally
prescribed norms related to infant and
young child feeding. From this
perspective, interventions should build
on existing household roles and
dynamics. The following section of
this report examines literature dealing
with the intra-household context
within which HIV-infected women
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and infants are nested, and specifically
the roles played by grandmothers. It then discusses the PMTCT interventions that have explicitly
involved grandmothers primarily from East and Southern Africa.
In HIV-prevalent areas, the major public health challenge related to preventing transmission of
the virus to infants and young children is appropriate infant and young child feeding. Current
recommendations from WHO on infant feeding within the context of HIV propose that women
exclusively breastfeed for six months, and then progressively introduce complementary foods
and continue to breastfeed at least until their child is 12 months of age, unless the environment
and social circumstances permit effective replacement feeding.121 This recommendation contrasts
with cultural norms for many of these contexts, which often dictate breastfeeding well beyond 12
months and giving water to children younger than 6 months. Given the collectivist nature of life
in most societies in Africa, Asia, and Latin America, HIV-positive women will likely reveal their
HIV status if they adopt WHO’s recommended infant and young child feeding practices, since
the practices do not coincide with cultural norms. A major constraint for PMTCT programs,
therefore, is that many women must reveal their HIV status to participate, causing them to fear
stigmatization and/or rejection by partners, families, and the community.
A fundamental facet of infant and young child feeding is that it is not a private or individual
behavior. As Susan Reynolds Whyte and Priscilla Wanjiru Kariuki argue in their discussion of
malnutrition in Western Kenya, “mothers and children do not form isolated dyads.”8 Rather,
infant and young child feeding takes place within the social context of the family. Whyte and
Kariuki have criticized program approaches that ignore this fact, noting that “while nutrition
intervention programs tend to treat women as individual actors, women see themselves as
enmeshed in social relationships which affect their ability to care for their children.”8
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In the infant and young child feeding literature dealing with HIV-prevalent contexts, much of the
research on the attitudes and practices of HIV-infected women is formulated from an
epidemiological and/or psychological orientation, which aims to assess cognitive parameters
related to individual behavior (e.g., identifying factors that contribute to women’s noncompliance with prescribed infant and young child feeding recommendations), but does not
examine intra-household roles and dynamics.77,122-126
Buskens and colleagues were some of the only researchers to investigate intra-household
dynamics. Their studies in Southern Africa, based on a systems framework, employed in-depth
ethnographic methods to understand women’s infant and young child feeding practices from the
cultural and family systems perspective. Through their research, they found that grandmothers
are the overriding authorities on infant and young child feeding at the household level and that
younger mothers recognize and follow the experience of these senior advisors (who are their own
mothers or mothers-in-law and their children’s grandmothers). The majority of mothers said that
although health workers told them to exclusively breastfeed for six months, they tended not to
follow that advice.
PMTCT programs include the promotion of drug technologies like antiretroviral therapy, and
promotion of specific feeding practices. The focus of this discussion is on PMTCT interventions
that promote optimal feeding practices for infants (exclusive breastfeeding before 6 months of
age) and young children (introduction of complementary foods as of 6 months, with continued
breastfeeding). From the literature reviewed, the predominant strategy to promote optimum
infant and young child feeding in PMTCT programs involves education-counseling usually
carried out in health facilities. All programs reviewed have focused on HIV-positive mothers,127
a few have involved men,99,128 and none have involved grandmothers.
A review of infant and child feeding strategies over the past ten years by Karen Marie Moland
and her colleagues showed that “both exclusive breastfeeding and replacement feeding have been
extremely difficult to adhere to for the large majority of the HIV-infected mothers.”129 Many
other studies and reviews also conclude that strategies to promote optimal infant and young child
feeding within the context of PMTCT programs have not produced anticipated results. These
studies conclude that a major factor inhibiting young women from adopting the recommended
feeding practices are the attitudes of and pressure from family members.130-132 Most of the
PMTCT interventions referenced in the literature do not systematically deal with household-level
constraints, but instead focus on health facility-centered and health worker-driven activities.
The research identifies several attitudes that directly or indirectly constrain women from
adopting recommended feeding practices. First, most women hesitate to disclose their HIV status
for fear of stigmatization and possible rejection by both family and community members. Failure
to disclose their HIV status precludes their adoption of unconventional feeding practices.
Second, within and around households, there are culturally designated advisors on infant and
young child nutrition, such as elder women with whom mothers have much more contact than
with health workers. These senior women often promote culturally normative beliefs and
practices, like giving water, infusions, medicinal potions, etc., to very young children (younger
than 6 months) and extended breastfeeding well beyond 12 months. These proposed or culturally
grounded practices are incompatible with approaches recommended by health center counselors.
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Other widely held and culturally engrained beliefs communicated by grandmothers that are
incompatible with exclusive breastfeeding: the notions that immediately after birth, it takes time
for the breastmilk to flow and that many women have insufficient breastmilk. They therefore
believe that very young infants need additional fluids and other types of milk or solids.
Given the weight of household influences, PMTCT programs should systematically analyze and
address constraining factors at that level. While grandmothers are frequently viewed as one of
these constraints, several community nutrition and health programs in West Africa have shown
that their authoritative role can be transformed into a program asset or a resource for change.69
At the international and country levels, discussions on programming options for PMTCT focus
on the technical aspects of infant and young child nutrition, while giving limited attention to the
interface between technical recommendations to HIV-infected women and the household
realities in which they live. The most recent WHO guidelines on HIV and infant and young child
feeding, for instance, give extensive recommendations on activities based within the health
system, but fail to mention activities within the household and community, where women and
children spend the majority of their time.
Buskens and colleagues underline the tension that exists between WHO’s technically sound
recommendations on feeding in HIV-prevalent settings and their application at the household
level by anxious and disempowered mothers. They note that HIV-positive women are torn
between the advice on infant and young child feeding received from health workers and the
advice received from family-level advisors, and who are then expected to somehow make bold
and autonomous decisions that go against the normative practices prescribed by their families:
Are we not asking them [HIV-positive mothers] to challenge both their own and
traditional systems of belief and influence, including challenging those in authority over
them (i.e., elder women and men), to challenge both patriarchy and their own
internalized feelings of dependence, deficiency and disempowerment; asking them to risk
being the first to be seen to bring HIV into their family by disclosing their status despite
their own feelings of shame or guilt.133
This challenge highlights the conundrum HIV-infected mothers face, and pushes us to reexamine
the expectations that PMTCT programs have for these women. Moland and colleagues also
acknowledge the very challenging situation confronting HIV-infected women, writing that there
is a “growing recognition that without support for the women who must relate to difficult infant
and young child feeding regimes, there is little chance to succeed.”129 AIDS researchers Tanya
Doherty and colleagues argue that in order to adopt exclusive breastfeeding, support strategies
must provide these women with confidence, knowledge, and skills.132
What are the best sources and strategies for providing much-needed support to HIV-positive
women related to infant and young child feeding? This depends in part on the conceptual
framework and premises from which policy and program developers operate. From a biomedical
health services perspective, interventions are more likely to involve activities at health facilities
by engaging health workers, the official “counselors” or “advisors” within these institutions.
From a behaviorist and risk perspective, the nexus of the problem resides with the HIV-infected
woman, and the appropriate intervention involves education and counseling to encourage the
woman to take independent and assertive action. From a social-ecological and HHPH
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perspective, a support strategy
should be rooted in the
sociocultural system and family
structure and should involve the
human resources therein who are
designated to support women and
young children (primarily
experienced elder women and also
other women).
Virtually all PMTCT programs
today are framed in a health
services and behavioral
orientation. Most interventions
focus on the facility and the health
worker, including counseling for
Photo: Judi Aubel
individuals and sometimes peer
groups, to encourage HIV-positive women to adopt optimal infant and young child feeding
practices.127 Through counseling, program planners try to provide women with information on
harmful feeding practices that can increase the risk of transmission and motivate them to make
an intelligent, informed choice regarding how they will feed their infant.76,129,132,134-136 In reports
on PMTCT programs in Tanzania132 and Botswana,137 for example, counseling and support
provided to women seek to empower them to “resist family pressure” or “to deal with stigma and
discrimination” from family and community members. It is important to examine the premises
underlying these approaches, which assume that individual women can overcome multiple
contextual constraints and adopt recommended practices.
The reductionist and individual behavior change approach applied by these PMTCT programs is
reiterated in guidelines from the Joint United Nations Programme on HIV/AIDS (UNAIDS)
Inter-Agency Task Team on the design of PMTCT programs.138 The task force recommends
including tailored messages for pregnant women and their partners, counseling and support to
empower HIV-positive mothers to make informed decisions on infant feeding, and behavior
change communication in programs aiming to promote optimal infant feeding. The guidelines do
not call for strategies to analyze cultural and family caregiving structures or to identify
household and community resource persons. Neither the UNAIDS nor the WHO guidelines
(referred to above) recommend engaging culturally designated family support persons in such
programs, or call on health providers to involve these supporting actors in community infant
feeding activities. The expectation of these groups is that informed and empowered women will
adopt prescribed practices in spite of the constraining factors in their cultural and familial
environments.
While not specifically a PMTCT program, an agriculture and nutrition project in an HIVprevalent area of northern Malawi involved grandmothers in its breastfeeding and
complementary feeding component, taking a holistic view of families and their needs.99 Despite
grandmothers’ involvement over several years, however, people were unwilling to adopt
alternative child feeding practices proposed by health workers and did not abandon several
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harmful nutrition practices, such as giving root infusions and porridges to young babies. The
researchers concluded that grandmothers’ resistance to new ideas was due, in part, to their
attachment to culturally grounded ideas regarding malnutrition and also to the negative attitudes
toward them from hospital outreach workers, who they said undermined their status in the
community by criticizing their “incorrect” feeding practices. This example illustrates that
inclusion of grandmothers in and of itself is not sufficient for them to embrace approaches to
infant and child feeding that conflict with traditional practices. If grandmothers’ roles and
expertise are not respected, they will be unlikely to embrace new practices proposed by their
critics.
The exclusion of grandmothers from PMTCT programs stems from the fact that those in the field
of HIV/AIDS have ignored two significant bodies of research: one, the evidence of the role and
influence of grandmothers within households as it relates to child and maternal nutrition; and
two, research in the field of social sciences in health that documents the influence of the social
environment on individual behavior and decision-making.2,4,20 Researchers conducted a bulk of
this social science research in Western societies, where families tend to be more individually
orientated. In more collectivist societies, the sociocultural context has a greater impact on
individual attitudes and practices.
Involvement of men in promotion of optimal infant and young child feeding among HIVinfected mothers
The rationale for men’s involvement in PMTCT infant and
young child feeding programs appears to be two fold. First,
it is widely assumed that men are the lead household
decision-makers in matters related to women’s and
children’s well-being.102,139-141 Second, it is assumed that
social support to HIV-positive women can best be provided
by men. Although both of these assumptions are somewhat
flawed, program planners choose community interventions
that are directly tied to them.
The impetus for men’s increased participation in these
programs stems, in part, from the commitment to greater
Photo: Ludmillo Pierre
men’s involvement articulated at the 1994 International
Conference on Population and Development rather than from the systematic analysis of men’s
roles and influence in cultural and family systems. PMTCT programs aiming to support HIVpositive women and their offspring should involve all key household resource persons. While it
is beneficial to promote men’s involvement in PMTCT infant and young child feeding priorities,
it is also important to recognize that other household members are knowledgeable about infant
and young child feeding.
In considering ways to expand men’s involvement in PMTCT programs, it is important to
remember the significant differences between the role of male partners in individualist societies
and those of men in collectivist societies. It is often erroneously assumed that the role, attitudes,
communication style, etc., of men in relation to women in collectivist societies are, or should be,
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the same as they are in individualist
societies.81 These assumptions
constitute a significant source of
weakness in program logic and
contribute to diminished program
outcomes.
An extensive literature search revealed
only two examples of interventions in
which men were involved in HIV and
infant feeding programs, one in
Tanzania128 and one in Malawi.99 In a
GTZ (German Technical Assistance
Agency)-supported antenatal and
PMTCT program in Tanzania’s Mbeya
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Region, partner involvement was a key
component. The program viewed men as key decision-makers regarding reproductive health
issues and therefore an important source of support to HIV-positive women during pregnancy
and with child care after delivery. After several years of implementation, an analysis of the
program showed multiple constraints to men’s participation in joint counseling sessions on
PMTCT, including on infant feeding; as a result, men’s involvement in these sessions increased
by only 7 percent over the life of the program. Health service staff reported that they were not
accustomed to dealing with men. In addition, men viewed children’s health issues as within the
female domain. Male partners said that while they wanted to support their wives’ and children’s
nutritional needs, they saw themselves as solely responsible for providing food and security for
the family, not for direct child feeding or care.
Through a program in Malawi associated with Ekwendeni Mission Hospital, which has an
extensive community health program, men participated in teams of community volunteers to
promote breastfeeding and complementary feeding through home visits. During these visits, one
of the topics discussed was family cooperation, including the need for men to be more involved
in child care and feeding. Despite the emphasis on male involvement, there was considerable
resistance on the part of both men and grandmothers to modify men’s role in child care, and
villagers and project staff in the area were uncomfortable promoting changes in men’s role
related to child nutrition. After several years, however, there is growing evidence that some men
are willing to take on a greater role in child care and feeding.99
In these two examples, the limited receptivity of men to being directly involved in child nutrition
and caregiving activities suggests that the interventions asked men to make fundamental changes
in their role that they were not prepared to make. Before proposing these types of changes, it is
important for health and development programs to reflect on the impact that alternative strategies
might have on the social cohesion of the family and community. It does not appear that
formative research was conducted in either of these cases to investigate family member roles and
decision-making as a basis for deciding which household actors should be involved and in what
capacity. Rather, the decision to include men was based on conventional thinking about the
decisional power they hold within households.
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While very few PMTCT
programs focusing on infant and
child nutrition have attempted
to involve men, numerous
programs focusing on HIV
testing and disclosure have
aimed to include them. The
following section reviews
reports on some of those
programs.
Many testing and disclosure
programs target men first, to
encourage them to be tested and
to inform them about their
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partner’s HIV status. The
objective of these programs is to promote open and transparent communication between the
sexes related to seropositivity and to increase support from men to HIV-infected women. In the
case of PMTCT programs, it is often presupposed that male involvement will strengthen
communication and mutual support between partners. As in other areas of maternal and child
health, it is generally assumed that men’s involvement in PMTCT programs will be beneficial to
their partners, but research from the field does not always support this assumption.
After reviewing PMTCT programs in 15 African countries, Juha Auvinen and colleagues
concluded that male involvement was advantageous but also noted potential concerns: “Male
participation has both increased and inhibited pregnant women’s acceptance of PMTCT
programs.”142 While these researchers conclude that in most cases, male involvement has a
positive effect, several studies have documented the negative consequence of male-involvement
strategies, which include verbal and physical abuse at disclosure and even divorce.‡‡‡ In a study
of a PMTCT program within the matrilineal context of rural Malawi, where married men reside
with their wives in the village of their in-laws, men reacted very negatively to disclosure of their
wives’ HIV-positive status. In fact, every member of the small sample of women reported that
their husband abandoned them when they learned about their seropositive status. Researchers
John Njunga and Astrid Blystad note that communities refer to this project as the “divorce
program,” which explains the population’s decreased participation in the program.144 Njunga and
Blystad recommend a formative assessment of cultural contexts prior to program design. Many
programs, however, have not seriously considered this recommendation. Only one study on
PMTCT programs was identified in which there was an extensive initial investigation of the roles
and influence of key household actors and intra-household dynamics related to health.133
There are examples of other ‘men-focused’ HIV-centered programs that have led to positive
outcomes in attitudes and behaviors. In a program in Guinea,146 community outreach and
mobilization for men resulted in increased communication and approval around family planning,
but no significant increase in family planning use. Another HIV program focused on including
men in Nicaragua147 demonstrated increased communication on contraceptives, greater condom
‡‡‡

Botswana,137 Kenya,145 Malawi,134,144 and Tanzania128,130,143.
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use, and uptake of HIV testing. A multi-country study in Brazil and India of group education for
men found significant positive changes in gender attitude, self-reports of sexually transmitted
disease, condom use, and harassment of women. These examples demonstrate that while
significant challenges may exist in integrating men into health programs, significant positive
change in both attitudes and behaviors are possible.
The need for a change in the focus of international guidelines
International guidelines developed by reputable organizations define priority orientations for
both policy and program parameters. After reviewing guidelines produced by organizations such
as USAID148 and Save the Children,149 it was evident that no recommendations exist to address
the central role of senior women in nutrition and health at the family level, nor clearly
recommend their involvement in community programs. Although attention to male involvement
is somewhat greater, it is still limited.
WHO, for example, published three leading documents on developing community infant and
young child nutrition and health programs§§§ that fail to take into account the role of senior
women. Although a 2003 WHO/United Nations Children’s Fund strategy document makes
frequent reference to the important roles played by “mothers, families, and other caregivers” in
ensuring optimal feeding practices and mentions the role of fathers several times, there is no
discussion of the active role of grandmothers and/or other elder women or the need to involve
them in programs.151 The USAID Technical Reference Materials on Nutrition,148 one component
of a larger guide for development of child survival projects, also references the need to involve
“mothers and other caregivers,” but does not explicitly acknowledge the central role of
grandmothers, nor does it suggest that they can be key actors in infant and young child feeding
strategies. The Save the Children publication, Saving the Lives of Mothers and Newborns,
discusses the need for culturally appropriate solutions but does not mention involving
grandmothers, despite their central role in delivery and newborn care.149 Similarly, a CORE
Group document on newborn care, focusing on Latin America and the Caribbean, discusses the
need to involve culturally respected figures, but does not mention grandmothers.153 The failure of
these and other international organizations to explicitly acknowledge the role of grandmothers
and promote grandmother-inclusion contributes to the exclusion of senior women by
policymakers and program planners.

§§§

WHO has produced three important documents specifically to support development of community infant and
young child nutrition and health programs: Community-based strategies for breastfeeding promotion and support in
developing countries150; with the United Nations Children’s Fund, a document entitled Global strategy for infant
and young child feeding151; and Family and community practices that promote child survival, growth and
development.152
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Discussion
The literature reviewed supports the conclusion that in many societies in Africa, Asia, and Latin
America, infant and young child feeding usually takes place within the context of multigenerational and extended families in which collectivist values and child care prevail.
Community interventions to promote maternal and child nutrition and health should first
understand the family and community contexts within which women and children are embedded,
and then build on and strengthen the roles of key family actors to optimize their contributions to
the well-being of children and women.
In the literature reviewed, several patterns are consistently observed that relate to the community
contexts within which women and children are nested: gender-specificity in roles, age hierarchy,
and collective decision-making related to issues dealing with children and women; the centrality
of the grandmother’s role as advisor of younger women and men, and as caregiver of both
women and children, especially during pregnancy and childbirth, and with infants and young
children; social networks of senior women exerting a collective influence on maternal and child
nutrition-related practices, especially during prenatal and neonatal periods; and the limited role
of men in day-to-day decision-making and caregiving associated with nutrition-related activities
with children and women.
This review highlights the fact that senior women, or grandmothers, play a lead role in making
household decisions about maternal nutrition, pregnancy and delivery, newborn care and feeding,
complementary feeding, and care for sick children. Husbands and fathers take on an indirect and
supportive role, providing food for the family and financial and logistical resources for routine
and emergency health care; however, their role can be expanded to further support their families.
It is shown that very few infant and young child nutrition programs have explicitly involved
either grandmothers or men. The need to develop strategies that involve these groups based on
their distinct, but complementary roles at the household level is critical for effective health
programming. Positive examples from the field indicate that creation of local support groups for
men and senior women as well as programs that use these individuals as ‘agents of positive
change’ can be examined as potential strategies.
Formative research for health and nutrition programming should be refocused to include intrahousehold roles, influences, and communication patterns. The review indicates that most
programs focus on individual behavior change, mostly among women of reproductive age,
failing to account for the family and cultural systems influencing these women. Where
grandmothers and/or men were involved, their participation was generally limited. The formative
research should try to address the gaps in understanding of the sociocultural context, including
the continued predominance of risk-oriented and individual-focused interventions; negative
biases toward elders, and grandmothers in particular; the lack of inclusion of men in women’s
and children’s health issues; the lack of attention to sociocultural context and the influential roles
of grandmothers and men in international guidelines; and institutional resistance to change.
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Including grandmothers is especially important in PMTCT programs. HIV/AIDS researchers
acknowledge that the results of infant and young child feeding strategies over the past ten years
have been disappointing.129 A major constraint to improving these results and convincing women
to adopt recommended infant and young child feeding practices are the attitudes and pressure of
other family members, particularly elder women. Despite the evidence that links household-level
factors to infant and young child feeding behavior in the majority of PMTCT programs referred
to in this literature review, programs focus almost exclusively on health facility-centered and
health worker-driven activities. PMTCT program strategies should systematically analyze and
address household-level constraints and household-level resources. Although elder women are
frequently viewed as an obstacle, several experiences in West Africa have clearly shown that
they can, in fact, be a very beneficial resource for community nutrition and health programs.
Likewise, men, who have traditionally been viewed as having a limited role in the household
(focused on financial support), can be encouraged to participate in family health matters as a
means of enhancing overall cohesion in the family and improved household health outcomes.
Data from reproductive health programs have demonstrated that significant improvement can be
seen with the inclusion of men as ‘agents of positive change’ within their household.
This review shows that global guidelines on policies and programmatic approaches focus
primarily on technical aspects of infant and young child nutrition, while giving limited attention
to the interface between these technical recommendations and the household contexts within
which HIV-infected women and their children are embedded. From a social-ecological and
HHPH perspective, a support strategy for women should be rooted in extended and collectivist
family and community systems and should involve those who are culturally designated to
support women and young children. The predominant orientation of most PMTCT programs
promotes individual behavior change among HIV-prevalent mothers to empower them to resist
family pressure and to comply with culturally grounded norms. This approach places the onus on
the HIV-positive woman to overcome multiple contextual constraints. It also ignores the
omnipresent indigenous support system, composed of female kin and non-kin members of
women’s social networks, which constitute an invaluable support mechanism.
Both grandmothers and men play critical and complementary roles in promoting the nutritional
and health status of children and women of reproductive age. It is important that programs
understand the specific roles of these two groups, as well as the relationships between them with
women and young children.
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Recommendations for future policies and programs
General recommendations
Pay attention to socioculture context. Policies and programs to promote improved infant and
young child nutrition in non-Western societies, including those in areas of high HIV prevalence,
need to give greater attention to the sociocultural context within which women with infants and
young children are embedded. The majority of community interventions ignore the culturally
designated roles and hierarchies that drive family-managed strategies to promote the nutritional
and health status of its members, particularly children and women. The failure of most
community programs to explicitly involve grandmothers as culturally prescribed authorities has
contributed to a limited receptivity among communities to alternative practices to nutrition and
health. In addition, the role of men should be encouraged to be explored and expanded within the
context of maternal and child programs in order to increase their effectiveness. In operational
terms, this recommendation highlights the need for intervention strategies that adopt a more
social-ecological and family-focused approach rather than one focused on one or more segments
of the family system (e.g., the mother-child dyad or the reproductive couple).
Understand household roles and relationships. Both grandmothers and men play important
and complementary roles in promoting the nutritional and health status of children and women of
reproductive age. It is essential that programs understand the gender-specificity of these two key
categories of household actors, as well as the relationships between them with women and young
children. A better understanding of these two groups will strengthen their roles and relationships
rather than pull apart interrelated elements of household systems.
View grandmothers and men as resources, not as obstacles. Grandmothers and men should be
actively engaged in strategies that promote optimal nutrition practices for children and women. It
is often assumed that grandmothers are unable to learn and change their advice and practices or
that men have no interest in issues related to women and children, and these assumptions are
sometimes used to justify excluding them from community nutrition and health interventions. A
number of recent nutrition and health programs have seen grandmothers and men as resources
and not necessarily averse to embracing new ideas.
There is some evidence that an additional benefit of culturally grounded programs is that they
can also contribute to greater social cohesion. From a systems perspective, this makes sense.
Grandmother and men-inclusive nutrition and health programs can strengthen communication
and cohesion within family systems, which can have other far-reaching and positive benefits for
children, women, and families.
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Specific recommendations for future policies and programs
To put the broad recommendations proposed above into practice, the following specific
recommendations are proposed.
Pay attention to the socioculture context. Policies and programs to promote improved infant
and young child nutrition, including for HIV/AIDS-prevalent areas, need to give greater attention
to the sociocultural context within which women with infants and young children are embedded.
Conduct formative research as a basis for more culturally grounded interventions.
Programmers should carry out a formative assessment in each cultural setting to understand not
only the knowledge, attitudes, and practices of key household actors related to infant and young
child nutrition but also the roles, norms, communication networks, and decision-making patterns
within household and community settings. Various formative research instruments are available
for information collection on knowledge, attitudes, and practices. However, there is a need for
development of innovative research tools based on a more systemic approach to analyzing
household and community contexts. These tools need to be developed to help program
practitioners to systematically investigate the roles, influence, communication, and decisionmaking patterns among key household actors.
Modify objectives and indicators to fit the sociocultural context. Evolving toward a more
social-ecological and family focus requires shifting from a risk and behavioral orientation in
which objectives and indicators focus only on women, infants, and young children to a broader
systems approach in which objectives and indicators also include other family actors who
influence these risk groups. More specifically, programs that acknowledge the role and influence
of grandmothers on nutrition and health should develop program objectives and indicators that
assess grandmothers’ knowledge, advice, and practices.
Adopt a family-focused systems approach. All infant and young child nutrition interventions
should adopt a systems approach in which the family is the unit of analysis for formative
research and program design. Families are multi-generational even when extended family
members do not live under the same roof. Programs should aim not only to promote change
within family systems, but also to strengthen the links between family members of different ages
and sexes.
Build on the roles of women, grandmothers, and men. Programs should build on and
strengthen the capacity of different household actors to assume their culturally designated roles.
Objectives and indicators should be expanded to reflect this family-centered approach.
Build on efforts to promote men and grandmothers as ‘agents of positive change’.
It is critical to identify methods to enhance the positive contribution of these individuals on
overall household health. Understanding their role as positive change agents begins to remove
the social and cultural barriers that lead to negative stereotyping in these societies.
Train health workers to use non-directive communications. To promote the adoption of
culturally adapted and grandmother-inclusive approaches, health-sector staff and community
health workers must have positive attitudes toward local cultural roles and realities and toward
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grandmothers in particular. They must see grandmothers as a resource rather than an obstacle. In
addition, they need to be skilled in non-directive communication and education approaches based
on adult learning principles.
Focus health training on family and cultural systems. The curriculum of basic health training
in schools should be revised to give greater attention to family and cultural systems and to
methods for understanding and incorporating elements of both into programs developed by
health services.
Promote changes in community nutrition norms. Given the far-reaching impact of community
norms on individual practices in collectivist societies, programs that seek to bring about
sustainable changes in infant and young child nutrition practices should aim to promote changes
in community nutrition norms. Because nutrition norms are set by community experts who
define and reinforce certain rules of conduct, promoting changes in community norms requires
strategies that work with and through grandmother peer groups.
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Appendix A. Summary of studies/research on the roles and influence of
grandmothers and men in infant and young child feeding and health practices
Country and
ethnic/cultural
group
Albania

Urban or
rural
Urban
and rural

Author, year,
organization
Aubel, 200427
(American
National Red
Cross)

Focus of study/
research
Roles of family
members in child
health

Key findings/conclusions/recommendations
The mother-in-law is the ‘general manager’ in the household and
assumes multiple roles, including supervising and educating her
daughters-in-law and providing advice and assistance in all matters
related to maternal and child health.
Young women do not often make independent decisions regarding
maternal and child health; their practices are influenced primarily by
their mothers-in-law, with whom they are constantly collaborating on
domestic, child care, and other activities.
In all communities, grandmothers meet frequently and informally to
share ideas and provide special support to each other (grandmother
social support networks).
During the first 40 days after birth, the woman and her baby are
carefully watched and assisted. Grandmothers are the key advisors
and supervisors.

Bangladesh

Urban

Haider et al.,
199789

Reasons for limited
exclusive
breastfeeding

Bolivia (Santa
Cruz)

Periurban

Bender &
McCann, 200028

Influence of
maternal
grandmothers on
women’s health
practices

Husbands are primarily expected to provide financial resources for the
family. They are not directly involved in maternal and child health care
except when their special support is required for problems related to
their wives or children.
The main reason new mothers do not exclusively breastfeed is
“domineering grandmothers” who believe many women have
insufficient milk and who give other types of milk to infants.
Grandmothers should be included in nutrition education along with
women of reproductive age.
Maternal grandmothers have considerable influence on practices of
younger women during pregnancy and with newborns.
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Country and
ethnic/cultural
group
Botswana
(Tswana)

Brazil

Brazil (Amazon)

Burkina Faso
(Gourman-tche,
Mossi & Peul)

Urban or
rural
Rural

Urban

Rural

Rural

Burkina Faso

Chile

Author, year,
organization
Ingstad, 199479

Susin et al.,
2005154

Piperata, 200829

Ouoba, 200830
(HKI)

APAIB/WINS,
199531

Urban

Romo et al.,
200583

Focus of study/
research
Grandmothers’ role
in family planning,
child care, and child
survival

Key findings/conclusions/recommendations
Grandmothers are influential in household-level decision-making
processes related to childhood and reproductive health, particularly in
developing countries, so it is important to look beyond the couple.
Grandmothers should be key figures in policymaking and projects to
promote family planning and child welfare.
The advice of grandmothers has a strong and negative influence on
breastfeeding duration and exclusivity. Mothers have very frequent
contact with both maternal and paternal grandmothers.

Influence of
grandmothers on
breastfeeding
practices

Grandmothers should be involved in health education programs given
their strong influence on daughters-in-law.
During their first pregnancies, women benefit from the support and
advice of experienced older women (mothers-in-law, mothers, and
other female relatives); during subsequent pregnancies, they are able
to replicate what they have learned.

Postpartum
practices at the
family level

In almost all cases, women respect instructions from senior female
advisors about foods to avoid that are believed to be harmful to mother
and/or baby.
Grandmothers, mainly mothers-in-law, play a multiplicity of roles
related to promoting the well-being of young women and children, such
as advising them on domestic activities, diet and care during
pregnancy, delivery and newborn care, breastfeeding, and diagnosis
and home treatment of sick children.

Role of
grandmothers in
child nutrition and
health

Men provide food for the family and finance costs related to child
illness and give permission for women’s participation in antenatal care.
An earlier study in Burkina came to similar conclusions regarding the
mother-in-law’s status within the household as a recognized authority
on child nutrition and health.

Role of mothers-inlaw in child care

Either maternal or paternal grandmothers teach first-time mothers
about all aspects of child care, including breastfeeding.
The primary source of information for young women regarding nutrition
during pregnancy and newborn care comes from experienced senior
women, either within the family or through women’s social networks.

Nutritional beliefs,
taboos regarding
pregnancy and
newborns

APAIB: Association pour la promotion de l’Alimentation Infantile au Burkina Faso; HKI: Helen Keller International; WINS: Women and Infant Nutrition Field
Support Project.
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Country and
ethnic/cultural
group
Chinese society
(Singapore &
Taiwan)

Urban or
rural
Urban

Author, year,
organization
Jernigan &
Jernigan, 199232

Focus of study/
research
Role of elders in
Chinese society

China (Eastern)

Urban

Childrearing in
China

Colombia

Urban

Congo (Aka)

Rural

Yajun et al., 1999
(Bernard Van
Leer
Foundation)155
Olaya &
Fonseca,
2004103; Alvarado
et al., 2005156
Fouts &
Brookshire,
200972

Costa Rica

Urban

Sedó-Masis &
Ureña-Vargas,
200733

Djibouti

Urban
and periurban

Aubel et al., 2007
(UNICEF)34

Role of
grandmothers in
child nutrition and
well-being
Roles of household
and community
actors in infant and
young child nutrition

Key findings/conclusions/recommendations
In Chinese culture, a central function of older women is caring for
children; senior women provide an essential service to families through
caregiving, strengthening and validating their own feelings of selfesteem.
Grandmothers play a crucial role, particularly paternal grandmothers,
by providing child care for daughters-in-law working outside the home,
though grandparents rarely reside with married children.

Complementary
feeding and child
feeding during
diarrhea
Young child feeding
by extended family
members

Grandmothers continue to be involved and to exert considerable
influence on young women’s decision-making and nutritional practices
with their children in urban settings, although some of their advice is
beneficial and other advice is not.
In addition to mothers, multi-generational extended family members,
including grandmothers (kinship-sharing networks) are actively
involved in caregiving and feeding of young children, often spending
more time feeding young children than their mothers.
Both adult and elderly men are rarely involved in direct child feeding.
Grandmothers’ support to the household is aimed directly at
grandchildren through caregiving, and indirectly at children’s
parents through the advice they provide.
In all three Djiboutian ethnic groups (Afar, Somali, and Arab), senior
women are recognized for their extensive experience with pregnancy,
care and feeding of young children, and caring for pregnant women.
They serve as advisors to women of reproductive age, to other family
members, and to neighboring women and families.
Within the urban context, women who are pregnant or have young
children, who do not have a senior female advisor within their own
household, are systematically supported by other senior women in the
neighborhood. Women do not act independently, and their practices
are greatly influenced by the attitudes and advice of those around
them, especially the women closest to them.
Men have overall responsibility for the well-being of wives and
children. They have little involvement in day-to-day issues related to
nutrition/health of children and women, unless serious problems arise.
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Country and
ethnic/cultural
group
Ecuador
(Saguaro)
Ecuador
(Highlands)

Urban or
rural
Rural

Author, year,
organization
Finerman, 198996

Rural

McKee, 198795

Ethiopia
(southwest,
Yirgalem, and
Jimma)

Urban
and rural

Biratu &
Lindstrom,
2000123

Ethiopia
(Oromo)

Rural

Gibson & Mace,
2005

Focus of study/
research
Senior women as
family healers
Household
treatment of child
diarrhea
Men’s attitudes
toward antenatal
care and their
influence on
women’s use of
services
Impact of
grandmothers on
young child nutrition
and survival

Ethiopia
(Central, Shewa
region)

Rural

Negussie, 198997

Fiji (Indigenous
Fijian and IndoFijian groups)

Rural

Morse, 198484

Gambia

Rural

Semega-Janneh
et al., 19909

Beliefs and practices
related to
breastfeeding

Gambia

Rural

Jallow, 1990

Infant feeding
practices

Childbirth, maternal
and child health,
child care, and child
feeding
Cultural context of
infant feeding

Key findings/conclusions/recommendations
Families are dependent on senior women as family health advisors
and informal family healers.
Senior women are primary medical specialists at the household level
and transmit cultural knowledge from generation to generation by
training younger women.
Men’s unsupportive attitudes toward antenatal care can be an obstacle
for women.
Men have more influence around antenatal care on women less than
20 years old than on older wives.
Grandmothers have a positive effect on young children’s nutritional
status and survival, especially maternal grandmothers.
Grandmothers and other older female kin assume certain domestic
tasks for younger mothers, giving them more time for child care-related
activities and resulting in improved levels of child well-being.
Grandmothers are actively involved in teaching younger women about
maternal health and childbirth, as well as caregiving, feeding of young
children, treatment of illnesses, and socialization.
In both ethnic groups, primary caregivers of infants are female
relatives who collectively support women and their newborns.
In both cultures, infant feeding patterns are strongly influenced by
cultural norms passed on to younger women mainly by experienced
elder women.

UNICEF: United Nations Children’s Fund.
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There is no mention of men’s roles.
Breastfeeding practices are influenced by women of reproductive age,
grandmothers, grandfathers, and other men.
Nutrition education should include all of these family members.
Younger women’s own mothers and husbands have more influence on
their infant feeding practices than they do themselves.

Country and
ethnic/cultural
group
Gambia

Ghana

Urban or
rural
Rural

Rural

Author, year,
organization
Sear et al.,
2000157

TawiahAgyemang et al.,
2008158

Focus of study/
research
Influence of
grandmothers on
child nutritional
status and survival

Key findings/conclusions/recommendations
During the first year of life, children living with paternal grandmothers
were significantly taller and heavier than children without a paternal
grandmother. During the second year of life, children living with
maternal grandmothers have better nutritional status and less chance
of dying.
The presence of fathers or other male kin does not appear to improve
the nutrition or survival of children.
Decision-making on initiation of breastfeeding and prelacteals is the
responsibility of older women, mothers-in-law, traditional birth
attendants, and other older female family members.

Early initiation of
breastfeeding

Ghana

Urban
and rural

Apt, 199636

Role of elders in
Africa

Ghana (Ashanti)

Urban
(Kumasi)

Davis et al.,
200335 (ORC
Macro, USAID)

Complementary
feeding practices for
children

Ghana (Accra)

Urban

McGadneyDouglass &
Douglass, 200871

Household
strategies to care for
malnourished
children

Community programs should include women of reproductive age and
older female relatives and traditional birth attendants.
Grandmothers play a wide range of roles related to the care and
nurturing of grandchildren, including providing and preparing food,
providing child care, and caring for sick children. Younger women are
dependent on older women for the emotional, advisory, and economic
support that they provide.
Maternal grandmothers (in a matrilineal society) are important sources
of support, child care, and health information for mothers. Women who
reside with their own mothers are more likely to have well-nourished
children.
Any interventions providing education on infant feeding and child care
should include grandmothers as well as mothers.
Senior women coordinate household strategies for the care and
recuperation of malnourished children.
Decision-making related to sick children involves collective and
intergenerational communication in which elder women play a leading
role.
Almost no fathers are involved in the treatment of their malnourished
children.

USAID: United States Agency for International Development.
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Country and
ethnic/cultural
group
Ghana
(Brong-Ahafo)

Guatemala (Chuj
& Akateco)

Urban or
rural
Rural

Rural

Author, year,
organization
Jansen, 2006

Bixiones, 2007105

Focus of study/
research
Decision-making
around childbirth

Key findings/conclusions/recommendations
Decisions related to childbirth are more often made by powerful older
female relatives than by mothers themselves. Women are expected to
follow strictly the advice of their older female relatives. Not doing so
would be disrespectful.
The role of men is to pay for antenatal and delivery costs, and later, for
costs of children’s health care.
Both mothers-in-law and mothers of younger women play a leading
role in advising and supporting new mothers on newborn breastfeeding
and care.

Nutritional practices
with newborns

India
(Karnataka)

Rural

Kesterton &
Cleland, 200977

Barriers to
appropriate newborn
care

India (Bihar)

Rural

Harvey, 2003

India (Ladakh)

Rural

Wiley, 2002107

India (Gujarat)

Rural

Sharma &
Kanani, 2004

India (Andhra
Pradesh)

Rural

Moestue & Huttly,
2008

Decision-making
around child
nutrition and health
Cultural factors
related to pregnancy
and childbirth
Grandmothers’
influence on child
care and nutritional
status
Link between
household
educational levels
and child nutritional
status
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Men and other elders influence decision-making on various issues
related to family well-being, but not infant feeding, which is the domain
of senior women.
Grandmothers are key decision-makers regarding delivery and
newborn care. During the 40-day confinement period of the mother
and infant after birth, grandmothers ensure intensive oversight and
teaching.
Mothers-in-law have a strong influence in decision-making on all
matters related to child nutrition and health.
At critical times during pregnancy and childbirth, senior family and
neighbor women play an authoritative role and greatly influence
women’s practices.
Grandmothers have a positive influence on younger women’s childcare
and infant feeding practices.

Grandmothers’ educational levels are positively associated with
children’s nutritional status.

Country and
ethnic/cultural
group
India (Haryana)

Urban or
rural
Rural

Author, year,
organization
Kaushal et al.,
200542

Focus of study/
research
Newborn feeding
and care

India (Sitapur)

Rural

Reproductive health
and family planning

Indonesia (West
Java)

Urban
and rural

CARE/India
(USAID), Das &
Nandan,
Georgetown
University, 2004
Gryboski, 199637

Mother’s time and
infant care

Key findings/conclusions/recommendations
Younger women usually put into practice advice received from their
mothers-in-law related to infant feeding, including prelacteals and
complementary feeding. They are unable to put into practice new
knowledge on infant and complementary feeding from health
workers if it goes against the advice of their mothers-in-law.
Men stated that husband and wife decide jointly whether and what
family planning method to use. However, in focus group discussions,
most women stated that they decide to initiate use of a method but
men almost always decide whether or not to have sex.
Mothers-in-law are advisors and teachers of daughters-in-law,
especially with first offspring. With subsequent children, grandmother
teaching is less intensive.
Younger mothers are reluctant to ignore their mother-in-law’s advice,
which implies breaking tradition and can create conflict.

Kenya
(Kathonzweni
Makueni District)

Rural

Macharia et al.,
2004122

Kenya (Western
and Eastern
Provinces)

Rural

Thuita, 201098

Mothers are primary caregivers and grandmothers are primary
substitute caregivers.
Grandmothers are the main alternative caregivers after mothers.

Childcare and
feeding practices
with children 6–59
months
Grandmothers’ and
men’s involvement
in infant and young
child and maternal
nutrition

Grandmothers hold a very powerful position within the extended family
vis-à-vis both younger women and their husbands due to their widely
respected expertise on maternal and child nutrition and health.
Men’s culturally defined role is to provide food for the family. They are
not at all involved in direct care or nurturing of children before 2 years
of age.
Men give more weight to the counsel of their own mothers than to that
of their wives.
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Country and
ethnic/cultural
group
Kenya

Urban or
rural

Author, year,
organization
Whyte & Kariuki,
19918

Focus of study/
research

Key findings/conclusions/recommendations
Policies and programs that narrowly target the mother-child dyad
present serious limitations, especially in non-Western, collectivist
societies where multi-generational and extended families influence
household values and practices related to women and children.
Nutrition interventions that ignore the social relationships in which
women are enmeshed will not be successful, as they ignore the
profound impact of these relationships on their nutrition and
caregiving practices.

Laos

Rural

Aubel et al.,
199638

Household feeding
and care of sick
children

Lesotho
(Sesotho)

Rural

Almroth et al.,
199739

Home management
of diarrhea

Madagascar

Rural

Child health
practices

Malawi

Rural

BASICS/
LINKAGES,
199890
Bezner Kerr et
al., 200799

Social context and social relationships need to be methodically
taken into account in such interventions.
A grandmother’s opinion regarding a child’s illness is usually
sought, and her advice is followed in most cases. Younger mothers
rarely decide on their own how to deal with a sick child, given their
easy access to and respect for their senior women advisors.
Grandmothers are authoritative advisors and decision-makers on all
aspects of child care given their experience and status in the culture,
playing an active role in caring for sick children and insisting adamantly
on the importance of good nutrition for both sick and well children.
In daily household child nutrition and health matters, grandmothers are
a valuable family resource due to their experience, proximity, and
availability.
Many young women obey their mothers-in-law on child feeding, even
when health workers have advised them differently, because of the
powerful position held by mothers-in-law in the family.

Breastfeeding,
complementary
feeding, and role of
grandmothers

All family members consider that older women in the family are
important sources of information in many areas of life, including
childcare and feeding.
Grandmothers are resentful that their traditional practices related to
child nutrition and health are criticized by hospital staff.
Health workers need to respect and understand grandmothers’
experience and opinions if they hope to change certain of their harmful
practices.

BASICS: Basic Support for Institutionalizing Child Survival.
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Country and
ethnic/cultural
group
Malawi

Urban or
rural
Rural

Author, year,
organization
Waltensperger,
200145

Focus of study/
research
Cultural beliefs and
newborn practices

Malawi

Rural

Katchitsa, 1999

Infant feeding
practices

Malawi

Rural

Matinga, 200241

Key findings/conclusions/recommendations
In both matrilineal and patrilineal groups, younger mothers are advised
and supervised by senior women, who help them master both cultural
and family norms related to motherhood.
The influence of senior women on infant feeding practices is due to
their proximity and continuous advice to younger women.
Many grandmothers lament the fact that younger women listen more to
recommendations of health workers.
Given their status as ‘guardians of tradition’, either maternal or
paternal grandmothers actively teach new mothers culturally
appropriate practices regarding newborn care during the chilowero
period.

Newborn care

Men play a critical role in child care by influencing their wives based
on the influence of their own mothers and other senior women.
Men frequently carry the title of ‘head of household’, and it is often
assumed that they make all decisions regarding household matters.
However, the literature reveals two factors in non-Western societies
that have a significant influence on men’s roles: first, genderspecificity in household roles; and second, the hierarchy of
authority within households.
In domains in which men are not extensively involved, they do not
accumulate significant knowledge and consequently are not viewed as
authoritative advisors to others. Men’s knowledge of and involvement
in maternal and child nutrition and health issues is generally limited
compared to that of women.
Men’s involvement in pregnancy and newborn care is relatively limited.
Senior women advise both husbands and wives about issues related
to pregnancy and child care. The grandmother plays a major role
because she is more knowledgeable about what takes place when a
woman is pregnant than men. The role of the husband is to listen to
what the grandmother suggests should be done.
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Country and
ethnic/cultural
group
Mali (Fulani &
Humbebe)

Urban or
rural
Rural

Author, year,
organization
Castle, 199446

Castle et al.,
200186 (ORC
Macro)
Waltensperger,
200145; Aubel et
al., 200247

Focus of study/
research
Household
management of
child illness

Key findings/conclusions/recommendations
Mothers-in-law play a central role in decision-making and practices
related both to women during pregnancy and to infant and child
feeding and care.

Mali (Fulani &
Dogon)

Rural

Mali (Bambara)

Rural

Mali (Sonrhai &
Bambara)

Urban

Arby, 200991;
Diarra, 200992

Mali (Kidal &
Touareg)

Urban and
rural
(nomadic)

Ag Erless,
200744

Role and influence
of grandmothers in
pregnancy and
newborn care
Pregnancy and care
of newborns

Mali (Bambara)

Rural

Judi Aubel, 2003
(HKI)

Child health and
nutrition

Complementary
feeding
Beliefs and practices
around newborns

Senior female household members have authority and superior status
over younger females and expect younger women to defer to their
opinions.
Mothers-in-law play a central role in decision-making and practices
related both to women during pregnancy and to infant and child
feeding and care.
Mothers-in-law play a central role in decision-making and practices
related both to women during pregnancy and to infant and child
feeding and care.
Maternal and paternal mothers-in-law play multifaceted roles and have
considerable influence on women of reproductive age.

Senior women play a coordinating role in the care of pregnant women
and their newborns. In the traditional system of maternity leave, in the
last month of pregnancy, women are expected to stay with their own
mothers (maternal grandmothers) and remain there for at least 40
days after birth, secluded with and receiving advice and care from
them.
Grandmothers are the primary resource persons during pregnancy and
labor, during the postpartum period, and with newborns.
Grandmothers play a primordial role in household decision-making
related to nutrition and health.
Strategies need to be developed to strengthen the role of
grandmothers as health promoters.

HKI: Helen Keller International.
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Country and
ethnic/cultural
group
Mali

Urban or
rural
Urban
and rural

Author, year,
organization
Adams et al.,
200243

Focus of study/
research
Importance of social
networks on health
and well-being

Key findings/conclusions/recommendations
In Mali, the characteristics and influence of social networks on the
health and well-being of women and young children, and the role of
senior women within these structures, in two different ethnic
groups, reveals that members of younger women’s social networks
are overwhelmingly female and mostly family member.
Four types of interrelated support is provided by social network
members: (1) practical support, including help to younger women
with child care and housework; (2) cognitive support, consisting of
information and advice to promote health and well-being and to
deal with illness; (3) emotional or affective support, including love,
caring, empathy, and encouragement; and (4) material support,
such as money, food, or other tangible assistance. Women’s social
networks provide access to a “wide range of resources that
mothers mobilize to support the health and well-being of their
children, both within and beyond the household.”
Relative to the World Health Organization’s standards for maternal
and child health, some of the advice given is beneficial, some not.

Mauritania
(Nouakchott)

Periurban

Aubel et al.,
200648
World Vision

Sociocultural context
of malnutrition

Greater acknowledgement of the importance of context brings to light
the limitations of the predominant orientation in maternal and child
nutrition and health policies and programs that focuses narrowly on the
mother-child dyad. Critiques of this narrow focus are increasingly
heard, along with calls for both formative community analyses and
interventions to give more attention to intra-household systems, of
which children and women of various ages are a part.
Sociocultural norms strongly influence the attitudes and practices of
women of reproductive age relative to child nutrition and health.
Grandmothers transmit cultural norms to them and supervise their
practices.
At the community level, the system of advice and support to women
with children consists of grandmother advisors, social networks of
grandmothers, and grandmother leaders.
Men are involved in child nutrition and health to a limited extent. Their
main responsibility is to ensure that older, experienced women are
present to provide support to their wives.
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Country and
ethnic/cultural
group
Mexico
(Acapulco)
Mexico

Urban or
rural
Urban
Rural

Author, year,
organization
Quiros-Buelna et
al., 2000
Perez-Gil-Romo
et al., 199393

Focus of study/
research
Child and
adolescent nutrition
Grandmothers’ role
in feeding and care
of young children
with working
mothers
Early childhood

Nepal

Rural

Arnold et al.,
2000

Nepal
(Kathmandu
Valley)

Periurban

Aubel et al., 1999

Child nutrition

Nepal

Rural

Masvie, 200649

Maternal and child
nutrition

Nicaragua

Urban
and rural

Maternal and child
nutrition and health

Niger (multiple
cultures)

Urban
and rural

Nicaragua
Ministry of
Health, 200550
Keith & Kone,
200751

Niger (Hausa)

Rural
(Tahoua)

Medecins du
Monde, 200852

Key findings/conclusions/recommendations
Grandmothers continue to play a significant role in the care and
feeding of young children within the urban context.
Although the majority of women live in nuclear families, grandmothers
are still very much involved in providing nutritional and other types of
child care while younger mothers are working outside the home.

There is a hierarchy of power and decision-making in families based
on gender and age. Mothers-in-law have considerable authority over
decisions regarding daughters-in-law and grandchildren. Female family
members have primary responsibility for child care.

Nutrition and health
practices with
women and children
Young child feeding
and care

Male family members have only a limited role in child care.
Grandmothers play multiple roles related to the nutrition and well-being
of children and women (caring for grandchildren, kitchen gardening,
caring for small animals, helping with housework, and giving advice on
various family matters).
Research activities that include a more systemic and in-depth analysis
of both intra-household dynamics and the interactions and influences
between women and other family and community resource persons
and networks have consistently revealed the significant influence of
senior women.
Grandmothers advise pregnant women and new mothers on multiple
aspects of maternal and child nutrition and health. Some of their
advice is beneficial; some promotes harmful traditional practices.
In all cultures in Niger, grandmothers have an enormous influence on
nutritional practices involving infants and young children.
The man’s role is to provide food for the family. Men are not involved in
child feeding.
Kinship ties explain why mothers-in-law assume such a dominant role
in decision-making regarding feeding and care of their sons’ children.
A woman’s children belong to her in-laws, rather than to her and her
biological partner.
Men are responsible for purchasing food for the family and buying
medicine, but they are involved very little in day-to-day caring for either
well or sick children.
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Country and
ethnic/cultural
group
Niger (Hausa)

Nigeria (Yoruba)

Nigeria (Idoma)

Urban or
rural
Urban
and rural

Rural
(Osun
State)
Urban
(Makurdi)

Senegal (Wolof)

DaviesAdetugbo, 199754

Focus of study/
research
Care of sick children

Urban

Iqbal, 1995

Breastfeeding and
complementary
feeding
Infant weaning
practices
Indigenous
postpartum and
newborn care
Breastfeeding

Urban
and rural
Urban
and rural

Doan & Popkin,
2003
Niang, 200356

Women’s work and
infant care
Neonatal care

Igbedioh, 1995126
Obikeze, 199753

Nigeria (Igbo)

Pakistan
(Islamabad)
Philippines

Author, year,
organization
Chmielarczyk,
1991100

Key findings/conclusions/recommendations
Within the extended family context, grandmothers play an active role in
all aspects of child nutrition and health.
During child illness, the grandmother assumes the role of primary
caregiver due to her vast experience.
Immediately after birth, elder women are involved in caring for the
newborn, administering water to the child, and discarding the
colostrum.
Men and health workers influence the decision to use formula as well
as the introduction of complementary foods.
The senior women in the family play a central role during the
immediate postpartum period, initiating the new mother to newborn
feeding and care.
A woman’s decision whether or not to breastfeed is strongly
influenced by the mother-in-law’s proximity and advice.
Grandmothers (either maternal or paternal) are the most frequent
caregivers when mothers work outside the home.
During and after childbirth, psychological and spiritual support are
provided to a woman by her social network, composed of elder women
from within and outside the family.
Men expect wives to follow their mother-in-law’s instructions regarding
newborn care. The mother-in-law is often the intermediary between a
woman and her husband, even if she does not live with her son and
daughter-in-law.
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Country and
ethnic/cultural
group
Senegal

Urban or
rural
Rural

Author, year,
organization
Aubel et al.,
200068
(CCF Child
Survival Project)

Focus of study/
research
Role of grandmother
networks in
promoting child
health

Key findings/conclusions/recommendations
Older, experienced women, or grandmothers, play a predominant role
at the family level, both in health promotion and in illness
management, serving as primary advisors on all health-related issues
for both women of reproductive age and their husbands, supervising
maternal and child health practices within the family, and directly
caring for young children.
Family members generally respect grandmothers and have confidence
in them due to their age, vast experience, knowledge, and commitment
to teach and care for the younger generations.
Grandmothers should thus be viewed as partners and their role should
be strengthened in all community health and nutrition programs.

Somalia and
Somaliland

Rural

South Africa,
Swaziland, and
Namibia

Urban,
periurban,
and rural

Food Security
Analysis Unit,
200758
Buskens et al.,
2007133

The role of grandmothers needs to be analyzed in initial assessments.
Maternal grandmothers have a decisive influence on their daughters’
practices during pregnancy and with newborns, including orienting
them to breastfeeding and motherhood in general.
Mothers mainly follow advice on infant feeding from their own mothers
and other elder female relatives. Advice from health workers is usually
not highly regarded.

Infant and young
child feeding
practices
Infant feeding
practices

A woman’s child does not belong only to her and her husband. The
grandmothers (maternal and paternal) and other older family kin feel
responsible and are collectively involved in child care and feeding.

Sri Lanka

Urban
and rural

Senanayake et
al., 199959

Breastfeeding

Sudan

Rural

Bedri & Lovel,
199360

Sudan (central)

Rural

Aubel et al., 1990

Influence of
grandmothers on
maternal and child
health
Influence of
grandmothers on
maternal and child
health

Fathers do not play a direct role in infant feeding decisions.
The majority of women who give birth in a hospital and are advised to
exclusively breastfeed do not do so, choosing to follow alternative
advice from their grandmothers and other senior women in the family.
Grandmothers provide advice and care to children and women
throughout the life cycle.

Grandmothers play an active role in promoting child nutrition and
health and advising on the care of sick children.

CCF: Christian Children’s Fund.
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Country and
ethnic/cultural
group
Tanzania

Urban or
rural
Rural

Author, year,
organization
Danforth et al.,
2009124

Focus of study/
research
Household decisionmaking on choice of
delivery site

Tunisia
(nationwide)

Urban
and rural

Aubel &
Mansour, 198967

Home treatment of
diarrhea

Uganda

Rural

Mbonye, 2003125

Care-seeking during
childhood illnesses

Uzbekistan
(central)

Rural

Aubel et al.,
200361
(Project Hope)

Role of
grandmothers and
other household
actors in maternal
and child health

Key findings/conclusions/recommendations
Women’s opinions are more influential than men’s in deciding place of
delivery.
Future studies should examine intra-household power and decisionmaking using qualitative methods.
Although health facilities are generally quite accessible, grandmothers
play a leading role in initial diagnoses, home treatment, and referral to
specialists outside the home.
When children are ill, care-seeking is initiated at home.
In addition to women, health education should target men and other
members of the extended family.
Household strategies and practices related to maternal and child
health and nutrition are primarily determined by senior women, even
though younger women have regular contact with health providers.
Grandmothers have wide-ranging influence within the family context
due to a core value in Uzbek society: respect for the experience,
knowledge, and advice of elders.
Many practices proposed by grandmothers are beneficial; however,
some are not optimal, particularly related to nutrition.
Grandmother social networks constitute indigenous communication
and support mechanisms that contribute to the health and well-being of
children and women.

Uzbekistan

Urban
and rural

Barrett, 200862

Household strategies and practices related to maternal and child
health and nutrition are primarily determined by women, but to a lesser
extent by fathers and grandfathers.
In most cases, in both rural and urban areas, mothers-in-law reside
with their sons and daughters-in-law and provide guidance on all
aspects of maternal and child health and nutrition.

Influence of religion
on maternal and
child health

Both cultural and religious values underpin the expectation that young
women will follow the advice of their mothers-in-law.
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Appendix B. Programs involving grandmothers and/or men in child and maternal
nutrition, family planning, reproductive health, and HIV/AIDS programs
Country
Albania

Bangladesh

Bolivia

Cameroon

Egypt
(Alexandria)

Organization,
document,
author, year
American Red
Cross,
implementation
plan, 2004

Population
Council, 1997
Population
Council, 2004
AED
LINKAGES,
2002-2003
Plan USA, final
evaluation,
Dash, 2004
Population
Council, 1998

Focus of
Project/program
Grandmother
approach to family
planning and child
health

Male involvement in
family planning and
reproductive health
Breastfeeding and
complementary
feeding
Child survival

Male involvement in
reproductive health

Strategy for grandmothers and men
The strategy was to build capacity of
maternity personnel to educate mothers
and grandmothers about danger signs in
newborns.

Results and recommendations
regarding grandmothers and men

Most men work abroad; mothers-in-law
are in charge when they are away.
Men were involved in reproductive health
services for spouses.

Fifty-seven percent of births are attended
by a family member, usually the husband.
Grandmothers are included in the target
population for health education.
Strategies to involve men in reproductive
health included training health care
workers about inclusion of men,
integrating services for men and couples
into family planning clinics, intervening in
communities to change attitudes toward
male involvement, and raising
awareness among policymakers.

AED: Academy for Educational Development.
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Future research topics should include
dynamics of husband-wife decisionmaking, men’s perceptions of their own
sexuality, and the feasibility and
effectiveness of integrating services for
men into existing reproductive health
services.

Country
Ghana

Honduras

India

India

India
(Himalayas)

Organization,
document,
author, year
AED
LINKAGES,
2002-2003

Year 2
Implementation
plan
AED, Success
Stories,
Honduras
Project, 19801983
CARE, 2004

Population
Council, 2004

Interagency
Gender Working
Group, 2003
SIDH

Focus of
Project/program
Breastfeeding and
complementary
feeding

Effective practices for
diarrheal disease
(Mass Media & Health
Practices Project)

Strategy for grandmothers and men
The behavior change communication/
community strategy on breastfeeding
and complementary feeding (print
materials, mass media, community
events) included grandmothers and men.
Training was provided for grandmothers
and men on skills for communicating key
messages on breastfeeding and
complementary feeding.
The primary audiences for mass media
on proposed health practices were
mothers with young children and
grandmothers.

Results and recommendations
regarding grandmothers and men

Significant improvements in behavior
related to management of diarrhea
resulted from disseminating health
information.
Grandmothers are not mentioned in the
Success Stories document, even though
they were a primary audience.

Family planning

Family planning,
reproductive health,
and maternal and child
health

Involving men in
women’s reproductive
health

The strategy attempted to increase
couples communication and to overcome
male resistance to family planning.
Because men are perceived to be
primary decision-makers about women’s
health care but are poorly informed, the
project intervened to increase men’s
involvement in their partners’ maternal
care, including increasing couples’
knowledge about family planning and
pregnancy and discussing contraception.
SIDH developed a non-formal
educational curriculum for rural
adolescents and young adults—Men’s
Partnership in Women’s Reproductive
Health—using an approach based on
gender equity.

SIDH: Society for Integrated Development of Himalayas.
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Communication within couples improved
and increased interest in the Standard
Day Method.
No recommendations.
Men were found to be interested in
participating in maternity care.
Family planning use increased
significantly at intervention sites.

Country
Malawi

Malawi

Mali

Organization,
document,
author, year
Bezner Kerr et
al., 200899

SCF, Malawi &
Grandmother
Project,
Aubel et al.,
200666
HKI, midterm
evaluation, Sifri
& Kone, 2002

Focus of
Project/program
Role of grandmothers
in breastfeeding and
complementary
feeding

Strategy for grandmothers and men
Activities with grandmothers, men, and
other community groups were based on
an initial qualitative study that
investigated roles of all key categories of
household and community members.

Results and recommendations
regarding grandmothers and men

Health of newborns

Nutritional practices
during pregnancy and
with newborns

HKI, annual
report, 2001
HKI, final
evaluation, Judi
Aubel, 2003
HKI, final
evaluation, Judi
Aubel, 2004
HKI, midterm
evaluation,
Joseph, 2008

A community strategy to promote
changes in nutrition and child survival
norms and practices involved training
‘influential women’, including both
“experienced grandmothers” (muso
koroba) and “dynamic women’s group
leaders” (muso nyamogo).
The community strategy aimed to
promote changes in community norms,
and for that reason, it targeted senior
women, male heads of household,
traditional authorities, religious leaders,
and traditional practitioners.
Open-ended stories and songs were
used to encourage grandmothers to
consider incorporating new ideas into
their age-old practices.
Midwives in rural health facilities and
traditional birth attendants were trained
to increase collaboration and
communication with grandmothers.
In community meetings, key messages
were disseminated to community
members, especially men.

HKI: Helen Keller International; SCF: Save the Children Fund.
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Contact and communication between
midwives and grandmothers, who often
accompany women to the health centers
for their antenatal visits or for delivery, is
essential for improved nutritional
practices.
Strengthening collaboration between
health facilities and grandmothers is a key
to the adoption of new nutritional practices
at the household level.
Women of reproductive age and younger
men alike have stated that involving
grandmothers very much facilitates
adoption of new health-related practices
by younger women.

Country
Mexico

Organization,
document,
author, year
Interagency
Gender Working
Group, 2003
(with Salud y
Genero)

Focus of
Project/program
Involving men in
Reproductive health

Strategy for grandmothers and men
Salud y Género aims to help women and
men become more equal partners in
reproduction and childrearing and to
promote new models of fatherhood in the
family.

Results and recommendations
regarding grandmothers and men

Salud y Género also works to reduce
gender-based violence and improve
men’s support for women’s reproductive
health.

Mozambique

World Relief,
final evaluation,
Taylor, 2003

Child survival

State of the
World’s
Children,
UNICEF, 2008

Rwanda

BASICS,
external
evaluation,
Barat &
Schubert et al.,
2007159

The approach is based on education and
communication for social change and on
theories of Paulo Freire.
Care groups were established of mother
volunteers, grandmothers, church
leaders, and village health committee
members.
Special care groups were created for
grandmothers to transmit behavior
change communication messages to
them, including verbal quizzes on their
knowledge.

Home-based malaria
eradication

Women were encouraged to mobilize
men.
A behavior change communication
campaign was developed (posters, radio,
meetings, and community work).

BASICS: Basic Support for Institutionalizing Child Survival; UNICEF: United Nations Children’s Fund.
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Special care groups for grandmothers
were deemed unnecessary.
Leaders and men’s groups were mobilized
by the women so the whole community
was truly involved.

Grandmothers preferred posters and radio
as information sources.
Radio was consistently mentioned as an
important information source for men.

Country
Senegal

Organization,
document,
author, year
CCF, Child
Survival
Connections:
Successes,
Innovations and
Promising
Practices, 2002
CCF, final
evaluation of the
CANAH Project,
Sall, 2006

Focus of
Project/program
Child survival and
child health and
nutrition

Strategy for grandmothers and men
A community strategy was developed
based on a systems analysis of roles of
grandmothers and other family actors
and decision-makers.
The project’s communication strategy
used traditional mechanisms of
communication, such as women’s
solidarity circles, men’s groups, and
grandmother peer groups, and
encouraged community members to
combine traditional beliefs and values
with ‘modern’ ideas on health/nutrition.
An educational approach was developed
using group sessions with grandmothers
in each village to encourage them to
integrate new ideas with traditional
practices.
Men were included in sessions with
grandmothers to encourage and validate
the grandmothers’ role and experience.

Results and recommendations
regarding grandmothers and men
In initial community assessments, the
roles of grandmothers and other family
and community actors needs to be
analyzed, then their roles should be
acknowledged and strengthened in
interventions.
Educational activities with grandmothers
should be based on a problem-solving
approach involving discussion of both
traditional health-related practices and
priority ‘modern’ child survival practices.
One-way message dissemination
approaches will not work with
grandmothers.
All project stakeholders emphatically
acknowledged progress in terms of
changes in knowledge and behavior
related to health and nutrition, as well as
in terms of the behavior changes on the
part of women of reproductive age and
grandmothers.
Pre and post tests showed that involving
grandmothers in nutrition education had
very positive results. Grandmothers
changed their views related to pregnant
women’s workload, women’s nutritional
intake during pregnancy, early initiation of
breastfeeding, and exclusive
breastfeeding.
Younger women changed their practices
based on grandmothers’ advice; the
involvement of grandmothers optimized
behavior change in communities.

CANAH: Community Action for Nutrition and Health; CCF: Christian Children’s Fund.
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Country

Senegal

Organization,
document,
author, year

Plan, final
evaluation,
Wilcox, 2002

Focus of
Project/program

Child survival

Strategy for grandmothers and men

Grandmothers were educated on healthy
behavior through grandmother support
groups.
Village leaders were involved in
educational activities on child health.

Results and recommendations
regarding grandmothers and men
It is important to involve male community
leaders in nutrition and health programs
so that they can encourage grandmother
involvement.
Since men have gotten involved, many
now offer their financial support for growth
monitoring sessions, prenatal
consultations, and cooking
demonstrations. Some now bring their
children to growth monitoring sessions.
Virtually all mothers interviewed said they
know about the advantages of exclusive
breastfeeding. However, a constraint
identified in the midterm evaluation was
the opposition to the idea by some
grandmothers/mothers-in-law. After the
midterm evaluation, grandmother support
groups were established. Since then,
grandmothers have been involved in and
supportive of ‘modern’ nutrition and health
practices.
Since older women have so much
influence on health decisions in the home,
related to women and children,
grandmothers should always be involved
in child survival activities.
The active involvement of men in
community strategies has strengthened
involvement of male village leaders in
health committees and activities.
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Country
South Africa

Uzbekistan

Uzbekistan

Organization,
document,
author, year
Population
Council, 2004

Project Hope,
final evaluation,
Wilcox, 2007

Counterpart
(Rainbow of
Life), final
evaluation,
Tobing, 2004

Focus of
Project/program
Male involvement in
reproductive health

Child survival and
maternal health

Child survival

Strategy for grandmothers and men
The community strategy was to test the
feasibility and impact of couples’
counseling on reproductive health to
increase knowledge around HIV/AIDS
and other risky sexual behaviors.

The strategy to promote improved health
practices focused on women leaders,
mainly older women.

Mothers and grandmothers (principally
paternal grandmothers) were key target
groups for behavior change
communication as key caregivers, as
were other critical decision-makers,
husbands, and peers.
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Results and recommendations
regarding grandmothers and men
Men and women expressed interest in
male involvement in reproductive health,
but the intervention had little impact
because engaging male partners proved
difficult and many male partners were
unable to attend due to their work
schedules.
Communication among couples improved
in the intervention group, but men’s risk
behavior remained unchanged.
Due to their respect in the community,
older women community leaders work
very well with groups of mothers and
grandmothers.
The involvement of older women leaders
had a positive impact on the health
knowledge of women with children
younger than 2 years and other women of
reproductive age.
There were changes in grandmothers’
practices (e.g., breastfeeding) due to their
work with volunteer health workers and
counselors.
Mothers and grandmothers reported that
they preferred the approach of volunteer
health workers over the work of Ministry of
Health workers because of better
communication skills and better rapport.

