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In societies in Africa, Asia, Latin America and the Pacific, older women, or grandmothers, traditionally have considerable influence on maternal and child health matters at the household level. However, most maternal and child health (MCH) programmes focus exclusively on women of reproductive age. In a MCH project in Senegal, a community study showed that grandmothers and other older women
 continue to play a leading role in all household MCH decisions and activities. Based on these findings, an innovative, participatory nutrition education strategy was developed, which focused on grandmothers. A follow-up evaluation revealed positive changes in grandmothers’ knowledge and advice to younger women, and in the younger women’s nutritional practices. The strategy has contributed to grandmothers’ sense of empowerment: it has acknowledged the important role they play in MCH, improved their knowledge and skills, and strengthened their networks of friendship and solidarity with other grandmothers. 

In virtually all less-developed countries, community MCH programmes have focused on strengthening the knowledge and practices of women of reproductive age (Santow, l995). However, in all of these societies the health of women and children is determined not only by women themselves, but also to a great extent by the knowledge, attitudes, roles and resources of other household members such as older women, fathers and older siblings. Most MCH programmes do not carefully assess socio-cultural dynamics at the household level (Berman et. Al, l994) nor do they develop interventions to build on the roles and strategies of other key household and community actors.

Margaret Mead, the famous anthropologist, was one of the first to write about the critical role played by grandparents in transmitting important cultural knowledge, from one generation to the next (Mead l970).  Andreas Fuglesang, a communicologist, refers to grandmothers as a ‘learning institution’ in the community (Fuglesang 1982). A study of indigenous learning systems in Senegalese villages concluded that community elders are primary ‘learning providers’, and that their role is to ‘maintain and perpetuate the community’s social norms’ (Diouf et al. 2000, 41). In particular, in households in traditional societies around the world, older women or grandmothers have played - and in most cases continue to play - important roles in MCH. In Africa, a number of studies have documented the influential role of grandmothers in MCH issues in Kenya (Mukuria, 1995), Burkina Faso (APAIB/WINS, 1995), Sudan (Aubel et al., 1990), the Gambia (Samba and Gittlesohn, 1991) Cameroun (Aubel and Ndonko, 1989), Niger (Aubel et al., 1991), Tunisia (Aubel and Mansour, 1989) and Ghana (Date-Bah, l985). 

However, in spite of such evidence, MCH policies and programmes in these and other less-developed countries have consistently ignored the role of grandmothers. At a global level, the fact that most MCH education/nutrition programmes have not involved grandmothers can be explained on the one hand by the fact that most programmes adopt a narrow focus on promoting individual behaviour change on the part of the mother, and, on the other hand, by negative biases regarding the role of grandmothers in household health matters.

Discussions with numerous public health managers and field staff, from developed as well as from less-developed countries, have consistently revealed a series of biases against grandmothers and their role in MCH. First, it is often argued that in the twenty-first century, grandmothers no longer influence MCH decision-making at the household level. Second, those who admit that grandmothers remain influential often state that they are a bad influence. This idea is frequently associated with grandmothers’ use of traditional remedies, which are assumed to be harmful. The third bias against grandmothers is a view that, given their age and the fact that most are illiterate, it is impossible for them to learn new things, and change their practices. Lastly, grandmothers are widely perceived to be dependent recipients of health-care, rather than as experienced resource persons in relation to the health of others. These biases all reflect ageist prejudices against older people. We believe that the combination of these negative stereotypes have significantly contributed to the fact that the experience and potential of grandmothers have not been taken seriously in community health programmes.

The CCF project in Senegal

Since l998, the Christian Children’s Fund (CCF), an international NGO, has been implementing a MCH project in collaboration with the Ministry of Health in two districts in the Thies region in Senegal. When the CCF/MOH team planned the community mobilisation strategy for the project, the influential role of grandmothers in family health matters was discussed, and it was decided to develop a strategy to involve them in MCH activities. This decision was influenced by the findings of a 1996 study on breast-feeding, conducted with the five major ethnic groups in Senegal, in which the first two authors of this article participated. That study concluded that grandmothers play a decisive role in household decision-making regarding various maternal and child nutrition practices (MOH/WELLSTART, l996). Although those earlier findings were widely disseminated, no MCH strategies had been developed in Senegal to directly work with grandmothers prior to the CCF initiative discussed here.

Discovering grandmothers’ role as protagonists in MCH  

A preliminary step in the CCF-supported project was to conduct a qualitative community study in order to investigate the role of grandmothers in MCH. In that study, interviews were conducted with young women, grandmothers, men, and community leaders. The study results revealed that grandmothers play a leading role at the family level both in health promotion and illness management. It showed that for all health-related matters they serve as primary advisors to both women of reproductive age and their husbands, that they supervise all MCH practices within the family and that they have considerable responsibility for directly caring for young children on a daily basis. The study findings also showed that family members generally respect grandmothers and have confidence in them due to their age, their vast knowledge and experience, and their genuine commitment to teach and care for the younger generations. Another significant finding was that most grandmothers strongly expressed their interest in learning about the new ideas related to MCH. They insisted that the world is changing and their knowledge was not up to date.

Based on the study findings, CCF developed a pilot nutrition education strategy to strengthen the role of the grandmothers in promoting optimal maternal and child nutritional practices within the family and community. More specifically, the objective of the nine-month pilot strategy was to encourage grandmothers to integrate a number of new ideas into their repertoire of practices related to maternal and child nutrition.

It is surprising that although numerous earlier studies had been carried out in Senegal on various MCH topics, with the exception of the 1996 breast-feeding study mentioned above, none had clearly revealed the active role played by grandmothers. We believe that this is due to the unconventional research methodology used in both the l996 and CCF studies, which differs considerably from the approach used in most MCH studies. 

Developing an alternative nutrition education strategy 

Most nutrition education strategies are based on the concept of individual behaviour change, and on a ‘deficits approach’ to working with communities, in which the aim is to persuade community members to abandon inappropriate traditional nutritional practices and to ignore those who propagate those practices, such as older women (Kretzmann and M cknight, 1993)
. in most cases, directive communication and education methods are used to convey messages to persuade people to adopt prescribed nutritional practices. Such strategies have generally failed to bring about sustained changes in household and community MCH practices. In addition, they have been criticised for being expert-driven and manipulative. In contrast, the grandmother education strategy in Senegal was based on a set of alternative concepts which focus on promoting changes in community norms, on developing community assets and resources, and on the use of participatory learning methods which elicit collective problem-solving and critical thinking.

Changing community norms
Research in health education has shown that, ‘To have enduring effects, interventions must have an impact on social norms’ (Clark and Mcleroy 1995, 277). Most MCH programmes have ignored these findings, and also the fact that in more traditional societies, such as Senegal, individual behaviour is determined to great extent by group values and norms. The objective of the CCF nutrition education strategy is to promote changes in community norms related to maternal and child nutrition, which will indirectly lead to changes in women’s own diet and that of their infants. The strategy works with existing networks of grandmothers, given the collective responsibility that they have for both defining and enforcing community norms related to health and nutrition.

Developing community assets

As mentioned earlier, most nutrition education strategies aim to persuade communities to abandon inappropriate traditional nutritional practices and to ignore those who propagate those practices, such as older women. The grandmother strategy, in contrast, is based on an ‘assets approach’, in which the focus is on strengthening the grandmothers’ knowledge, as an existing community resource. In this case, the emphasis was on grandmother networks – in recognition of the fact that these are already involved in giving advice on nutritional practices - and on community leaders.

Stimulating collective problem-solving

The grandmother education strategy was based on the adult education model of learning, in which the process of learning and of change is seen to involve not merely the accumulation of pre-existing information, but the construction of knowledge by the individuals and groups involved (Cranton, 1994). Learning is optimised only when people actively and critically analyse both their own experiences, and the alternative solutions proposed to them, which they use to develop their own solutions to real-life problems. This model of learning echoes Freire’s beliefs that all meaningful learning must be based on the reality of the learners,  and that a problem-posing approach is required to elicit critical thinking. In the grandmother project, group discussion of everyday nutrition-related situations was used to stimulate collective problem-solving, and to challenge grandmothers to explore possible strategies to deal with those situations.

Implementing the strategy 

Community sessions with grandmothers

The nutrition education strategy with grandmothers used in Senegal consisted of a series of four group sessions, which are organised with all of the grandmothers and other older women in each village. In addition to the grandmothers, community leaders and community health volunteers drawn from the community also attended these sessions, so that they became informed about the issues discussed, and could provide follow-up support and encouragement to the grandmothers after the sessions. Each of the four sessions deals with a priority topic related to the nutrition of either women or young children: the workload and diet of pregnant women; breast-feeding; the diet of breast-feeding women; and complementary feeding of young children. A second important component of the strategy involves the follow-up and reinforcement of the nutrition topics discussed in the community sessions, both within families, and at the community level. This follow-up is the responsibility of the community leaders, the community animators and the leaders of the grandmothers’ groups. The leaders of these groups spontaneously emerged during the sessions in each of the villages. 

At the outset, when grandmothers were first asked to participate in the nutrition education sessions, many were sceptical. ‘We were afraid. We had never before been invited to attend such sessions on the village square.’ But when they heard the songs praising them for their role in family health, listened to the stories about their own lives, were asked to share their experiences, and found that their ideas were respected, they gradually felt more and more comfortable. Over time, the grandmothers demonstrated overwhelming interest and enthusiasm for being involved.  In most villages all of the grandmothers attended each of the sessions. At the end of most sessions, they jumped to their feet to dance to the closing songs. This reaction seems to reflect their deep sense of both pleasure and satisfaction with the sessions. 

Songs, stories and discussion

The community sessions with grandmothers involve the use of simple songs, stories and group discussion: all are familiar and appreciated activities in Senegalese villages. 

While these techniques have been used in Senegal and elsewhere in health/nutrition education activities, in this case their use was somewhat different. The content of the songs drew heavily on the findings of the initial community study, regarding grandmothers’ practices and role in MCH promotion. Two types of songs had been  developed by CCF and MOH staff. First, ‘songs of praise’ to the grandmothers were developed, to acknowledge the important role they play in family and community health, to show respect for them, and to encourage them to participate in group activities. Each of the community sessions started and ended with the singing of these songs. Here is an example of one of these songs:

In Praise of Grandmother

Dearest Grandmother, dearest Grandmother

You are such a wonderful person, such a wonderful  person

Dearest Grandmother, dearest Grandmother 

Your heart is large and  compassionate

Dearest Grandmother, dearest Grandmother

The other songs were ‘teaching songs’, which contain key information on each of the session topics. They were related not only to the ideas promoted by the MOH, but also to beneficial traditional practices. ONE OF THE SONGS appears below:

Grandmother’s advice to a pregnant woman

Grandmother, what advice do you give to a pregnant woman?

I tell her to work less.

Grandmother, what advice do you give to a pregnant woman?

I tell her to eat more.

Grandmother, what advice do you give to a pregnant woman?

I tell her to eat beans, peanuts and green vegetables

In traditional nutrition education strategies, priority nutritional messages are communicated through a top-down process
. In such strategies, the expectation is that community ‘audiences’ will internalise the messages, which will trigger changes in their behaviour. Stories have sometimes been used as the medium for these top-down messages, telling people how to deal with a given problem.  In contrast, in the grandmother activities, problem-posing ‘stories-without-an-ending’ were used to stimulate discussion on how to end the story and solve the nutrition-related problem. Each story presented a situation in which a nutrition-related problem arises in a community similar to those in which the strategy was carried out
.  

In line with the findings of the initial community study, in each of the stories the protagonist is a typical grandmother. All of the grandmother characters in the stories are presented as competent and respected women, in keeping with a concept from feminist pedagogy (Belenky et al., 1986) that presenting women in a positive light can help overcome certain biases against them. Each of the stories reflects villagers’ daily lives, and includes – like the songs - both traditional and new ideas regarding each nutrition topic, for example, breast-feeding.

To ensure the systematic discussion and analysis of the story content and to encourage grandmothers to construct their own solutions, for each story a set of open-ended questions was developed. These followed the principles of Kolb’s 4-stage experiential learning cycle  (Kolb, 1984).  The four stages in Kolb’s model of learning are: 1) a concrete experience (in this case, described in the story);  2) observation and reflection on that experience;   3) formulation of conclusions; and 4) discussion of the possibility of putting those conclusions into practice.   

Project community animators told the stories and used the prepared questions to guide the discussion and challenge the grandmothers to critically examine the situation presented in the story and possible solutions. At the end of the sessions, participants were encouraged to continue discussion of the stories with other community members until they reached a consensus on how to solve the problems presented in each story. This turned out to be an excellent mechanism for involving the entire community in discussion of priority maternal and child nutrition issues.

Outcomes of the pilot education strategy
In order to assess the impact of the pilot grandmother education strategy on nutrition knowledge and practices, both quantitative and qualitative data were collected. The two types of data provide complementary information on project outcomes. Quantitative data was collected through pre- and post individual interviews with grandmothers on key nutrition knowledge and practices promoted in the educational sessions. 

At the end of the nine-month pilot nutrition education strategy, post-test results showed significant increases in grandmothers’ knowledge of the recommended nutritional practices. In addition, routine project monitoring data collected seven months after the grandmother education strategy began revealed that levels of knowledge and practices of women of reproductive age in villages where the grandmother education activities were carried out were significantly greater than those of women in project-supported villages without these activities. For example, the comparative data from villages with and without the grandmother education strategy showed: women who initiated breast-feeding within the first hour after birth: 79% and 57% respectively; women who were exclusively breast-feeding: 78% and 54%; and women who identified local foods rich in iron: 82% and 64 % . This data suggests that grandmothers’ acquisition of new knowledge contributed to changes in younger women’s knowledge and practices.

Throughout the nine-month pilot education strategy, qualitative data was collected through process documentation (Korten, 1989)
 on the participation and feedback from grandmothers and other community actors  At the end of the pilot phase, in depth interviews were conducted with community leaders, husbands and younger women, as well as grandmothers. Content analysis of the qualitative information provides insights into the impact which these activities appear to have had first on grandmothers themselves and on community leaders, and secondly, on households and on the community-at-large. Diagram I summarises these outcomes, which are discussed below.

(See Diagram I:  Outcomes of participatory nutrition education activities with grandmothers at different levels)

Impact on grandmothers themselves

Over time, the grandmothers became gradually more open to the new ideas about maternal and child nutrition, and were increasingly willing to re-examine their traditional beliefs and practices and begin to incorporate the new ideas into their repertoires. Grandmothers’ commitment to the new nutritional practices was progressively consolidated as they observed the positive effects of their new advice on pregnant women, new-borns and infants. According to them, they felt much more confident, or empowered, in their role as health and nutrition advisors within the household and community than before the education strategy activities. A number of grandmother leaders articulated this feeling: ‘The grandmother activities have made us feel much stronger than before. Now not only do we have our traditional knowledge and experience, but we also have the knowledge of the doctors.’

The following statement by a traditional birth attendant, who is also a grandmother, describes the dramatic nutrition-related changes which she observed in her village: 

Now the advice the grandmothers give us includes both traditional and modern ideas.  Now when you are pregnant they tell you to eat more and to work less.  Before there were certain foods they told us not to eat and they forbid us from snacking between meals.  Now they tell us to eat more and especially green leafy vegetables, beans and small dried fish so that we’ll be strong when we deliver our babies.  Before each woman had to do her own work.  Now, when a woman is pregnant they ask other women in the family to help out, or they take on more your work themselves.  Now they understand us better and that’s why we feel closer to them.’ (Woman with a two-month old baby). 

This statement resonates with feedback from individuals in many communities.

Impact on community leaders

In the grandmother strategy, considerable attention was given to involving the formally-recognised male community leaders.  This is in line with the community development and assets approach adopted in the strategy wherein existing human resources are strengthened. Qualitative evaluation data suggests that this approach had several effects on community leaders. First, it increased the degree to which they acknowledged that grandmothers have a role in the promotion of maternal and child nutrition. Second, it increased their own knowledge of nutritional practices which lead to optimal maternal and child health. Lastly, it increased their support for the advice given by grandmothers at the household and community level. The following statement by a community leader shows his satisfaction with the grandmothers’ activities, and the role he has assumed in support of the grandmothers.

‘We make a point of attending all of the grandmother sessions.  The sessions are very beneficial, because they allow grandmothers to share ideas between themselves regarding the traditional and new approaches to breast-feeding, women’s nutrition etc.  This is instructive for us as well.  Through these activities their status in the community has increased .  We are actively encouraging the grandmothers to participate, to learn and to try out the new practices.’ (Male community leader)

Diagram I: Outcomes of participatory nutrition education strategy
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According to the grandmothers, a major source of motivation for them to participate in the nutrition education activities is the encouragement they receive from the community leaders. Many said that if the leaders did not approve, they would not participate’. This feedback supports the need for programmes to adopt an approach in which key influential community actors are involved.

Impact on the household 

Interviews with younger women, men and grandmothers themselves, as part of the evaluation of the strategy, indicate that the grandmother strategy has contributed to several – some quite unexpected – outcomes at the household level.  It suggests that the strategy has contributed to improving the advice given by grandmothers in keeping with priorities in the nutrition education activities; increased appreciation on the part of household members of the role played by grandmothers in family health and nutrition; improved health/nutrition practices among young women;  increased support from husbands for family health and nutrition needs; increased moral and material support from grandmothers to pregnant and breast-feeding women; improved relationships between mother-in-laws and daughter-in-laws; and strengthened relationships between grandmothers and their grandchildren.
In all villages, the feedback from both younger women and their husbands regarding the grandmother nutrition education strategy was very positive. In the final group interviews, virtually all of the younger women reported dramatic changes in grandmothers’ attitudes, advice, and practices. They said that these changes have not only contributed to visible improvements in their own health, but have also made their lives much easier.

‘Now the advice the grandmothers give us includes both traditional and modern ideas.  Now when you are pregnant they tell you to eat more and to work less.  Before there were certain foods they told us not to eat and they forbid us from snacking between meals.  Now they tell us to eat more and especially green leafy vegetables, beans and small dried fish so that we’ll be strong when we deliver our babies.  Before each woman had to do her own work.  Now, when a woman is pregnant they ask other women in the family to help out, or they take on more of your work themselves.  Now they understand us better and that’s why we feel closer to them.’  (Woman with a two-month old baby)

Impact on the community-at-large

The qualitative evaluation data also indicated that the grandmother education strategy has had an impact on various community actors, and the relationships between them. In the villages where the nutrition education activities have been carried out, grandmothers have become increasingly involved both in encouraging younger women to participate in health/nutrition promotion activities such as growth monitoring, vaccinations, cooking demonstrations and in participating in these activities themselves. According to the grandmothers, the strategy has strengthened their sense of friendship and solidarity within their peer network, and has also encouraged them to be more supportive of neighbouring households as regards health and nutrition matters. During the educational sessions, in all villages, the grandmother leaders were the first among the grandmothers to propose adoption of the new ideas on nutrition, and they have become increasingly active in promoting the new ideas amongst other grandmothers and older women. Lastly, many of the community leaders are motivating other men to encourage their wives and mothers or grandmothers to follow the new nutritional advice. One of the community leaders proudly told a story about how one of the grandmothers from his village was actively involved in promoting the new ideas she learned in the grandmother sessions in a neighbouring village.

To sum up, the evaluation data provide convincing evidence of positive outcomes of the nutrition education strategy at several levels.  the multi-level outcomes seem to have to contributed to changes observed in community nutrition norms related to the four priority nutrition topics addressed in the strategy.. Based on the very positive results of the pilot grandmother nutrition education strategy, CCF is now extending it to all of the project-supported villages.

Conclusions
In the innovative nutrition education strategy reported on here, grandmother networks were the focus of participatory learning activities which aimed to promote changes in community nutrition norms and indirectly to promote changes in younger women’s nutritional practices.  The evaluation of the 9-month pilot strategy showed significant increases in GMs’ knowledge of the priority nutrition concepts, dramatic changes in the advice they give to pregnant and breastfeeding women and observable changes in younger women’s nutritional practices based on the grandmothers’ updated advice.  

Several aspects of the nutrition education strategy are factors which have been identified as contributing to sustainable health/nutrition promotion efforts, namely strengthening existing community actors and structures, promoting changes in community norms and using low-cost, culturally adapted approaches. We believe that the impressive, and perhaps unprecedented, results of this innovative nutrition education project can be attributed in the main to two major factors: the unconventional educational methodology, and the development of previously untapped community resources. The non-formal education methodology, using songs, open-ended stories and group discussion, required grandmothers to examine critically their traditional practices, exposed them to new ideas, and encouraged them to consider the possibility of integrating the two. Through this process, the grandmothers not only gained new knowledge and developed their own strategies for dealing with community nutrition problems, but also acquired a sense of empowerment, as members of community-recognised networks of health/nutrition advisors.

The second major facet of the strategy which appears to explain the positive impact that it had is the fact that influential, but previously untapped community resources, - namely grandmothers and community leaders - were strengthened in their role in health promotion through the process. Through the nutrition education activities, the role of  grandmothers in health and nutrition promotion was publicly recognised, and they received strong support from community leaders. Through this process, the intrinsic commitment of the grandmothers to the well-being of women and children in the community was reinforced. The efforts to acknowledge and strengthen these important women met with broad and enthusiastic approval from the community-at-large, which contributed to the positive outcomes both within and beyond the household level.

We believe that in many other cultural contexts, efforts to strengthen the role of grandmothers in MCH would unleash this untapped potential which could have a significant and sustainable impact on maternal and child health norms and practices. In an earlier health education project in Laos, use of the same non-formal education methodology with grandmothers lead to similar outcomes in terms of grandmothers’ learning and empowerment (Aubel and Sihalathavong, 2001). 

In conclusion, we consider that the greatest obstacle to improving the contribution of grandmothers to MCH does not come from grandmothers themselves, but rather from international and national health organisations which continue to ignore the potential of these experienced and committed health promoters. While grandmothers and older women themselves have demonstrated their openness to such collaborative ventures, the question is: ‘Are policy makers and funders able to step out of their traditional paradigm and take the grandmothers seriously?’
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    Community leaders





Increased public acknowledgement of GMs’ important role in community health/nutrition


Increased knowledge of key maternal & child nutrition topics


Increased support for GMs’ advice  on health/nutrition 





Community-at-large





Increased involvement of GMs in  promoting community health/nutrition activities 


GM networks of friendship and solidarity are strengthened 


Increased support by GMs to neighboring households in health/ nutrition matters


Increased motivation of GM leaders to promote new health/nutrition ideas


Community leaders motivate other men to encourage wives and GMs to follow the new nutritional advice








Evidence of positive changes in community   norms related to women’s and children’s nutrition





        


  Grandmothers	         





Openness to new ideas about maternal & child nutrition


Self-assessment of their traditional knowledge and practices


Integration of new ideas and  traditional nutritional practices  


Increased sense of empowerment in their role as health/nutrition advisors











Household





Improved advice given by GMs on health/ nutrition


Increased appreciation of GMs’ role


In family health/nutrition


Improved health/nutrition practices of young women


Increased support provided to women by husbands for health/nutrition needs


Increased support by GMs to pregnant and breastfeeding women


Improved relations between mother-in-laws and daughter-in-laws


Strengthened relationships between GMs and their grandchildren 








� The term ‘grandmother’ is used to refer not only to biological or paternal grandmothers, but also to other older, experienced women who serve as advisors to younger women on various household issues.


� Kretzmann and McKnight (1993) point out the difference between a   problem-based or deficits approach to working with communities and an assets approach.  In the latter approach the focus is on identifying and reinforcing community strengths and resources which include leaders, groups and individuals with special skills.   


� Freire called this a ‘banking-approach’ to teaching in which the teacher instructs students on what to do.  He contrasted this with a ‘problem-posing’ approach in which ‘learners’ are expected to formulate their own solutions (Freire 1970)


� This is in keeping with Freire’s use of teaching ‘codes’ ( Freire1970) and Brookfield’s use of ‘critical incidents’  (Brookfield 1991) 


� ‘Process documentation’ is a qualitative data collection technique which involves taking notes on an ongoing basis to describe the implementation of a strategy/project.  It can include statements made by participants, descriptions of interactions between people and observations. (Korten, 1989)
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