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A growing body of literature links religion to a variety of beneficial health 

outcomes, but many aspects of the influence of religion on health attitudes and 

behaviors remain uninvestigated. Most existing work linking religion to health 

focuses on the United States and other Western contexts, and examinations of 

reproductive, maternal, and child health are notably absent from research seeking 

to clarify the relationships between religion and health. This dissertation explores 

the influences of religious beliefs and behaviors on reproductive, maternal, and 

child health in Uzbekistan, a theoretically and practically useful context for this 

study. In this project, I seek to enhance understandings of connections between 

religion and health by incorporating insights from demographic literature on 

religion and reproduction and from the body of work on the religion-health 

connection. 

In order to answer questions about overall associations between religion 

and reproductive, maternal, and child health as well as questions about the 
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specific pathways through which religion comes to affect health, I draw on both 

quantitative and qualitative analyses. I conduct quantitative analysis using 

secondary survey data collected in 1996 and 2002 in order to address questions 

related to patterns in the observable relationships between religious affiliation and 

aspects of reproductive, maternal, and child health in Uzbekistan. To answer 

questions about mechanisms of religious influence, I turn to qualitative data 

(observation, focus groups, and in-depth interviews) collected over an 11 month 

period in two locations (urban and rural) in Uzbekistan.  

The findings indicate that religion constitutes an important influence on 

women’s and men’s decisions relating to multiple aspects of reproductive, 

maternal, and child health in the Uzbek context. The effects of religious beliefs 

and behaviors on these decisions have the potential to be both beneficial and 

detrimental to health outcomes, often operating through ideas about gender and 

familial roles, attitudes about health care utilization, and conceptions of health as 

a factor of overriding religious importance. The findings are relevant for assessing 

the utility of previously hypothesized mechanisms linking religion to health and 

reproduction and suggest several new directions for theorizing about these 

connections. 
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Chapter 1: Introduction 

RESEARCH OBJECTIVE 

This research explores the influences of religious affiliation, belief, and practice 

on maternal and child health in Uzbekistan. The multifaceted role played by religion in 

the lives of individuals has not received sufficient attention in social science research. 

This overall neglect of religion may be tied to the long tradition of secularization 

expectations in the social sciences. Moreover, researchers have sometimes applied rigid 

classifications, defining religion as a fixed, unchanging category and ignoring its 

temporally and geographically contextualized meaning in people’s everyday lives. 

Contrary to the presumption of large scale declines in religion in terms of importance or 

authority, religion persists as a major factor of influence across multiple dimensions of 

individual and collective action. A growing body of literature demonstrates strong 

connections between religiosity and health outcomes, operating through the 

encouragement of healthy lifestyles, social support, and psychological resources such as 

coping methods that mediate stress (for review, see Ellison and Levin 1998; Koenig, 

McCullough, and Larson 2001). Others have discussed the possibility that religion-health 

findings may sometimes reflect selection bias or spuriousness (Koenig et al. 2001; Sloan, 

Bagiella, and Powell 1999). This literature is primarily quantitative and, with few 

exceptions, limited to studies of Judeo-Christian groups in the United States and Western 

Europe. There is a great need for examinations of the relationship between religion and 

health in varied religious and cultural contexts, as little is known about how the religion-

health connection may operate outside the United States and other Western contexts and 

among different religious affiliations. The dearth of work on religion and health in 

Islamic contexts is particularly noticeable. Islam represents the second largest world 



 2 

religion in terms of number of followers, and research on Islamic contexts is clearly 

critical for the development of overall understanding of the religion-health connection. 

Although the developing field of religion and health research has made great 

strides in recent years, identifying and testing potential causal mechanisms between 

religiosity and health outcomes requires more attention. How do religious beliefs, 

behaviors, and affiliations come to impact physical health? Exploring this central 

question, this project aims to examine the specific pathways through which religious 

beliefs and practices influence individual attitudes and behaviors that lead to changes in 

physical health outcomes for mothers and children. I draw on both qualitative and 

quantitative sources of data in order to develop and expand understanding of the 

influence of religious beliefs, practices, and localized interpretations of religious doctrine 

on individual health. I focus on maternal and child health in Uzbekistan, a context that is 

theoretically and practically useful for examining religious influences on health. Maternal 

and child outcomes represent an aspect of health largely unexplored from the vantage 

point of the connection between religion and health.  

PROJECT MOTIVATIONS  

How can the processes through which religion comes to serve as a positive, 

negative, or mixed force in determining health outcomes be understood? How do 

individuals perceive the connection between religion and health? How do the key 

elements of these processes vary depending on the religious and non-religious 

characteristics of individuals, social groups, and larger contexts? What explains variation 

in perceptions, behaviors, and outcomes? And just how does it work? There is a great 

deal to be gained from learning the answers to these questions, both generally and in the 

Uzbek context, specifically. On both levels (abstract and local), the contribution of this 
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dissertation is twofold, as this research aims to make both theoretical and practical 

contributions. 

Contributions to Theory 

Despite relatively recent important advances, religion continues to receive 

shallow treatment in much Western social science research. This inattention to religion 

can perhaps be attributed in part to the long-term trend toward secularization ideas 

espoused by such varied, influential social thinkers as Comte, Marx, Weber, and 

Durkheim. The crux of the argument of secularization theory (in its various forms) is that 

religion is destined to be excised from the public sphere and eventually to lose 

importance (or authority) in the modern world (Chaves 1994; Norris and Inglehart 2004). 

Particularly relevant to this study, influences of secularizationist thought can clearly be 

seen in atheist Soviet ideology, which framed religion in absolute opposition to progress, 

knowledge, and science (Froese 2004). Given the conviction that religion had no viable 

future, or rather, that religion could not persist as a force of social influence in modern 

society, it is not surprising that many social scientists saw little sense in squandering 

scarce resources exploring the subject in depth. However, secularization theory has lost 

ground more recently, as religion continues be a major factor of influence across multiple 

dimensions of individual and collective action in the modern world. Many scholars have 

begun to question the secularization paradigm (Berger 1999; Stark 1999; Warner 1993). 

Academic interest in religion (both as an influence and an outcome) is growing, and 

increasing numbers of researchers are examining the potential roles of religion in a 

variety of social phenomena. Despite advances made in religious research, there is a great 

deal of ground left to cover. The influence of multiple dimensions of religiosity on 

individual and group outcomes remains understudied in empirical sociological research 

on contemporary societies. Overlooking the explanatory, moderating, or mediating role 
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of religion in social relationships limits our ability to comprehend social life. This study 

contributes to the growing collection of literature investigating the potential importance 

of religion for individual, familial, and social outcomes.  

The growing body of literature demonstrating persistent connections between 

religiosity and physical and mental health represents an important segment of recent, 

innovative work on religion, but our understanding of some aspects of this connection 

remains limited, especially outside of Western contexts. The basic existence of a religion-

health relationship has been established to the satisfaction of most observers, and 

researchers interested in linking religious beliefs and practices to health outcomes and 

attitudes have begun to hypothesize in earnest about potential mechanisms, or pathways, 

through which these relationships operate. Both because of data limitations and because 

this is a relatively new area of theory, to date, there has been little in the way of 

systematic exploration of various pathways through which religiosity is hypothesized to 

influence health or examinations of individuals’ perceptions of connections between 

religion and health. Further, certain aspects of health and health care have received 

insufficient treatment in the religion-health literature. Specifically, investigations of 

religious effects on reproductive, maternal, and child health are notably absent from the 

literature. 

One contribution of the present investigation of religious influences on maternal 

and child health in Uzbekistan consists of considerations of the range of previously-

hypothesized mechanisms of religious influence using newly-collected qualitative data 

(observation, focus groups, and interviews) and secondary quantitative data (1996 and 

2002 surveys). Researchers working in the field of religion and health have called for 

additional qualitative studies in the area to complement the growing numbers of 

quantitative studies (e.g., Chatters 2000; Ellison and Levin 1998). Contributions of 
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qualitative research to the area may be in exploring religious meanings and perceptions of 

how religion influences health, assessing existing hypothesized mechanisms linking 

religion and health, and developing new ideas about the nature of the religion-health 

connection. This dissertation brings a mixed methods perspective to a field that remains 

primarily quantitative. Drawing on both quantitative and qualitative analyses allows me 

to examine multiple aspects of the links between religion and outcomes related to 

maternal and child health, assess the overall connections at the national level, incorporate 

individual men’s and women’s perceptions, and identify pathways through which religion 

comes to affect maternal and child health. The richness and interactivity of the qualitative 

data allow me to go beyond previously hypothesized mechanisms to explore mechanisms 

that may have been overlooked, more precisely determining how religion is linked to 

health in this particular context.  

This research also contributes to filling two substantive gaps in the literature, in 

particular. First, connections between religion and health outcomes are rarely examined 

for non-Judeo-Christian religions or in non-Western geographic contexts. This omission 

has left existing theories potentially incomplete (and certainly under-tested in non-

Western, non-Christian contexts) by excluding contexts that are likely to vary in ways 

related to both religious practice and meaning. This exclusion has also hindered our 

ability to gain understanding of social phenomena across cultural contexts. Second, 

religion-health research has rarely addressed behaviors and attitudes related to 

reproductive, maternal, and child health. The absence of research on these topics, 

especially critical for women’s health, is also problematic in the overall process of 

theorizing about associations between religion and health. The neglect of reproductive, 

maternal, and child health has the potential to hinder the attainment of a more complete 

understanding of how religion influences health for women, in particular, as the neglected 
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issues are so critical for women’s overall health and well-being. A further goal of this 

study is to increase understandings of the overall connection between religion and health 

through a careful investigation of an under-examined aspect of this connection 

(reproductive, maternal, and child health) in a non-Western, largely non-Christian context 

that is especially well suited for exploring several key questions about just how the links 

between religion and health operate. 

The choice of Uzbekistan as the country of research is theoretically useful for 

several reasons. Uzbekistan is over 95% Muslim (primarily Sunni), with most of the 

remainder being Russian Orthodox (Mutalova and Newby 2004). Generally, it is 

informative to study the connection between religion and health in a non-Western context 

in order to test models of the religion-health connection developed largely from empirical 

research in the United States and Western Europe. Incorporating tests for variation in the 

effects of religion across contexts may serve to point to potential adjustments in current 

understandings of pathways of influence between religion and health. More specifically, 

a number of characteristics make Uzbekistan an uncommon case, theoretically, and allow 

for innovative examinations of specific aspects of the religion-health connection. First, 

the region’s unusual religious history includes a recent, long-term, forced repression of 

religion, at least in the public sphere. Because vast changes in the social position of 

religion and the acceptability of public religious practice have occurred over a relatively 

short time span, many people currently living in the region retain strong memories of 

their experiences with these changes. This makes present-day Uzbekistan a useful context 

for exploring perceptions of how organized, public participation and the societal 

positioning of religious bodies influence the importance of religion for health outcomes. 

Increasing governmental concern and control over some aspects of religion, while forcing 

certain elements of religious belief and practice underground through criminalization and 
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persecution, also serve to standardize official religious sermons heard by many people. 

Formal attendance at official religious services is distinct from unsanctioned religious 

social activities. Especially for Muslim women, religious practice and learning often take 

place in informal social groups, surrounding important ceremonies, or in small family 

groups. Comparing perceived influences of participation in official religious structures to 

unofficial and, sometimes, ephemeral groups will also provide new insight into the 

relationship between religion and health by clarifying the mechanisms through which 

formal religious participation comes to influence health outcomes. These circumstances 

also allow for a separate consideration of official, government-encouraged religious 

messages from more locally-produced teachings available to men and women through 

unofficial religious structures. As this project incorporates data on religious messages 

from different types of sources (official and unofficial religious experts, ordinary women 

and men), I am able to compare the influence of both official and unofficial methods of 

religious learning and practice. 

Second, perhaps partly because of the tumultuous history of religion in the region 

and continued controls on religious learning (including restrictions on who can learn 

what, from whom, where, and under what circumstances), there is a widespread 

perception in many areas of Uzbekistan that popular religious knowledge is deficient and 

concentrated among a small number of people. Among Muslims, lack of access to 

religious knowledge may be felt more strongly by women, who often do not have access 

to channels of official or legal religious learning and expression (Barrett 2007). For 

many, this has led to a clear separation of belief from certain types of practice and, in 

some cases, basic knowledge of religious texts and teachings. Under these conditions, the 

influence of religious participation and generalized popular beliefs can be distinguished 

from knowledge of concrete, health-relevant religious teachings. Even within a single 
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religious faith, the meanings associated with religion and religious affiliation may vary 

across communities, families, or individuals. Affiliating with a certain religious group, 

for some, represents a philosophical orientation and a deep spiritual commitment. For 

others, religious affiliation is tied up with ethnicity and ascribed identity. In the latter 

case, affiliation may not be accompanied by the adoption of religious beliefs, attitudes, or 

behaviors. 

Third, although nominal affiliation with a religious group is to some degree 

obligatory in Uzbekistan (especially for traditionally Muslim ethnic groups), regular 

attendance at formal religious services, particularly for women and to some extent 

younger men, is not. Religious affiliation in Uzbekistan is not generally selected 

“cafeteria-style” from a variety of available options, as some have characterized the 

religious market in the United States. Rather, religious affiliation for many people living 

in Uzbekistan is ethnically ascribed. Historical patterns and more recent developments 

discouraging of religious conversion (i.e., systematic harassment of “non-traditional” 

religious groups (Corley 2007) and the legal ban on proselytization1) make the emergence 

of a more pluralistic religious market in the near future seem unlikely. As has been found 

in other areas of the former Soviet Union (Buckley and Barrett 2002), with the close link 

between religious tradition and ethnicity, expressed religious affiliation is not necessarily 

accompanied by belief in God, much less by participation in formal religious services. 

These characteristics of religiosity in Uzbekistan change the meaning of affiliation from 

that commonly accepted in the West and may allow for a more careful examination of 

how religious affiliation, in relative isolation, may come to impact health. Because 

affiliation may or may not necessarily imply religious practice or even belief, the Uzbek 

                                                 
1 Article 5 of the 1998 Law on Freedom of Conscience and Religious Freedom prohibits actions aimed at 
converting someone of one faith to another faith (proselytization) as well as any missionary activity (U.S. 
Department of State 2007). 
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case presents a potential opportunity to separate out the impact of nominal membership in 

a religious group from other dimensions of religiosity in a way impossible in most 

Western contexts. It is possible to ask, for example, whether generalized ideas of what it 

means to be a Muslim (or an Orthodox affiliate) have importance for maternal and child 

health related behaviors, aside from any influence of formal religious participation or 

knowledge of specific, relevant doctrine. Further, because regular attendance at official 

religious services is not a normative behavior for most people in Uzbekistan (and 

certainly not for female Muslims), the nature of participation at the church or mosque and 

group dynamics between those associated with religious services differ in important ways 

from those in the United States.2 Gender is an important element here, especially for 

Muslims, among whom styles of religious participation and learning vary strongly by 

gender in many parts of Uzbekistan (Barrett 2007). Attendance at religious services will 

have different motivations and therefore most likely a different impact on health 

outcomes when such behavior is normative (or even obligatory) than when it is more 

truly optional or even discouraged by close friends and family or by larger social entities. 

A final characteristic of contemporary Uzbekistan that makes it a theoretically 

useful context for the present research involves the perceived and actual lack of health 

care that is safe and affordable following the collapse of the Soviet Union. As individuals 

lose faith in the official health care system through negative personal experiences and 

experiences of their relatives and friends, does religious participation or belief provide 

alternatives for health interventions in the context of the failing system? Conducting this 

study in the context of the struggling health care system in Uzbekistan allows for a rare 

examination of religious variations in individual responses to a public health crisis. 
                                                 
2 Hadaway, Marler, and Chaves (1993) found evidence of systematic over-reporting of church attendance 
in the United States, suggesting that religious attendance remains normative and socially desirable. 
Additionally, Ellison and Sherkat (1995, 1999) have demonstrated the semi-involuntary nature of religious 
participation among certain groups of African Americans. 
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Mechanisms through which religion might influence women’s and men’s health care 

intervention choices and experiences include direct religious influences on behavior, 

differential utilization of health care services, and the potential substitution of religion as 

a force for improving health when the usual systems have lost the people’s trust. 

Contributions to Policy 

In addition to potential theoretical contributions, this project has a great deal to 

add to policy development, both in the region of study and beyond. Even with widespread 

advances in modern medicine, obstacles to maternal and child health improvement persist 

in multiple contexts worldwide. Religious belief and participation in religious groups are 

key forces in the lives of many people, and religion may be one of many social and 

economic factors contributing to health attitudes and decisions at the individual, family, 

or even community level. Undoubtedly, it is critical for policymakers and health care 

workers – working locally, nationally, or internationally – to be informed about a range 

of tools that can be used for improving maternal and child health. This project illuminates 

the usefulness of considering the influence of religion for those hoping to improve 

maternal and child health in a variety of contexts. Knowledge of how religious belief, 

affiliation, and practice is related to maternal and child health perceptions, behaviors, and 

outcomes can be put into practice in at least three related ways.  

First, understanding how religion impacts health outcomes for women and 

children provides the very practical benefit of allowing policymakers, NGO workers, and 

health care providers to anticipate both potential impediments and facilitators in their 

quest to improve maternal and child health. For example, on the positive side, social 

support offered to members of a religious group may reduce barriers to health care 

utilization (by providing encouragement to receive care or removing physical barriers 

such as lack of transportation). On the other hand, among certain groups, religiosity may 
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be associated with fatalistic health attitudes, discouraging members from seeking health 

interventions. In cases where religious beliefs or practices may improve health outcomes, 

policymakers, armed with an understanding of the source of this relationship, will be able 

utilize culturally embedded practices imbued with meaning to encourage and amplify this 

effect, potentially increasing the magnitude of influence or spreading the observed impact 

of religion to people in additional geographic or social locations. In cases where religious 

beliefs or practices are associated with negative health outcomes for maternal and child 

health, institutional and individual actors seeking to improve health will be better 

equipped to identify likely impediments to their pursuits in advance. Again, specific 

knowledge about how religion becomes written on the body (for better or for worse) is 

required in order to be useful in improving maternal and child health. 

Second, by working to illuminate the connection between religion and maternal 

and child health, this project suggests ways in which maternal and child health advocates 

might present or frame their messages in order to be more accessible to people in a 

particular context than would otherwise be possible. Knowledge of specific religiously-

motivated health-related beliefs and of the links between religiosity and maternal and 

child health outcomes allows for a careful consideration of the nature of a range of 

potential socio-cultural impediments to health care interventions. One potentially fruitful 

possibility is adding work through formal or informal religious structures to existing 

health intervention projects in order to reach the widest possible audience. Collaboration 

with religious networks can reveal both a practical means of reaching a wide range of 

men and women (through churches, mosques, or informal religious social gatherings) and 

a culturally appropriate context in which to present the information. The effective use of 

this type of intervention will also require considering the ways in which religious 

involvement, practice, and learning may differ along gender lines. Health improvement 
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organizations, when equipped with knowledge about how religion can impact maternal 

and child health, may choose to provide particular religious groups with resources and 

guidance necessary to help women and children. Where feasible, this may be a 

particularly useful tactic in a context where people question the quality of available 

health care services. A simple acknowledgement that religion may play a role in 

determining maternal and child health, while an improvement, is not sufficient; only by 

understanding the processes by which religious affiliations, beliefs, and practices come to 

influence health outcomes can policymakers, activists, and health care providers hope to 

build effective health improvement collaboration with religious groups.  

Third, understanding the pathways connecting religiosity with positive maternal 

and child health outcomes may reveal methods of harnessing some of the power of this 

association and “export” it to other, secular groups. While some pathways are specific to 

religion, others (such as social support, social pressure and monitoring, and the 

psychological resources – See Chapter 2 for more detail) might be attained, at least in 

part, through secular group interaction and indoctrination. Thus, this research is useful to 

policymakers in that it has the potential to provide a springboard for ideas on innovative 

methods of improving maternal and child health in a variety of secular groups, informed 

by the nature of links between religious affiliation, belief, and participation. As I suggest 

in the previous section, people lacking in trust for the modern health care system may 

increasingly turn to religious and other social networks for health care information or 

alternatives. Consequently, from a policy standpoint, the findings of this research will be 

especially useful in contexts characterized by low levels of institutional trust and feelings 

of anomie among the population.  

Although there are implications for the broader religion-health connection 

worldwide, the results of this dissertation may be most useful for understanding the 
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relationship between religion and maternal and child health in Uzbekistan and, to some 

extent, in the larger region of Central Asia. In itself, this is an important practical 

contribution, given the intense maternal and child health problems and disparities 

currently witnessed in the region. Even so, just as this work contributes to developing 

broader theoretical knowledge about the nature of the link between religion and health, it 

also provides important practical insights for improving health in a variety of contexts, 

worldwide.  

CHAPTER PREVIEW 

The theoretical background for this project, presented in Chapter 2, draws upon 

two largely separate bodies of work: a) literature examining influences on religion and 

health, generally, based within the sociology of religion and b) demographic research 

investigating links between religiosity and reproduction. In this chapter, I provide a 

review of key theories and findings from these two bodies of relevant literature, 

explaining how they inform this project and clarifying what this research can contribute 

to existing knowledge of links between religion, health, and reproduction. I define the 

basic boundaries of the project, discuss the main findings and major hypothesized 

mechanisms linking a) religion and health and b) religion and reproduction, and introduce 

a theoretical synthesis as a goal of this research in order to draw on relevant insights from 

both regarding pathways of influence between religion and reproductive, maternal, and 

child health. At the end of the chapter, I expand upon the main research question – how 

do religious beliefs, behaviors, and affiliations come to impact reproductive, maternal, 

and child health? – and identify subsidiary questions exploring the major hypothesized 

pathways of religious influence. 

Chapter 3 describes the methods used in this dissertation to examine connections 

between religion and reproductive, maternal, and child health. In this study, I draw on 
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quantitative and qualitative methods of analysis. The quantitative portion of the study 

examines the effects of religious affiliation using two existing large-scale, national 

surveys (collected in 1996 and 2002) representative of households in Uzbekistan. In the 

qualitative segment of the research, I incorporate findings from observation, expert 

interviews, focus groups, and follow-up in-depth interviews (collected in 2005 and 2006). 

In Chapter 3, I detail the quantitative and qualitative methods used, highlighting their 

respective contributions to answering the research questions. I also explain the motivation 

for and goals of using each different method (secondary data analysis, observation, focus 

groups, individual in-depth interviews, and expert interviews), with special attention to 

how the different types of data analysis complement each other.  

I present the empirical findings of the quantitative and qualitative analyses in 

Chapters 4-6. Chapter 4 examines religious influences on contraception and family 

planning choices. This chapter focuses on the impact of religious affiliation on family 

planning behaviors and on links between perceptions of the importance of health and 

respondents’ assessments of the religious acceptability of family limitation methods. The 

effect of religion on maternal health behaviors and beliefs is the focus of Chapter 5. I 

examine religious influences on attitudes and behaviors related to becoming a mother, 

women’s utilization of health care services, and the adoption of positive health behaviors 

during pregnancy. Chapter 6, the final empirical chapter, examines the impact of religion 

on child health. In this chapter, I present findings related to the effects of religion on 

planning for the health of future children, protecting the health of infants, the adoption of 

healthy behaviors with regard to child care, and choices made regarding health care 

interventions. 

The concluding chapter (Chapter 7) provides a final evaluation and summary of 

the main research question (and subsidiary questions) addressed in this project. In this 
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chapter, I summarize the main findings, focusing on three key themes that are pervasive 

throughout the dissertation. These themes are a) religious influences on women’s roles in 

health decision making in the family, b) the effect of religion on health care utilization 

and treatment choices, and c) perceptions of the overriding importance of health in 

religion. Within each of these themes, I compare outcomes for Muslims and Orthodox 

affiliates and men and women. After discussing how religious beliefs and practices may 

have mixed effects on maternal and child health, I reassess the usefulness of the findings 

of this study for realizing the goals laid out at the beginning of this work. I summarize the 

primary contributions of this dissertation toward developing a more comprehensive 

theory about the relationship between religion and health, especially reproductive, 

maternal, and child health. Finally, I identify fruitful new directions for theory building 

and empirical research aimed at fleshing out the nuances of pathways linking religion to 

health outcomes. 
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Chapter 2: Theoretical and Substantive Issues 

This chapter frames my project within previous relevant research and explains the 

contributions of this dissertation to expanding existing knowledge. To establish the 

parameters of the study, I begin by detailing the basic study bounds within which I 

approach the central research question of how religious beliefs, behaviors, and affiliations 

come to impact maternal and child physical health outcomes. I then summarize findings 

from previous work linking religion to health and discuss research on reproductive, 

maternal, and child health outcomes in the context of the religion-health relationship in 

order to ground the study in relevant past research. Following this review of the relevant 

literature, I discuss the benefits of incorporating insights from both religion-health 

research and work linking religion to reproduction-related outcomes in explaining 

religious influences on reproductive, maternal and child health. This attempt at 

theoretical synthesis is a particularly important contribution that this study makes to 

theory building in the area of religion and health. Finally, within this frame, I detail the 

specific sub-questions that I seek to answer in the empirical chapters (Chapters 4-6) and 

weave them into a larger model. Before proceeding, the first step is to define just what is 

meant by both “health” and “religion” in the project. 

DEFINITIONS 

Health 

On the most basic level, health can be divided into dimensions of “mind” and 

“body.” A significant amount of multidisciplinary research establishing multidirectional 

and multidimensional links between the domains of “mind” and “body” indicate that this 

distinction is far from absolute (Ader 2007). Recognizing the strong association between 
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health of the mind and health of the body, for the purposes of this project, I will focus 

chiefly on aspects of physical health as the outcome of interest, taking into account where 

appropriate perceived or observed influences of mental health on physical health 

outcomes.  

Physical health can be conceived of as the state of the body on objective measures 

(e.g., anemia, body mass index (BMI), specific practices), but it is important to note that 

perceptions of what it means to be physically healthy can also be very subjective and 

variant across cultures, ages, and ethnicities (Ferraro and Feller 1996; Huff 1999). 

Overall, physical health can be conceptualized as the absence of illness and impairment, 

or as the presence of positive signs of illness prevention, overall well-being, and feelings 

of good health (Blaxter 1990). In past research, physical health has generally been 

operationalized in several ways. When health is defined as a lack of impairment, it may 

be measured by assessing actual or perceived levels of physical functioning or the 

presence of specific diagnosed ailments. When researchers define health as more than the 

mere lack of illness or disorder, respondents are sometimes asked to gauge their own 

health, either with regard to a specific context or overall. These self-rated perceptions of 

health have been linked to mortality outcomes in numerous studies (for review, see Idler 

and Benyamini 1997). A respondent’s status on specific health behaviors (smoking, 

drinking, nutrition, utilization of medical care) or diagnoses may also be recorded, and 

these risk factors or preventative behaviors may be linked to the respondent’s perceptions 

of his or her health. This study is concerned with multiple aspects of both “positive” and 

“negative” indicators physical health. I attempt to take into account several of the major 

methods of operationalization, incorporating objective measures and individuals’ 

perceptions of their health status. 
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In the qualitative and quantitative data used here, respondents were asked about 

the general state of their health and the health of their friends and family, the presence of 

impairment or ailments, and about a range of specific positive and negative health 

behaviors, all in the context of family planning and maternal and child health. My main 

focus targets the health-related behaviors associated with maternity (before, during, and 

after pregnancy) and the care of infants and small children. The scope of the research 

includes quantitative and qualitative assessments of women’s reproductive decisions 

leading up to pregnancy (Chapters 4 and 6), health care utilization and other beneficial or 

detrimental health behaviors during pregnancy (Chapter 5), and health attitudes and 

practices related to infants and children up to five years (Chapter 6). 

Religion  

While previous research has documented that health, including maternal and child 

health, is influenced by a wide range of social factors, the focus of this project is on the 

particular influence of religious affiliations, beliefs, and practices. Religiosity is a multi-

dimensional concept consisting of elements including identification, beliefs, attitudes, 

and actions (both public and private in nature).  Private indicators of religiosity include 

internal identification with a religious group, overall importance of religion, specific 

religious beliefs, and private practice of religious rituals, such as prayer.  Outward 

expressions of religiosity, including participation in religious services and association 

with religiously-motivated groups, are also important. Glock (1962) described five 

dimensions of religiosity in his influential typology: religious belief, practice, knowledge, 

experience, and the observed consequential effects of religiosity in an individual’s life. 

Drawing on the work of Glock and his contemporaries in sociology and social 

psychology, Koenig and his associates (2001:20-23) identify a finer classification of 

religious dimensions, including affiliation, belief, organizational participation (formal or 
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informal religious service attendance), nonorganizational participation (prayer or other 

private religious practice), subjective religiosity (self-reported importance of religion), 

level of religious commitment, religious experience, type of relationship with God, 

religious coping ability, religious knowledge, and subsequent behavioral consequences of 

religious belief and practice. Additionally, though it is not listed in either of these 

conceptualizations, religious context may be important; the actions of family and 

neighbors as well as norms prevalent within a particular community or broader region 

undoubtedly influence an individual’s attitudes and behavioral decisions regarding health 

and health care. It is of interest to learn how multiple dimensions of religiosity might 

differentially impact maternal and child health outcomes in order to add to the 

specification of the theoretical model linking religion to health. Operationalization of 

religious variables in the quantitative and qualitative research will be introduced in 

Chapter 3 and discussed in more depth in the analytical chapters (Chapters 4-6). Briefly, 

the quantitative analysis is limited to an examination of the effects of religious affiliation, 

while the qualitative analysis explores the multiple dimensions of religiosity more fully, 

including subjective religiosity, public and private practice, knowledge of specific 

religious beliefs, and perceptions of the broader religious context. 

As McQuillan (2004) notes, researchers should consider carefully whether a 

characteristic shared by people of a particular religious group is religious in origin or due 

to other factors. If popular views on the religious acceptability of contraception in a 

specific context deviate from those of the “official” religion, are they attributable to 

religion or to other social and cultural influences? The distinction is far from clear. This 

is perhaps especially relevant for Islamic contexts. Islam, which figures quite 

prominently in this analysis, may be even less likely to be fully consistent across time and 

space because of its lack of an official, hierarchical structure (Khalid 2007; Northrop 
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2004). Partly because there is no clear consensus on lines of authority, there can be little 

in the way of “official religious policy” that is universally accepted by Muslims across 

locations. The criteria used to determine whether beliefs or practices are religious in this 

dissertation cannot be reductive or normative if the working definition of religion is to 

attempt to reflect the expressed lived reality of the meaning of religion and religiosity for 

participants in this study.  

The research was designed keeping in mind the contextualized, socially 

constructed nature of religion and religious group membership (both for Muslims and 

non-Muslims). A particular religious affiliation was not assumed a priori to imply 

adherence to certain doctrinal prescriptions or proscriptions. In this dissertation, I refer to 

individuals’ self-identified religious affiliations, but it is important to keep in mind that 

religious groups are not monolithic entities, and no singular, meaningful definition of 

categories such as “Muslim” or “Christian” (or even “Hanafi Muslim” or “Eastern 

Orthodox Christian”) can be employed across worldwide contexts. Further, while 

awareness of and adherence to specific doctrinal religious beliefs (derived from religious 

texts or pronouncements of local religious leaders) are important for some dimensions of 

religiosity, other dimensions (such as perceptions of relationship with God, religious 

coping, level of interaction with co-religionists, overall religious commitment, etc.) go 

beyond these official doctrinal sources. As a consequence of this conceptualization of 

what can be considered religion, I have chosen to include cultural influences locally 

thought of as religious, rather than attempt to separate out “true” religious influences 

from “misguided” practices not justified by wider official religious doctrine.3 Since this 

project is concerned with the influence of particular beliefs and practices, it is important 
                                                 
3 See Redfield (1956) for an in depth treatment of the interpretation and reinterpretation of ideas and the 
interdependency in little (or popular) tradition and great (or learned) tradition. Redfield’s discussion may be 
especially relevant given religion’s tumultuous past in the region and the current restricted nature of 
official, legal religious teaching in Uzbekistan (Barrett 2007). 
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to remember that their religious influence derives from shared ideas of their source. 

Religious interpretations are subject to cultural adaptation and are not exclusively 

determined by whether or not they are considered to be authentic by religious officials. 

CONTEXTUAL AND THEORETICAL BACKGROUND 

The Uzbek Context 

Since declaring independence in 1991, Uzbekistan has experienced a rapidly 

changing demographic situation. Emerging demographic trends include a dramatic drop 

in growth (in terms of both rate and absolute population growth) in the last few years. 

These changing trends are due, partially, to a sharp decline in the birth rate, especially 

among the rural population. The fall in the birth rate has been largely attributed to 

declining fertility preferences in rural areas (Ubaidullaeva and Umarova 2001). As in 

other countries of Central Asia, large scale out-migration from Uzbekistan, especially of 

non-titular ethnic groups, is another important factor in changing population size and 

ethnic composition (Tishkov, Zayinchkovskaya, and Vitkovskaya 2005). Heleniak (2004) 

estimates that approximately 30% of the ethnic Russians in Uzbekistan in 1989 had 

emigrated by 2002. 

In recent history, Uzbek society has been pro-natalist. Through much of the 

Soviet period, government officials consciously attempted to promote population growth 

through public policy, and family planning was not encouraged. After being banned in 

1936, abortion was re-legalized in 1955. In the absence of alternative family planning 

options, abortion was used widely in the Soviet Union (even between 1936 and 1955) 

(Popov and David 1999). High reliance on abortion as a means of birth control persisted 

following the breakup (Henshaw, Singh, and Haas 1999), although abortion rates have 

undergone a “steady and significant decline” since the early 1990s (Sullivan and Kamilov 
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2004b:68). Abortion use in Soviet Central Asia was concentrated primarily among ethnic 

Russians (Barbieri et al. 1996), and this difference has persisted in independent 

Kazakhstan (Agadjanian 2002) and, as of 1996, in Uzbekistan as well (Agadjanian and 

Makarova 2003).  

Toward the end of the Soviet period, official policy shifted in favor family 

planning in Central Asia, but this policy was never fully realized (Barbieri et al. 1996). 

During the last decade, the Uzbekistan Ministry of Health has actively promoted the use 

of governmentally-provided and privately-marketed family planning services in order to 

improve maternal and child health (Karimov 1997). Governmental action, international 

contraceptive aid, and reductions in the demand for children all contributed to 

improvements in reproductive health indicators in the 1990s (Buckley et al. 2004). 

Family planning choices are still limited and highly dependent on women’s 

socioeconomic resources (Barrett and Buckley 2007). Between 1996 and 2002, the 

percentage of married women using a modern method of contraception at the time of 

survey increased from 51.3% to 62.8%, and ever use of modern contraception increased 

from 64.9% to 82.4% (Asadov et al. 1997; Sullivan and Kamilov 2004a).  

Uzbekistan has the largest population of any nation in post-Soviet Central Asia. 

Uzbeks were one of the first Central Asian groups to convert to Islam in the 7th and 8th 

century (Gunn 2003), and Uzbekistan is sometimes cited as having the strongest religious 

traditions of any nation in the region (Tazmini 2001). In Uzbek society, neighborhood 

associations (mahalla) are a central point for the Muslim community (Ilkhamov 2001; 

Kandiyoti and Azimova 2004). Within these associations, relationships with neighbors 

and public opinion are extremely important (Ilkhamov 2001). There is no official state 

religion in Uzbekistan, but Islam is by far the most common religious affiliation in the 

country, and certain aspects of Islam are often brought into constructions of Uzbek 
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national identity (Khalid 2007; Louw 2007). The great majority of citizens of Uzbekistan 

(over 95%) identify as Muslim, predominantly Sunni, and the second most common 

religion is Christianity. People with other religions or no religion make up only a small 

portion of the nation (Mutalova and Newby 2004). The survey data used in this 

dissertation do not include information on practice or specific beliefs, and different 

people affiliating with the same religious group may have disparate patterns of belief and 

practice.  

Under the Soviets, religion was treated alternately with intense repression, limited 

tolerance, and total control. Many have argued that an Islamic resurgence began in 

Uzbekistan as glasnost’ and perestroika policies relaxed some restrictions on religious 

groups and then strengthened with the collapse of the Soviet Union (Kandiyoti and 

Azimova 2004; Tazmini 2001; Zanca 2004). This resurgence is sometimes described as 

cultural in nature, as it is principally characterized by observation of religious rituals and 

subjective importance of Islamic identity (Tazmini 2001). Knowledge of specific Islamic 

doctrine may remain quite limited (Gunn 2003). Religious adherents in Uzbekistan, 

especially Muslims, find their religious practices monitored and controlled by 

government agencies, and participation in forms of religious expression and learning 

outside government sanctioned mosques and madrasahs is very strongly discouraged 

(Gunn 2003; Tazmini 2001). 

Human rights groups and media reports document multiple human rights 

violations in the country, especially against Muslims and adherents of nontraditional 

religions who practice unofficially or with too much fervor (Gunn 2003; HRW 2004; 

Tazmini 2001). Control by the state over religion increased following several violent 

incidents beginning in the late 1990s that were attributed to religious extremists in 

statements by the government of Uzbekistan Human Rights Watch (2004) estimated in 
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2004 that there were 7,000 religious prisoners in Uzbekistan, often sentenced to lengthy 

prison terms because their religious beliefs and affiliations are perceived not to conform 

to religious practice sanctioned by the state. Matters are made worse by multiple 

documented reports of the routine use of extreme forms of torture and even murder in 

state-run prisons (HRW 2004, 2007a; United Nations 2007). On a less extreme but more 

pervasive basis, state control is felt daily through a heavy police presence on the street, 

state-run media (television, newspapers, etc.), a country-level block of web domains 

hosting sites critical of the government of Uzbekistan, and the increasingly commonplace 

state closure of both national and international organizations (Buckley 2006; HRW 

2007b). 

Following the breakup of the USSR, questions arose regarding the structural and 

financial viability of maintaining an adequate system of universal government-provided 

health care (Karimov 1997; Veenema 2000) as one element of a larger social 

infrastructure collapse. The Soviet legacy has left a complex network of facilities 

designed to provide benefits and health care services free-of-charge to the entire 

population, including those living in remote areas. The Uzbek government is currently 

charged with the task of re-organizing a health care system created in the Soviet period 

and eliminating rural/urban differentials in medical provision (Buckley 1998). Beginning 

in 1994, the government of Uzbekistan began using public committees of elders within 

mahallas to determine vulnerable members of the community for receipt of targeted 

social benefits (Veenema 2000). Governmental money spent on education, health, 

subsidies, benefits for families with young children, and benefits for families with low 

income declined each year between 1991 and 1998 (Coudouel and Marnie 1999). 
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Theoretical Background 

My research is informed by two lines of existing theoretical and empirical work 

that have generally been separate and distinct. First, it is useful to briefly summarize the 

current state of the growing literature linking religion to health outcomes, generally. A 

second body of work, conducted largely by demographers concerned with population 

policy, assesses the influence of religion (including but not limited to Islam) on factors 

related to reproductive, maternal, and child health. Drawing on research from both areas 

enables a more complete understanding of the influence of religiosity on maternal and 

child health. In order to clarify the theoretical contribution of this study, I discuss the 

benefits and challenges of integrating findings from both bodies of work. 

The Religion-Health Connection 

Social scientific inquiry involving the relationship between religion and health 

can be traced back to Durkheim’s well-known investigation of suicide ([1897] 1951). 

Durkheim believed that the more strongly an individual was integrated into society, the 

less he or she would be characterized by anomie, or normlessness. The greater the 

integration into society and its normative structure, the less likely was the act of suicide. 

Durkheim found that religion did indeed matter for societal suicide rates, with lower rates 

in societies that he categorized as having higher religious integration (Catholic states). In 

the decades following Durkheim’s groundbreaking discovery, the study of religion and 

health declined. Empirical research on a religion-health connection was lacking for many 

decades, although divinity scholars continued to speculate on the potential relationship 

between religion, more specifically Christianity, and both mental and physical health 

(e.g., Hiltner 1943).  

In part due to secularization ideas popular in the world of science, many social 

scientists and biomedical researchers ignored the results that were produced on religion 
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and health, often as peripheral findings in studies including a large number of predictors 

(Levin 1994a; Levin 2001). With little interest from the academic or medical 

communities and a general lack of communication or collaboration between scholars 

exploring religious effects on health, the empirical research produced in the area was 

generally of poor quality and difficult to locate (Levin 1994a). Through conscious efforts 

by Levin and others to review the existing findings on religion and health, the field began 

to take shape by the late 1980s (see, for example Levin and Schiller 1987; Levin and 

Vanderpool 1987; Schiller and Levin 1988). Once previous work had been compiled in a 

systematic fashion, it became clear that the majority of these studies indicated the 

presence of a positive association between religion (operationalized in various ways) and 

a large variety of favorable health outcomes (Levin 1994b). Levin (1994b, 2001) argues 

that, taken together, these early studies yield two fundamental conclusions. First, when 

assessing effects of religious affiliation on health, adherents of “behaviorally strict” 

affiliations, which tend to make stronger demands about appropriate health-related 

behaviors, fare better than members of other religious groups. Second, in addition to 

denominational differences, health outcomes are enhanced with higher religiosity and 

more participation. 

In more recent research, social scientists utilizing improved methodological 

strategies and better data consistently find evidence that religious beliefs and behaviors 

exert a protective effect on health, even when controlling for numerous other social 

factors (for a detailed review, see Koenig et al. 2001). This growing body of literature 

covers religious influences on many aspects of both mental and physical health (e.g., 

Hummer, Rogers, and Nam 1999; Strawbridge, Cohen, Shema, and Kaplan 1997; Musick 

1996). In previous work on physical health, religion is associated with both general self-

rated health and with more objective measures such as disease status, functional health, 
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and even mortality. Outcomes linked to religion include cancer, cardiovascular disease, 

hypertension, overall and cause-specific mortality, self-rated health, a range of physical 

symptoms, many health behaviors, and a variety of additional illnesses (Koenig et al. 

2001; Levin 1994b). There is also some evidence for negative impacts of religion on 

health due to unrealistically high expectations found in certain religious groups or to the 

refusal of medical treatment or prevention for religious reasons, but high quality research 

on these negative consequences of religion is rare and insufficient for drawing 

conclusions (Koenig et al. 2001). 

The effect of religion on health may vary for different groups of people.  In the 

United States, the size and sometimes direction of the effect of religion on self-rated 

health appear to vary by type of affiliation (Ferraro and Albrecht-Jensen 1991; Musick 

1996), race (Ferraro and Koch 1994; Musick 1996; Hummer et al. 1999), and age (Levin 

and Markides 1985). Particularly relevant to this study, there may also be variations in 

outcomes based on gender. A great deal of previous research finds women to be more 

religiously involved than men, and religion may be more salient for women as a positive 

influence on health (Idler 1994). While attendance, the most commonly used measure of 

religiosity in health-related studies, is an important indicator of one aspect of public 

religiosity, its exclusive use is problematic for several reasons. The lack of a relationship 

between attendance at religious services and health should not be considered to exclude 

the possibility of links between other aspects of religion and health outcomes (Ellison and 

Levin 1998). Also, the direction of causality between frequency of attendance and 

physical health is difficult to establish, as healthier people may be more likely to 

participate in a range of social activities, including religious ones. Ideally, research on 

religion and health should consider multiple dimensions of religiosity, including those 
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related to beliefs, attitudes, and multiple behaviors, in addition to participation at 

religious services (Idler 1994).  

Despite the variety of inputs and outcomes considered in previous research on 

religion and health, the majority of these investigations have focused on the West, 

especially the United States. Further, the religious groups under study have largely been 

Christian or Jewish, and potential connections between religion and health (especially 

physical health) for people of other faiths or in other geographical locations remain 

largely unexamined (Koenig et al. 2001).4 Health-related beliefs and requirements are 

common to all major religious traditions, but specific viewpoints vary (Spector 1996). 

Overall, Muslims are enjoined by the Qur’an and hadith (sayings and doings of the 

Prophet Muhammad) and Christians by the Bible to protect their health, generally. 

Particular health behaviors are also specified in Islamic doctrine, including eating a pure 

diet, practicing proper hygiene, and avoiding alcohol and other mind-altering substances 

(Al-Khayat 2004; Ebrahim 1989). Regulations regarding alcohol and diet vary widely 

between Christian denominational groups (Ford and Kadushin 2002; Shatenstein and 

Ghadirian 1998). The majority of Sunni theological interpretations present suffering, 

along with all other experiences in life, as absolutely created and controlled by Allah, but 

believers are permitted (and even encouraged) to seek appropriate medical treatment 

when ill (Ebrahim 1989; Sachedina 1999). 

Demonstrating that the doctrine of a particular religion contains certain positive 

health guidelines is not sufficient to explain why adherents behave in a certain way. The 

simple existence of these guidelines reveals nothing about how or why a person 

affiliating with the religion determines whether to break, bend, or follow the rules of the 
                                                 
4 For notable exceptions to this Western Judeo-Christian focus, see Krause and colleagues’ work on Japan 
(Krause 1999), Yeager and colleagues’ research in Taiwan (2006), and studies on the physiological effects 
of Buddhist meditation and Transcendental Meditation (for review, see Koenig et al. 2001 and Seeman, 
Dubin, and Seeman 2003). 
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religion. By analyzing contextual variability, theoretically motivated empirical work 

outside the United States and other Western contexts can remedy the lack of knowledge 

about the possible roles of social structure, religious traditions and norms, societal 

volatility, state control of religion, and other cultural or institutional factors in moderating 

the relationship between religiosity and physical health outcomes. Considering the broad 

pathways of social capital, religious community/social support, and behavioral norms, the 

importance of cultural context is clear and likely varies in its level of influence depending 

on the hypothesized mechanism linking religion and health. Because religion varies 

widely in meaning and content across societies, each of the mechanisms by which 

religion is hypothesized to influence health may be more or less relevant, depending on 

the particular context. Identifying generalizeable patterns of variation can inform 

theoretical advances in understanding the hypothesized mechanisms of religious 

influence. The basic relationships between the major hypothesized mechanisms of 

influence are depicted in Figure 2.1 and discussed in the following section. 
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Note: Adapted from Koenig, McCullough, and Larson (2001:388). 

Hypothesized Mechanisms of Religious Influence on Health 

Social scientists have generated a number of general hypotheses about how the 

relationship between religion and health operates, but knowledge of the mechanisms by 

which religion is linked to beneficial health outcomes remains incomplete (Ellison 1994). 

Initially, beyond loose ideas about healthy habits being associated with religion, 

researchers were principally concerned with establishing the existence of a concrete link 

between religion and health. There is certainly remaining territory to map out regarding 

the nature of religion’s impact on health in a variety of contexts, but social scientists 

investigating the religion-health connection must now pursue the “how” and “why” 

questions, moving toward a more comprehensive theory of influence (Taylor, Chatters, 

and Levin 2004). Among the most prominent hypothesized pathways through which 

Figure 2.1. Hypothesized Mechanisms Linking Religion to Physical Health 
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religion comes to affect health are health-related behaviors, social integration, and 

additional psychological resources. 

Health behaviors. The health behaviors hypothesis asserts that religion, through a 

variety of mechanisms, encourages behaviors that are directly beneficial for health, 

urging adherents to strive for positive health lifestyles. Researchers have investigated a 

wide range of health behaviors directly prescribed or proscribed by religious institutions, 

including exercise, smoking and drinking behavior, nutrition, risky sexual behaviors, and 

health maintenance behaviors (Koenig et al. 2001; Levin 1994, 2001). Positive health 

lifestyles, in turn, influence the full range of physical health outcomes. Tests of this 

hypothesis can tell us whether religious influences on health operate through specific 

behavioral characteristics, but they may not tell us how adherents come to choose to 

conform to those behaviors or their motivations for doing so. It is possible, for instance, 

that individuals with a certain religious affiliation will come to internalize the healthy 

lifestyles encouraged in the religion’s teachings through exposure to these teachings or to 

group members who follow them (Ellison 1994). Or, those with higher religious 

participation may avoid negative health behaviors because of a lack of opportunity to 

misbehave in terms of time or access to detrimental options. It is also possible that the 

individual’s decision to avoid negative, proscribed behaviors and to adopt or maintain 

positive, prescribed behaviors is not a matter of free choice, but that it has more to do 

with the ability or willingness of the religious group to enforce its own norms and 

sanctions (rewarding good behavior and punishing bad). Koenig and his associates (2001) 

have also suggested an indirect path between religiosity and health behaviors; by 

ameliorating the weight of stress in an individual’s life, religion can prevent negative 

health behaviors often motivated by feelings of stress. It is likely that a combination of all 

of the described pathways play a role in linking religiosity to health-related behaviors. 
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Although many empirical studies have linked religion to improved health behaviors, 

studies attempting to “explain” the effect of religion exclusively through these health 

behaviors have not succeeded. 

Social support/social integration. In the Durkheimian tradition, a second 

possibility is that religion serves to integrate individuals into society, and this increased 

integration materializes in beneficial health effects. In addition to general feelings of 

integration, the effect of religiosity may thus work through various forms of social 

support available to members of religious groups. The social support provided can be 

either tangible or intangible (Ellison 1994), offering concrete health resources or overall 

moral support and inclusion. Just by interacting with other people through organized 

religious functions, people come to feel less isolated and more supported in dealing with 

life’s problems (Levin 1994b, 2001). In its more tangible form, religious social support 

may manifest itself in community reminders about preventive health care, information 

sharing, rides to the doctor, or assistance paying for food or medications. Krause (2006) 

has found that anticipated support (the belief that assistance is available if needed) may 

be equally or even more important than the actual support provided through religious 

settings. 

Psychological resources. Third, religious beliefs or practice may instill an 

individual with positive feelings, hope, and particularly beneficial coping skills that may 

mediate the ill effects of stress. In addition to being buffered by interaction with 

supportive others, the detrimental physical effects of stress may be lessened by improved 

coping mechanisms.  Researchers have also found evidence for a mind-body connection, 

whereby multiple types of positive thoughts and emotions associated with religious belief 

or practice may have a direct influence on physical processes (Ellison 1994; Koenig et al. 

2001; Koenig and Cohen 2002; Levin 1994b, 2001). When individuals experience 
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stressful events as more manageable and less negative or earth-shattering, it is argued that 

they will suffer less of a stress-driven blow to their physical health following the event 

than will those with less effective coping skills. Thus, religion may improve physical 

functioning and ameliorate the negative impact of stress on physical health by 

encouraging positive thoughts and useful coping strategies in times of difficulty. 

Spuriousness. Alternatively, it is possible that observed links between religion and 

health are actually due to selection bias (people who are already in good health are 

disproportionately drawn to religion) (Sloan, Bagiella, and Powell 1999). It is also 

possible that the relationship is spurious due to links between other background 

characteristics common to a certain religious group and health outcomes (Koenig et al. 

2001; Levin 1994b), differences in personality factors and social desirability bias 

(Regnerus and Smith 2005), or genetic variation between religious groups (Koenig et al. 

2001). In either of these cases, the relationship between religiosity and health should 

disappear once controls for the appropriate background characteristics are introduced. As 

the effects of religion on health often cannot be “explained away” through the inclusion 

of respondents’ background characteristics (and because identifying variables that 

indicate mechanisms through which religion influences health does not render the 

religious effect irrelevant), this possibility receives little support (Idler 1994; Pargament 

2002; Regnerus and Smith 2005). Additionally, the direction of any selectivity effect is 

not clear; Idler (1995) examined the possibility that, in some cases, religion may be tied 

to poorer health, finding that a negative association between religion and health may be 

observed, especially in cross-sectional research, if individuals experiencing health crisis 

are more likely to seek religious support. In such cases, the observed effect of religiosity 

on health will be suppressed. 
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Negative effects? Although the bulk of existing research linking religion and 

health indicates a positive relationship, there is a small amount of support for negative 

effects in some situations. In some cases, religious beliefs or religious social pressures 

may discourage people from seeking or accepting necessary medical care or may impose 

isolation on an individual who is outcast by the group (Koenig et al. 2001). This may 

occur when a particular religious group holds that all things, including health and illness, 

are divinely determined and encourages adherents to put full faith in God (as opposed to 

modern medicine). Lines of investigation on potential negative links between religion and 

health are both under-explored and under-theorized, and there is need for more empirical 

work in the area. 

The main explanations given for religious influences on health are not necessarily 

competing hypotheses, as all three may be operating simultaneously. Each of the 

hypothesized mechanisms is likely responsible for some of the effect of religion on 

health, depending on the particular aspects of each variable examined and perhaps also on 

the situational context. While the major hypothesized pathways by which religion comes 

to impact health are promising, more research, taking previous findings into account, 

must work toward continued theory building. As part of this pursuit, it will be useful for 

researchers to consider the circumstances under which certain mechanisms will become 

primary. Researchers should strive to specify the theoretical mechanisms by which 

specific dimensions of religion impact particular dimensions of health (Taylor et al. 

2004) and to discover what set of circumstances must be present in order for a particular 

mechanism to come into play. Investigations of a religion-health link outside of the 

United States and in non-Judeo-Christian contexts will contribute to this theory-building 

effort, as this type of theorizing will require work in a variety of geographical contexts 

that takes into account cultural, historical, and political circumstances.  
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Levin (2001) has made an initial effort at specifying explicitly which aspects of 

religion should impact which health outcomes, identifying different likely mechanisms of 

influence for different dimensions of religion. However, limited measures of both 

religiosity and health outcomes have restricted researchers working on individual 

empirical projects, and it has often not been possible to perform theoretical tests of the 

impact of multiple specific dimensions of religiosity on the many physical health 

outcomes that have been studied. In this broad range of illnesses, negative and positive 

health behaviors, use of medical care, and other outcomes investigated, little has been 

said about reproductive, maternal, or child health by scholars examining relationships 

between religion and health. Because these issues are especially crucial for women’s 

health, the lack of attention they receive in the religion-health literature limits 

understandings of religious influences on women’s well-being, in particular. However, 

religious influences on maternal and child health have received more attention in the 

demographic literature linking religious affiliation to reproductive outcomes. 

Religious Influences on Reproductive, Maternal, and Child Health 

A separate history of demographic research documents religious influences on 

issues related to fertility and maternal and child health. In this literature, non-Western 

contexts and non-Judeo-Christian religions (especially Islam) play a prominent role. 

Overall, with regard to family planning decisions, studies have linked religion to fertility 

(Janssen and Hauser 1981), attitudes toward and use of contraception (Amin, 

Chowdhury, and Hull 1992; Paul 1990; Zavier and Padmadas 2000), and attitudes toward 

and use of abortion (Ellison, Echevarría, and Smith 2005; Henshaw and Kost 1996; 

Rosenhouse-Persson and Sabagh 1983). Moreover, there is evidence that religious 

context (Rance 1997) or the religious convictions of particular health care workers 

(Abdel-Aziz, Arch, and Al-Taher 2004; Orr and Forrest 1985) may impact women’s 
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access to particular reproductive health services. Very little work has focused on the 

relationship between religious factors and women’s health during pregnancy, though 

there is some evidence of an association between affiliation and use of prenatal care in 

the U.S. (Collver, Ten Have, and Speare 1967). In terms of studies focusing on the link 

between religion and prenatal care and/or maternal mortality, those included in the 

Handbook of Religion and Health (Koenig, Harold, McCullough, and Larson 2001) were 

exclusively investigations of the practices of members of a single religious sect in Indiana 

that avoids professional obstetric care (Kaunitz et al. 1984; Spence, Danielson, and 

Kaunitz 1984). I located just one study focusing on the link between religion and birth 

outcomes (Magaña and Clark 1995), none on the overall health of infants or young 

children, and four assessing the link between religion and disparities in infant mortality 

(Gregson, Zhuwau, Anderson, and Chandiwana 1999; Ghuman 2003; Kaunitz et al. 1984; 

Spence et al. 1984). As for mortality and morbidity of older children, a small amount of 

research demonstrates a potential negative impact of avoiding medical services in favor 

of faith healing (Asser and Swan 1998) and affiliation-based differences in utilization of 

health care (Cauffman, Peterson, and Emrick 1967; Horwitz, Morgenstern, and Berkman 

1985). 

Major interest in the effect of religion on reproduction first arose in the early 

1960s, when the Princeton Fertility Study demonstrated a Catholic/non-Catholic fertility 

gap in the United States (Ryder and Westoff 1971; Westoff et al. 1961, 1963), but there 

was evidence of convergence (and possibly reversal) of trends in Catholic and non-

Catholic fertility by the 1980s (Goldscheider and Mosher 1988; Westoff and Jones 1979; 

Mosher, Johnson, and Horn 1986; Mosher et al. 1992), and interest declined (McQuillan 

2004). By the late 1960s, demographers had begun to ask if religion might be slowing 

down the fertility transition in the developing world (e.g., Kirk 1967; Hill 1975). Further 
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interest was generated in the 1970s when the European Fertility Project found that 

cultural characteristics, including religion, contributed substantially to explanations for 

the timing of the historical fertility decline in many regions of Europe (e.g., Lesthaeghe 

1983). More recently, researchers have become interested in the religion/fertility 

connection because of findings that Islamic groups often have lower contraceptive use 

and higher fertility than others (Agadjanian and Yabiku 2005; Dharmalingam and 

Morgan 2004; Iyer 2002; Morgan et al. 2002; Knodel et al. 1999). This relationship, 

though, is far from universal. Islam has been cited as an inhibiting factor in fertility 

decline in Saudi Arabia, Syria, and Pakistan, but has not had a slowing impact in Egypt, 

Indonesia, or Iran (McQuillan 2004).  

Hypothesized Mechanisms of Religious Influence on Reproduction 

Researchers have offered several possible mechanisms through which religion 

affects reproduction that may also be useful for explaining the links between religion and 

reproductive, maternal, and child health outcomes. These include the characteristics 

hypothesis, the particularized theology hypothesis, the minority group status hypothesis, 

the social network hypothesis, and the interaction hypothesis. These hypotheses have 

chiefly, but not exclusively, been applied to fertility and contraceptive behavior, the 

outcomes on which most previous research has focused. 

Characteristics. The characteristics hypothesis puts forth the idea that any 

positive or negative relationship between religion and fertility is actually spurious, and 

can be “explained away” by controlling for socioeconomic factors (Goldscheider 1971). 

This hypothesis has received very little support in previous research, as any difference 

between religion, fertility, and contraceptive prevalence persists after adding controls 

(Agadjanian and Yabiku 2005; Dharmalingam and Morgan 2004; Morgan et al. 2002; 

Knodel et al. 1999). It is important to take care when analyzing results for consistency 
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with this theory, as it is possible that religion might have a real effect, but still operate 

through one or more socioeconomic variables. Iyer (2002), in a study of Islam and 

contraceptive use in India, found that most of the religious differential was explained by 

differences in background characteristics, especially education.  The effect of Islamic 

community norms on contraceptive use was indirect, operating largely through lower 

educational opportunities for Muslim women. 

Particularized theology. According to the particularized theology hypothesis, the 

effect of a particular religion on reproductive behavior can be explained by 

interpretations of its official writings or teachings regarding procreation, contraception, 

and abortion. Goldscheider (1971) criticized the explanatory power of particularized 

theology perspective, finding it shallow and inadequate. He argued that it was necessary 

to understand the entire content of a religious organization, of which the particularized 

theology is a part, but perhaps not the primary part. Rather, it was important to include, as 

part of the effect of religion, “broadly based norms” within religious groups relating to 

gender and family planning (Goldscheider 1999:312). Because of broadly based gender 

norms linked to religion, there may be an indirect effect of religion on reproductive 

outcomes operating through perceptions of women’s appropriate status in the family. 

While the relatively lower fertility of Catholics in the United States after the 1970s 

conflicts with the idea that doctrinally-based religious beliefs about contraception and 

fertility influence reproductive behavior among adherents (Mosher et al. 1992), research 

in Islamic contexts provides some support for this idea. Knodel et al. (1999) found that 

popular conception of religious restrictions on contraceptive use are directly linked to low 

rates of use for Muslims in Thailand, and Iyer (2002) discovered that only 1% of 

Muslims in a region in India believe that their religion allows contraceptive use of any 

kind. 
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Minority group status. The minority group status hypothesis (Goldscheider 1971; 

Goldscheider and Uhlenberg 1969) states that minorities (including religious minorities) 

often face multiple barriers to advancement in society. In this situation, a rational 

response is to limit births to increase resources available for each member of the group 

and to encourage advancement. Knodel et al. (1999) modified this hypothesis using a 

“strength in numbers” perspective. They argued that, in some contexts, a rational 

minority group response might be to increase fertility in order to avoid declining in 

relative population size. They found this to be a likely explanation for high fertility 

among Malay-speaking Muslims in Thailand, a minority group that is more actively 

resistant to assimilation than are Thai speakers.  

Mosher et al. (1992) pointed out that testing this hypothesis may be problematic, 

as it is unclear at what level a group should be considered a minority. For example, 

although Catholics are a minority in the United States as a whole, they constitute a 

majority in certain regions. Further, religion may be a more or less salient part of an 

individual’s identity, depending on the political context (McQuillan 2004). Agadjanian 

and Yabiku (2005) explored the concept of a “virtual minority” as a description of 

Muslims in Nigeria. Although they rival Christians in sheer numbers, the historical and 

political context in the country has led to a sense of threat and embattlement among the 

group. Agadjanian and Yabiku examined contextual religious effects on individual 

contraceptive use, finding a nonlinear relationship between contraceptive prevalence and 

percent Muslim in the region. Contraceptive prevalence increases up to about one-third 

Muslim, and thereafter declines. Interestingly, individual and contextual religious 

variables had independent effects, and contextual variables had stronger effects on 

Christians. Relatedly, several researchers have argued that it is also important to consider 

the overall status of the religious group in a particular society in determining the 
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organization’s influence on individual reproductive behavior (McQuillan 2004; 

Schoonheim 2005).  

Social network. Fourth, Agadjanian (2001) has suggested that researchers 

approach religious groups as they would any other group of network connections. His 

basic argument is that, especially when religious doctrine is unclear on its position on 

contraceptive use and childbearing, interactions promoting or discouraging contraceptive 

use in the context of a religious group may be more social than religious. Following 

Granovetter (1973), Agadjanian argued that religious groups that are completely 

homogeneous on background characteristics are less likely to be settings of social 

learning about contraceptives than are more heterogeneous groups, because there is more 

opportunity for interaction between people with differing levels of knowledge in 

heterogeneous groups. Indeed, in Mozambique, Agadjanian found evidence that religious 

groups that are heterogeneous on contraceptive use and homogeneous on other variables 

are more facilitating settings for diffusion of information and ideas about contraception. 

It is unclear how informative this perspective will be in contexts where knowledge and 

acceptance of modern contraceptive methods is already quite high, but it may contribute 

to explaining the sharing of knowledge about access and about other aspects of maternal 

and child health. Further, most religions strongly disapprove of sex outside marriage, and 

it is important to raise the question of who might be excluded from access to religiously-

based knowledge networks regarding reproductive and sexual health matters. 

The interaction hypothesis. Finally, Chamie (1981) offered what he terms the 

interaction hypothesis to explain religious lags in fertility decline. This hypothesis, 

basically an adaptation of secularization theory, is different from the other four 

hypotheses used in studies of religion and reproduction because it does not attempt to 

explain the specific mechanism(s) by which religion influences fertility behavior. Rather, 
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it provides a perspective on how, across societies, the impact of religion will change over 

time. The argument is that, as development advances, religion will become less important 

and the growing economic forces acting on larger society to encourage smaller family 

size will eventually reach members of all religious groups. Knodel and colleagues (1999) 

found some support for this in focus group evidence that modern economic pressures are 

beginning to encourage ethnic-Malay Muslims in Thailand (the group with the highest 

fertility) to reduce family size. However, Knodel and his associates (1999) found the 

hypothesis to be somewhat flawed because it does not acknowledge that the 

secularization process will not function identically across contexts. It also fails to account 

for the possibility that religion will maintain its importance as religious leaders may 

change their interpretation of religious texts to adapt to social and economic forces 

operating at a given time. 

Two Theoretical Models: Possibilities for Synthesis 

Apart from very broad statements of the impact of religion on various health 

outcomes, previous work on religion and health has not generally included reproductive 

health outcomes as part of this relationship. In his landmark treatise hypothesizing about 

the nature of the link between religion and health, Levin (2001:22) notes that it is “old 

news” that religious commitment may affect, among other areas, sexual activity, 

contraceptive use, and childbearing, while the newly established link between religious 

affiliation and health remains surprising to many researchers. This statement reflects a 

false dichotomy between studies of sex-related behavior and studies of health. Behaviors 

related to sex, contraception, and pregnancy are, in many cases, health behaviors, and 

excluding them from the array of studies contributing to knowledge of religion and health 

connections is problematic. 
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In an early review of existing findings on religion and health care utilization, 

Schiller and Levin (1988) include “maternal and child health services” (utilization of 

family planning, prenatal, maternal, and child health care services) as a major section of 

outcomes. It is unclear why, following this groundbreaking review, maternal and child 

health variables were so rarely included in subsequent defining works on religion and 

health. A substantial body of research focusing on the effect of religion on fertility and 

contraception (and to a lesser extent abortion) emerged beginning in the 1960s and 1970s 

and has witnessed a resurgence in recent years. I argue that partitioning off this work 

from the continued investigations of links between religion and a variety of health 

outcomes is a mistake. Specifically, outcomes related to fertility, contraception,5 

abortion, women’s health during pregnancy, birth outcomes, and infant mortality should 

unquestionably be viewed as health outcomes. Notably, Koenig and colleagues (2001) 

include none of the demographic work linking religion to fertility intentions and 

behavior, contraceptive use, or infant mortality summarized here in their field-defining, 

comprehensive summary of existing research linking religion and health. The exclusion 

of the body of work examining religious effects on these outcomes has obstructed an 

important area of research. 

Just as research on religion, family planning, and fertility has not been considered 

a part of the religion-health literature, those continuing to explore religion and 

contraception or fertility (largely based in demography) have also not engaged the 

religion-health literature (grounded in the sociology of religion). Research linking 

religion to a variety of reproductive, maternal, and child health outcomes does not 

conceive of the relationship in light of theoretical mechanisms hypothesized to connect 

                                                 
5 Ellison and Goodson (1997) recommend viewing contraceptive use as a health outcome in future religious 
research. To my knowledge, this is the only such direct recommendation, and the advice has largely been 
ignored in religion and health research. 
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religion to health. Nor does this literature examine how the high regard for health that is 

found in most large religions may relate to religious prescriptions or proscriptions 

involving reproductive, maternal, or child health. Most current theoretical explanations of 

links between religion and fertility outcomes were initially proposed many decades 

before the clear development of hypotheses on mechanisms linking religion and health. 

Although newer theoretical possibilities have been proposed (notably, see Agadjanian 

2001), there has been no obvious use of religion-health theory or findings in theory 

building. Well-formulated articles in both of these traditions have shared space in the 

same top religion and demography journals (see, for example Demography and Journal 

for the Scientific Study of Religion), and there is much to be gained through integration 

and dialogue between the two lines of inquiry. 

The hypotheses developed to explain how religion influences fertility and family 

planning behavior, on the one hand, and health on the other initially appear to have little 

in common. Apart from the possibility of spuriousness, they do not share any major 

hypothesized mechanisms of influence. If both sets of hypotheses are seeking to explain 

the same generalized phenomena (effects of religion on health outcomes), why do they 

appear to be so different? Because fertility is more concrete than general health, broadly 

defined, theories linking religion to fertility have a much more narrow area to explain 

than do theories linking religion to health in general. In his widely cited work on the 

proximate determinants of fertility, Bongaarts (1978) laid out three sets of variables 

through which all influence of social factors on fertility must operate; the proximate 

determinants for fertility are 1) exposure to sexual intercourse (age at marriage), 2) 

deliberate fertility controls (abortion and contraception), and 3) natural fertility factors 

(most importantly lactational amenorrhea). From the outset, then, it was clear that, to the 

extent that the relationship is causal, religion definitely impacts fertility through 
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differential patterns of specific behaviors: marriage behavior and sexual activity, 

contraception, abortion, and/or breastfeeding. Demographers interested in determining 

the mechanisms driving the association between religious variables and fertility set out to 

illuminate the social psychological motivations and enabling structural conditions by 

which religion influences the proximate determinants of fertility. The nature of the link 

between religion and physical health, again, is a much broader question, incorporating a 

great number of potential outcomes, and there can be no such agreement on a handful of 

proximate determinants. At least two of the suggested mechanisms by which religion 

influences physical health do not necessarily work through health behaviors: those 

operating through psychological reductions in stress through social support or through 

increased optimism, hope, or improved coping strategies. 
 

 

Figure 2.2. Hypothesized Mechanisms Linking Religion to Reproduction 
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The model depicting hypothesized pathways of influence between religion and 

reproduction are somewhat simpler, as each of the paths operates separately (although 

they may operate concurrently), with no specified causal relationships between pathways 

(although the hypothesized mechanisms are almost certainly, in fact, interrelated). I 

present this model in Figure 2.26 in order to help clarify how the two models are related. 

The reproduction model (Figure 2.2) can be seen as an elaboration of one particular 

section of the health model (Figure 2.1). In the health model, health behaviors are one of 

three potential mechanisms through which religion influences health. In the reproduction 

model, again, the proximate determinants are already established, so those behaviors are 

the only possible final outcome. Where the health model hypothesizes that religion may 

directly impact health behaviors, the meat of the reproduction model is in hypothesizing 

about just how religion comes to influence the behaviors of interest.  

Upon further consideration, it becomes clear that the model of hypothesized 

mechanisms linking religion to health and that linking religion to reproduction are not 

inconsistent. Rather, each model can stand to benefit from entering into dialogue with the 

other. By incorporating insights from the religion and reproduction model, the study of 

religion and health can gain a more nuanced specification of hypotheses on how religion 

leads to the adoption of health behaviors, social support, and psychological resources as 

well as a consideration of how non-religious organizational goals of religious groups may 

impact the health of individual members. Through a careful consideration of the proposed 

pathways of influence in the religion and health literature, those exploring the effect of 

religion on reproduction may gain an appreciation of a broader range of variables, such as 

social support (beyond spreading knowledge through social interaction), that may have an 

indirect effect on reproduction and reproductive health. A synthesized model, using 
                                                 
6 The interaction hypothesis, which does not involve a motivational pathway, has been omitted from Figure 
2.2 for the sake of simplicity. 
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research findings to build on previous theoretical insights and findings from both 

traditions of research, is decidedly more informative than either model separately for 

examining the impact of religion on maternal and child health.  

RESEARCH QUESTIONS 

In an effort to contribute to this synthesized theory building project, this 

dissertation seeks to answer several key research questions suggested by the existing 

work reviewed in this chapter. How do religious beliefs, behaviors, and affiliations come 

to impact physical health? To begin to answer this question, this research explores the 

influences of religious affiliation, belief, and practice on maternal and child health in 

Uzbekistan, examining religious effects on the health of mothers (before, during, and 

after pregnancy) and very young children (infants and small children).  
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Table 2.1. Research Questions 

Q1. What are the observed or perceived associations between religiosity and family planning 
attitudes and behaviors, maternal health, and child health? 

Q2. How can we describe the pathways through which religion comes to affect reproductive, 
maternal, and child health? Is the relationship explained by… 

 Characteristics Hypothesis  

1) the respondent’s background characteristics? 

 Particularized Theology  

2) knowledge of/belief in certain official doctrine or local teachings? 

3) ideas about gender and proper reproductive decision-making roles? (broader norms)                                               

 Minority Group Status  

4) non-religious goals of the religious group? 

 Social Support  

5) family planning/health knowledge gained from coreligionists? (social network/diffusion) 

6) assistance with access/utilization to services provided by co-religionists? 

7) social pressures from religious officials, other co-religionists, or the larger religious context? 
(family, neighbors, community) 

8) location of interactions with co-religionists? (official or unofficial, organized or unorganized) 

 Health Behaviors  

9) the adoption/avoidance of particular health behaviors or lifestyle choices? Which ones? 

 Psychological Resources/Coping  

10)  hope and other positive emotions? 

11) beneficial methods of coping with stress? 

Q3. Are there variations in these relationships by gender, age, nationality, rural/urban residence, 
SES? 

Q4. Have these relationships changed along with the official status of religion and other recent 
major social and political changes in Uzbekistan? (economic shifts, social or political changes, 
changes in the health care) (status of religious organization, interaction hypothesis) 

Q5. What are the major forces competing with/conflating/enhancing the effect of religion? 
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In Table 2.1, I list explicitly the questions that have been brought up throughout 

this chapter. The first question listed is a framing question, asking about the existence and 

nature of relationships between religion and health outcomes. Again, it is important to 

note that the absence of an association between religious affiliation and a particular 

health outcome (the only relationship that can be tested using currently available 

quantitative data) does not necessarily mean that religious beliefs and behaviors have no 

impact on health. It is necessary to proceed with asking the “why” and “how” questions 

even after finding an initial null result, as it is certainly possible that religious influences 

may not be uniformly positive and could have the effect of “canceling each other out” in 

the limited quantitative models that existing data support. A goal of this research is to 

contribute to theory building through describing which elements of religion are 

associated with which pathways of influence and through incorporating understandings of 

mechanisms linking religion and health from largely separate bodies of literature based in 

the sociology of religion and in demographic research. In the substantive chapters that 

follow (Chapters 4-6), I describe in more depth how the specific tests being performed in 

each chapter contribute to this theory building exercise. 
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Chapter 3: Data and Methods 

In this project, quantitative and qualitative methodologies work together to 

explore the pathways through which religious beliefs come to affect maternal and child 

health in Uzbekistan. The quantitative analysis yields a generalizable picture of broad 

patterns at work on the national level, but is not able to isolate the relationship, establish 

the direction of causal order, or, most importantly, answer questions about how religion is 

translated into attitudes and behaviors that are relevant for maternal and child health. The 

qualitative component of the research was designed to identify the key elements of 

religiosity that are important in shaping attitudes and behaviors and to understand the 

specific processes through which these multiple elements of religiosity are linked to 

maternal and child health. Specifically, I draw on observation, focus group, interview, 

and multivariate quantitative methods of analysis to complement the quantitative analysis 

of secondary survey data. 

This research methodology allows me to go beyond the rather limited assessments 

of religious affiliation, family planning, and maternal and child health available in 

existing quantitative data by detailing individual conceptions of how contraception, 

abortion, and maternal and child health behaviors are shaped by multiple aspects of 

religiosity. Using a mixed methods approach has many potential benefits, including 

increasing overall understanding of the phenomenon through triangulation, examining 

multiple aspects of the question, and using findings from one approach to guide the other 

(Creswell 2003; Greene et al. 1989). For example, in this project, initial findings of 

quantitative associations (or lack of associations) between religious affiliation and 

maternal and child health outcomes informed the design of the focus group discussions. 

Even more directly, the results from the focus groups guided me in the development of 
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questions to ask in in-depth individual interviews. I then developed the final quantitative 

models using findings emerging from the analyses of each type of qualitative data 

(observations, interviews, and focus groups). 

Throughout the research process, I was engaged in reviewing and coding the 

qualitative data, identifying new themes, and constructing preliminary answers to 

research questions. In the months before leaving for field work, I conducted preliminary 

quantitative analyses on reproductive, maternal, and child health in Uzbekistan using two 

large scale surveys. I used the results of these analyses as well as previous research and 

reports of international health organizations on the region to identify topics for 

investigation through observation and expert interviews, which I began shortly after 

arriving in Uzbekistan in mid-October 2005 (and continued throughout my time in the 

country). The next stage was to draft and refine focus group protocols using insights from 

the initial observations and interviews with experts. With the protocols completed, focus 

groups were conducted in Tashkent (urban) in early January 2006 and in Jizzakh (rural) 

in early May 2006. I began the preliminary analysis of focus group transcripts 

immediately after the completion of the groups, selecting individuals based on their 

group contributions to participate in follow-up in-depth interviews. At this stage, I also 

continued to conduct observation and clarifying interviews with medical and religious 

experts as I refined the protocol for individual interviews, building on important themes 

that emerged from the analysis of the focus group transcripts. In both locations, I began 

conducting these in-depth interviews with selected focus group participants 

approximately three months after the completion of the focus groups (mid-April in 

Tashkent and late July in Jizzakh).7 After all of the interviews were completed, I began 

                                                 
7 I conducted all of the interviews in Tashkent myself in Russian. Because it was necessary to coordinate 
with two Uzbek/Russian interpreters (female and male) for the interviews in Jizzakh, the interviews there 
were conducted over the course of a three-week period. 
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preliminary analysis of the transcripts with the task of identifying key themes for coding. 

In many cases, results from the focus groups and interviews inspired new quantitative 

analyses. After revisiting the initial quantitative models, I went through all of the 

qualitative data again, applying the final coding scheme that structures the presentation of 

findings in this dissertation. 

I begin this chapter with a description of quantitative analyses, used to gauge 

nation-wide trends, and then summarize the qualitative elements of the study, used to 

gain information about the behavioral and psychological mechanisms of transmission 

linking religious beliefs to attitudes and behaviors regarding family planning and 

maternal and child health. 

QUANTITATIVE ANALYSIS 

I use quantitative analysis initially to provide background information on maternal 

and child health in Uzbekistan and basic data on the link between religious affiliation and 

health outcomes. This information comes to bear most clearly on the first research 

question (Q1), establishing the nature of overall connections between religious affiliation 

and maternal and child health: What are the observed relationships between religiosity 

and family planning, maternal health, and child health outcomes? (See Table 2.1 for a 

summary of research questions.) The quantitative section of this study is also able to 

address the third research question in part by examining differences in the effects of 

religious affiliation by social and demographic background characteristics (Q3). Because 

I am using data from 1996 and 2002 surveys and because each of these surveys includes 

retrospective information on birth history, the quantitative analyses are also able to assess 

temporal change in the importance of religious affiliation for maternal and child health 

(Q4). Finally, the quantitative section of this study tests the importance of other social 

forces that are important influences on maternal and child health in Uzbekistan (Q5). 
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Although the quantitative analysis can begin to resolve these questions, an important 

caveat is that these answers are limited by the fact that the only religion variable available 

is a coarse measure of religious affiliation, and there is limited variation on religious 

affiliation in the population. The quantitative analysis is also unable to clarify the 

pathways through which religion comes to affect maternal and child health, allowing only 

for only a partial test of health behaviors as a mechanism (Q2.9), and of the 

characteristics hypothesis (Q2.1) by determining whether the effects of religious 

affiliation persist after controlling for the respondents’ other background characteristics. 

Description of Data 

The quantitative stage of the project employs two large-scale datasets, the 1996 

Uzbekistan Demographic and Health Survey (UDHS) and the 2002 Uzbekistan Health 

Examination Survey (UHES), to examine associations between religion and maternal and 

child health. Both the UDHS and the UHES samples were drawn to be nationally 

representative of women ages 15 to 49 living in Uzbekistan, and the 2002 sample also 

includes men. The 1996 sample consists of 4,415 women (Karimov 1997), and the 2002 

sample consists of 5,463 women and 2,333 men (Nazirov and Sullivan 2004). Female 

respondents provided information on 9,748 births on the 1996 survey and 11,387 births 

on the 2002 survey (UDHS 1997; UHES 2004). 

Historically, in many regions of the former Soviet Union, especially Uzbekistan 

and other Central Asian states, regionally and temporally inconsistent recording of vital 

events has created difficulties in comparing vital statistics to those in other countries 

(Jones and Grupp 1983). A particularly vexing problem was created by the nonstandard 

definition of a “live birth” employed by the Soviet government that was much narrower 

than the international standard, resulting in lower reported infant mortality (Anderson and 
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Silver 1986; Veenema 2000; Velkoff and Miller 1995).8 According to the World Health 

Organization definition, any infant showing signs of life after birth is a “live birth.” Using 

the Soviet definition, an infant dying within seven days of birth might not be recorded as 

a live birth if other conditions9 were met. Although the government of Uzbekistan has 

“pledged to adopt the WHO definition” (UNICEF 2003:46; UNICEF 2006), the Soviet 

definition in continues to be used in Uzbekistan (e.g., Ahmedov et al. 2007; Aleshina and 

Redmond 2003; Sullivan and Tureeva 2004; WHO 2007). As recorded vital statistics 

reflect this discrepancy in classifying birth outcomes, detailed self-reports of pregnancy 

histories serve as an exceptionally valuable source of information on infant and maternal 

health in Uzbekistan. Rates of infant mortality calculated from this self-reported data are 

much higher than official reports (see footnote 67 and Table 6.1) (Sullivan and Tureeva 

2004), indicating that respondents do not hold to the strict government criteria for a live 

birth. Unfortunately, objective information about birth weight10 and circumstances 

surrounding infant deaths is not available, precluding analyses looking at differentials in 

these outcomes. 

The aim of the 1996 Uzbekistan Demographic and Health Survey (UDHS), the 

first nationally representative study of the population of Uzbekistan, was to gather 

information on maternal and child health, reproductive activity, and family planning 

(Karimov 1997). In 2002, the Uzbekistan Health Examination Survey (UHES) was 

conducted by the same organizations with the added goal of analyzing men’s health 

                                                 
8 Nonstandard definitions applied with great inconsistency spurred intense debate among demographers 
about apparent changes in IMR in the Soviet Union. Before its collapse, scholars proposed several different 
equations for adjusting Soviet IMR (Anderson and Silver 1986; Davis and Feshbach 1980). It is unclear to 
what extent the Soviet definition persists throughout Central Asia or when, exactly, specific regions shifted 
to the international model. 
9 The death would not be considered a live birth if a) gestation was under 28 weeks, b) birth weight was 
under 1000 grams, or c) the infant was less than 35 centimeters long (Velkoff and Miller 1995). 
10 Although respondents to the 1996 DHS were asked to report from recall the weight of each live birth in 
the three years preceding the survey, this question was not asked on the 2002 UHES. 
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(Aliaga 2004). Data were collected by the Institute of Obstetrics and Gynecology of the 

Ministry of Health of the Republic of Uzbekistan with technical assistance provided by 

Macro International. The U.S. Agency for International Development contributed 

financial support.  

The 1996 survey, designed to be representative of the Uzbek female population 

aged 15 to 49 at the national level, was the first of its kind in the country. The country 

was divided into five regional strata consisting of the capital city, Tashkent, and four 

other survey regions made up of groups of oblasts (regions). The primary sampling units, 

raions (districts) or cities, were selected with probability proportionate to size sampling 

using the 1994 official government-reported population. In the second stage of data 

collection, one village was selected per raion in rural areas while one health block was 

selected in urban areas. A list was compiled of all households in each selected area and, 

in the third sampling stage, sample households were randomly selected from this list. All 

women ages 15-49 in each selected household were asked to be interviewed. The 2002 

sample was collected with a similarly laid out multistage stratified cluster design and also 

includes individual interviews with men. 

Female respondents to both surveys reported complete pregnancy histories 

including all pregnancy outcomes and termination dates. For each child born alive, data 

were collected on survival status, sex, and age or age at death (Kamilov et al. 2004; 

Karimov et al. 1997). Both the UDHS and the UHES also collected data on maternal and 

child health and a range of medical and socio-demographic characteristics. In this project, 

results are adjusted for cluster sampling effects using Stata’s survey sampling analysis 

commands, and sampling weights are applied to the data. 

In both surveys, only broad religious affiliation is measured (Muslim, Christian, 

no religion, or other). I explore the importance of religious affiliation and other 
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background characteristics for predicting maternal and child health status. Because very 

few women reported no religious affiliation (33 in 2002 and 46 in 1996) or an affiliation 

other than Muslim or Christian (7 in 2002 and 6 in 1996), I exclude these cases when 

religion is a model variable. There is almost no variation in religious affiliation in rural 

areas (virtually all rural women identify as Muslim), so I make comparisons by religious 

affiliation only among urban respondents.  

Specific outcome variables related to maternal health include the timing of births, 

women’s use of antenatal care, nutrition, drinking, smoking, and illness status. For child 

health, the relevant variables are birth and survival status (measures of neonatal and post-

neonatal mortality), nutrition, and mother-reported overall child health (see Chapters 4-6 

for precise descriptions of variables used in each chapter). As reviewed at the beginning 

of this section, the basic research questions addressed in the quantitative stage of this 

project involve the investigation of observable links between religious affiliation and 

maternal and health outcomes. Specifically, I look for relationships between religious 

affiliation and the measures of maternal and child health listed above. While the 

quantitative analysis can describe overall rates and major risk factors in maternal and 

child health status, the qualitative work allows for expansion on key issues related to how 

religion is related to the outcomes of interest. 

I began this project by conducting preliminary quantitative analyses using both 

the UDHS and the UHES. I incorporated insights from these initial analyses in drafting 

protocols for the qualitative component of the study (focus group and interview 

questions). Because I perform secondary analyses of previously collected surveys, it was 

of course impossible to use findings from the qualitative data analyses to shape the 

questions asked, but I did use insights garnered through qualitative research methods to 

guide me in refining the preliminary quantitative models by identifying important 
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variables through which religiosity is likely to affect health-related attitudes and 

behaviors and, in some cases, by generating new topics for quantitative study.  

In many contexts, including Central Asia, it is difficult to separate influences of 

ethnicity from religious influences, as the two traits overlap almost completely. When the 

sample is limited to those reporting traditionally Muslim (Uzbek, Karakalpak, Tajik, 

Kazakh, Turkmen, or Tatar) or traditionally Christian ethnicities (Russian or 

Ukrainian),11 the weighted correlation between Islamic affiliation and ethnicity is .96 in 

the 1996 UDHS and .91 in the 2002 UHES. Unfortunately, the close correspondence 

between religious affiliation and ethnicity prevents the exclusion of the characteristics 

hypothesis regarding the effect of religion on maternal and child health in Uzbekistan 

using available quantitative data. While it is possible to test for consistency with the 

particularized theology hypothesis by simply asking if Muslims in the aggregate have 

lower incidence of restricted poor health behaviors than members of other religious 

groups, this tells us little about how religious doctrine is perceived, interpreted, or 

followed. It also cannot specify the extent to which religious identification adds a unique 

effect separate from ethnicity. Given the nature of these questions and the limited 

quantitative data on religious affiliation presently available from the region, there is a 

great need for qualitative research to flesh out the process by which religion comes to be 

linked to fertility outcomes in Uzbekistan.  

QUALITATIVE ANALYSIS 

Qualitative research is especially strong when the objective is to understand 

processes and to develop richer, more complete knowledge about a situation within a 

particular context, especially when there is little existing work in the area (Creswell 

                                                 
11 In these estimates, those identifying with other ethnicities are excluded. People of other ethnicities 
accounted for less than 3% of the total sample in each year. 
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2003). I seek to determine how individuals use religious beliefs and behaviors to guide 

(or justify) their everyday practices that may influence maternal and child health. The 

qualitative component of the project reinforces and explains quantitative findings by 

answering research questions concerning the perceptions of ordinary men and women 

about the relationship between religion and maternal and child health (Q1) and, 

especially, about key mechanisms through which religious belief or identification is 

translated into particular health outcomes (Q2). Because I designed this stage of the 

project to build in diversity and comparison in terms of religious affiliation, family status, 

and gender, the qualitative analysis also contributes to our understanding of variations in 

the type of relationship observed between religion and maternal and child health by these 

social and background characteristics (Q3). Including older participants in the study 

allowed me to collect data on respondents’ perceptions of shifts in the influence of 

religion as the official status of religion has changed over time (Q4). Respondents also 

directly discussed their perceptions about other important social, economic, and natural 

forces contributing to maternal and child health outcomes, often detailing how these are 

thought to relate to the changing influence of religion within their own lived experiences 

(Q5). Although the data collected through qualitative research methods touch on each of 

the research questions laid out in Chapter 2, the main strength of the qualitative analysis 

is its ability to tap into questions about the process through which multiple aspects of 

religion become written on the body in ways relevant to maternal and child health.  

This element of the project also allows me to go beyond the quantitative measure 

of affiliation in my examination of religiosity. In addition to basic religious identification, 

knowledge of the strength and nature of an individual's religious affiliation is crucial in 

an investigation of the effects of religiosity on health outcomes. Religiosity is a multi-

dimensional concept that includes identification, beliefs, and actions, both public and 
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private in nature. Private indicators of religiosity include overall importance of religion, 

specific religious beliefs, and private practice of religious rituals, such as prayer. Outward 

expressions of religiosity, including participation in religious services and association 

with religiously-motivated groups and networks, are also important. Formal and informal 

religious restrictions and requirements regarding diet, cleanliness practices, coping with 

stress, and general health care are largely positive. If these practices are followed by 

members of religious groups, they are likely to exert a protective force on maternal and 

child health. The open-ended format of the qualitative analyses allows participants to 

express ideas of how phenomena are interrelated in ways that are not likely to be 

captured in the narrower, closed format of survey research and quantitative analysis. The 

semi-structured methods used were expert interviews and observation, focus groups, and 

in-depth individual interviews. I conducted this research between October 2005 and 

August 2006 in the capital city of Tashkent and in a cluster of Uzbek-speaking 

agricultural villages located in the Jizzakh region of Uzbekistan. The rural research site is 

located about 100 miles southwest of Tashkent and is very near the border with 

Tajikistan. 

Expert Interviews and Observation 

Shortly after arriving in Uzbekistan in October 2005, I began conducting expert 

interviews and observation in relevant religious and medical settings. This component of 

the research continued through the duration of my time in Uzbekistan, and its key 

purpose was to help me acquire an overall picture of the lay of the land on issues related 

to religious practice and belief and to gain an understanding of macro- and mezzo-level 

processes affecting maternal and child health outcomes in Uzbekistan. This observational 

stage of the research was instrumental in suggesting key topics of investigation for the 

focus groups and in-depth interviews with ordinary men and women. After the focus 
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groups and interviews were completed, continued observation and discussions with 

experts helped in clarifying meanings and contextualizing results. The importance of 

speaking with some types of experts (otin-oyis, kinnachas, and tabibs) only became clear 

after the initial analysis of focus group results. Otin-oyis are female religious leaders, 

often trained outside the official system of religious learning, who play a key role in 

many Muslim women’s religious practice in Uzbekistan. Depending on the region of 

Uzbekistan, they may be called otins, otinchas, or otin-oyis. As described in more detail 

in Chapters 5 and 6, tabibs and kinnachas are traditional healers, sometimes thought to 

practice a religious form of healing. 

In order to gauge contextual level variables such as public attitudes and 

perceptions of links between religion and health, I conducted interviews with religious 

leaders, doctors, midwives, individuals working in NGOs, and local scholars of religion 

in Uzbekistan. Beginning with previously established contacts, I selected individuals for 

these expert interviews using snowball sampling, where each person was asked to refer 

others who might be interested in participating in the project. In two cases (reproductive 

health NGO worker, Orthodox priest), my contacts did not yield referrals, and I had to 

contact people “cold” for interviews. In all, I collected 34 framing interviews from local 

experts – 14 male and female religious leaders at various levels of authority, 3 traditional 

healers, 14 doctors and nurses (mostly gynecological and pediatric), and 3 scholars and 

NGO workers (See Appendix A, Figure A1 for a more detailed breakdown of the expert 

respondents).  

These interviews lasted from 40 minutes to 2.5 hours, with an average length of 

an hour and a half. Each interview was taped. In Tashkent, I conducted these interviews 

in Russian. Interviews in Jizzakh were conducted with the assistance of an 

Uzbek/Russian interpreter. I provided participants in these interviews with a descriptive 
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cover letter explaining my research goals. Most expert respondents were reluctant to have 

their names used in this dissertation, so I offered not to identify them in the text unless 

they specifically requested that I do so (none did). I developed a separate interview 

protocol for each type of expert in order to cover the same core topics while asking 

questions appropriate to each respondent’s occupation and expert knowledge base. As a 

part of this stage of research, and often with the assistance of the experts interviewed, I 

observed practices in delivery hospitals, neighborhood women’s clinics, and in the 

working environments of kinnachas and a tabib. I also observed formal religious 

services, women’s religious ceremonies, interactions in public space, religious and non-

religious weddings, and a series of (anti-contraception, anti-abortion) sexual and 

reproductive health classes taught in a Tashkent church. After arriving in Uzbekistan in 

mid-October 2005, I spent the first two months engaged primarily in conducting these 

observations and expert interviews before moving on to draft and finalize the focus group 

protocol. 

Focus Groups 

The next phase of the qualitative research program employed focus groups (for an 

overview of the method, see Krueger and Casey 2000; Morgan 1997; Stewart and 

Shamdasani 1990). The contributions of focus groups to social science research have 

been substantial, and their use for this topic is to generate a broad understanding of the 

multiple pathways through which religious beliefs may be translated into behaviors and 

practices related to maternal and child health outcomes. Individuals form their attitudes 

about health care practices and health-related behaviors in the context of a larger 

community. I chose to include focus groups in this project in order to gather mezzo-level 

information about the group dynamics involved in making religiously-motivated 
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decisions about health behaviors and to expand on and explain the preliminary 

knowledge available through statistical results. 

The main goal of the focus groups was to identify pathways of religious influence 

on maternal and child health, as little is known about that specific area in this context. 

The interactivity of the focus group method was key to the success of this project. 

Although religious identity seems to be an ultimately private decision, religious practices 

are adopted socially and for a variety of reasons. Observing group interaction and 

perceptions of public norms and sanctions is critical for understanding the adoption of 

concrete maternal and child health-related practices stemming from perceptions of others' 

positive or negative religiously-motivated reactions. I hoped to learn how people 

interactively work out the process by which religious knowledge is spread (or co-opted), 

followed (or not followed), and has an effect on maternal and child health outcomes (or 

does not). Also, because little research has been done on this general question, the 

generation of multiple ideas about potential pathways was beneficial near the start of this 

project (Morgan 1997). An additional goal for the focus group discussions was to refine 

the preliminary interview protocol by identifying important beliefs and behaviors to 

pursue further in the in-depth interviews. The focus groups were instrumental in 

uncovering situations in which certain people see religion as important for maternal and 

child health. Information on the how religion may come to bear on maternal and child 

health also helped me to select additional relevant experts and settings for observation. 

In all, 8 focus groups were conducted with 8 to 10 participants each in Tashkent 

and in a cluster of villages in the Jizzakh region.12 Each respondent was given the 

equivalent of $2 in local currency to help with transportation and to partially compensate 

                                                 
12 Although I had originally intended to select two villages near Tashkent, colleagues pointed out potential 
problems with access and suspicion of a foreign researcher. Ultimately, I chose to conduct this research in a 
village where I had good connections through a long-term colleague and would be assured access. 
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them for the time spent participating in the focus group discussions. Both in Tashkent and 

in the villages, groups were conducted with 1) Muslim, Uzbek-speaking women with 

grandchildren, 2) Muslim, Uzbek-speaking women without grandchildren, and 3) 

Muslim, Uzbek-speaking men. In Tashkent, there were two additional groups: 1) non-

Muslim, Russian-speaking men and 2) non-Muslim, Russian-speaking women. As I 

explain in more depth below, these group divisions were selected both to facilitate open 

conversation between participants and to allow for meaningful comparisons across 

groups (Krueger and Casey 2000; Morgan 1997). The same focus group guide (See 

Appendix C, Figure C.1) was used with each of the groups in order to examine views on 

religious influences on family planning, maternal health, and child health. Each group 

was conducted by a native Russian or Uzbek speaker, and I observed the six women’s 

groups, taking notes during each session.13 Signed consent forms (Appendix B) were 

obtained from all participants prior to the start of the groups. Before each group, 

participants also completed a short questionnaire to collect background information. (See 

Appendix A, Figure A2 for full information on participants.) All sessions were audio 

recorded and transcribed into Russian, and I then translated them into English. In 

Tashkent, the focus groups were conducted in the conference room of a centrally-located 

private office. In Jizzakh, the focus group discussions were held in a large room with a 

table in a detached building adjacent to the home of the family that housed me for my 

time in the village. 

                                                 
13 Based on the advice of local colleagues and given the sensitive nature of the information discussed, I left 
the discussion room before the start of the men’s groups. 
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Protocol Development and Moderator Training 

The focus groups were planned with assistance from a local research group14 to 

cover perceptions of official religious perspectives on the treatment of pregnant women; 

contraception and abortion; the care of children; health behaviors such as drinking, 

smoking, drug use, and nutrition; and ideas about how individual behavior is shaped by 

group norms within religious communities. I structured these questions and prompts into 

clusters and introduced them in an order that would make sense to respondents, 

presenting the more sensitive or personal questions toward the end of each section 

(Lofland et al. 2006). 

The focus group guide was designed to elicit new responses from participants, 

especially regarding potential pathways linking religious beliefs and behaviors to 

maternal and child health outcomes, through the use of carefully planned prompts. I 

included planned prompts on most questions to elicit responses on topics identified in the 

literature review and through conversations with experts when respondents did not 

mention these topics spontaneously (McCracken 1988). I refined my preliminary focus 

group guide based on early observation, formal conversations with experts, and casual 

conversations with local colleagues. I then did the initial translation of the protocol into 

Russian myself. Next, I discussed each question in detail with a native Russian speaking 

social scientist, and together we edited the protocol to sound more natural, while 

preserving the full meaning. (See Appendix C for the final focus group protocol.) I 

employed a professional translator and native Uzbek speaker to translate the Russian 

                                                 
14 Although my language skills would have allowed me to moderate the Russian focus groups myself, I 
chose not to do so chiefly to encourage men and women to speak openly by maintaining a higher level of 
linguistic and cultural similarity between moderators and participants. Preserving a more natural group 
dynamic was more important than having the control afforded by stepping in as moderator.  
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protocol into Uzbek. He was in constant dialogue with me throughout the translation 

process. 

After the focus group guide was finalized and translated into Russian and Uzbek, 

I began to work with a group of experienced focus group moderators. All moderators 

were from Tashkent and were native speakers of the group language. Each moderator 

worked with an assistant who took notes during the discussions and managed group 

logistics during the session. We met several times to discuss the protocol and the overall 

goals of this project. All of the moderators who worked on this project had a great deal of 

experience conducting focus groups, both in marketing and in social science research 

settings. I reviewed information about the logistics of the structure and goals of the 

planned groups with the moderators and also gave them copies of the protocol to review, 

a summary of the guiding questions for this stage of the research, and a description of the 

preliminary coding scheme describing the type of data I hoped to collect. After they had 

gone over these documents, I met again with each moderator separately to discuss the 

planned groups. Going through the protocol question by question and prompt by prompt, 

I clarified any remaining uncertainties the moderators had regarding the intent of specific 

questions, and I described the purpose and goal of each set of questions.  

Recruitment and Group Construction 

Purposive sampling was used to select non-expert participants ages 18 or older, 

with at least one child, who met the language and religious affiliation requirements for 

each group and who were not acquainted with one another. Groups were separated by 

gender, religion/language, and, for women, family status. Through a local research 

organization, ten experienced recruiters were hired to locate respondents for the five 

Tashkent groups. In the villages, a single recruiter well-connected in the region found 

respondents for the remaining three groups. Because of the nature of a social life in a 
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small village environment, it was impossible to find unacquainted group participants 

within a single village in Jizzakh. I hired a car and invited respondents from nearby 

villages to reduce the number of participants who were acquainted, but I still had to relax 

the restriction in some cases to allow people who had met to participate, provided that 

they were not relatives, neighbors, friends, or very close acquaintances (as recommended 

by Krueger and Casey 2000). 

The focus group sampling approach sought to facilitate open communication 

within groups and allow for comparison of attitudes across groups. Especially for 

questions relating to sex, contraception, and pregnancy in Uzbekistan, it was important to 

allow men and women to speak separately. I also expected to gather different types of 

information from women and men. Because Muslim women in Uzbekistan generally 

have less interaction with official religious leaders and go to mosques much less often 

than men, men have (or may be able to claim to have) unique access to religious 

information, potentially including information related to maternal and child health 

(Barrett 2007). In addition to ease of communication within groups, the split by gender 

was driven by my interest in understanding how husbands make and influence decisions 

with consequences for the health of their wives and children. 

Specifically, I wanted to explore how religious restrictions and requirements 

relate to gender dynamics in maternal and child health decision-making within the 

family. In preliminary expert interviews, I was repeatedly cautioned to distinguish 

between “authentic” Islam and Islam as it might be used by various individuals to justify 

their own interests by selectively sharing religious knowledge or bending interpretations 

of rules and regulations. One possibility suggested was that men might invoke religion as 

justification for their personal preferences regarding maternal and child health issues, 

such as decisions about contraception, abortion, diet and medical treatment of pregnant 
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women and young children, household duties of women, or perhaps even a broad 

justification for obedience to the husband. Focus groups conducted separately for men 

and women increased the chances of accessing this type of information, as some people 

might be more comfortable discussing this phenomenon on the community level in a 

group of peers than on a personal level in an initial one-on-one interview. 

The second focus group division was by language and religion. I designed 

separate groups so that people of the same religious faith (Muslim or Christian) would be 

together in one group and so that native Russian speakers and native Uzbek speakers 

would be able to speak the language they were most comfortable with during the focus 

group discussion. This improved interactivity within the group and also allowed for 

meaningful comparison across groups. These selection requirements maximized open 

discussion by increasing the amount of basic shared religious attitudes and experiences 

within groups. I selected only non-atheist participants, but I did not make any effort to 

select only actively religious focus group participants, as my conversations with local 

experts confirmed that formal, public religious participation is low among many 

segments of the population. The rationale in selecting respondents identifying with some 

religious affiliation was that even those who are not especially religious should be able to 

contribute to discussions of what it means to be religious and what, in their opinion, their 

religion has to say about maternal and child health. Within Tashkent city, the main 

religious groups are Muslim (77.3%) and Christian15 (21%) and the main ethnic groups 

are Uzbek (68.1%) and Russian (18.7%). In the country as a whole, the percentage 

Muslim increases to 96.1% (Mutalova and Newby 2004). Although it was not a 

requirement in the selection process that participants in the non-Muslim group be of any 

                                                 
15 These Christians are largely Orthodox, but the surveys used the coarser response category of “Christian.” 
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specific religious affiliation, all participants in these groups identified themselves as 

Orthodox. 

Third, after many conversations with colleagues and other experts working in 

Uzbekistan, I made the decision to divide the Muslim women’s groups based on family 

status. There is generally a great deal of social distance between daughters-in-law and 

mothers-in-law in Muslim households, and multiple local experts advised against 

including women in both of these roles in the same focus group. The specific concern 

was that the younger women would tend to defer to the older women and fail to 

participate fully in the group discussions about their experiences with contraception, 

pregnancy, and child-rearing. The attitudes and behaviors of mothers-in-law can have a 

great deal of influence on the health of their daughters-in-law and grandchildren, 

especially in the co-residential situations that are more common among Muslim families 

(see Chapters 5). Further, there is reason to suspect that perceptions of religious tradition 

and regulation might be related to the authority of mothers-in-law and other elders over 

younger women in the family (Tokhtakhodjaeva 1995). Grouping these women with 

peers should encourage both younger and older women to share their experiences with 

these issues and promote feelings of openness and shared experience while minimizing 

anxiety about being judged by dissimilar others. Many households span several 

generations, and it could be a complex task to determine whether a certain woman should 

be classified as a mother-in-law or a daughter-in-law, because many women fill both 

roles simultaneously. Because many of the roles of mothers-in-law that were of interest in 

this study begin only after grandchildren come into the family, I split the Muslim 

women’s groups based on whether or not a woman had grandchildren. Among non-

Muslim groups, young families are more likely to live independently from the parents of 

the husband, so the influence of the older generations on younger women may be less 



 68 

immediate. I chose to combine non-Muslim, Russian-speaking women of different family 

statuses in the focus group discussions. 

In-depth Interviews 

Focus group participants were selectively followed up with in-depth interviews 

based on individuals’ contributions to the focus groups. The interviews examined the 

micro level of analysis with the goal of determining the precise mechanisms of 

transmission of religious belief into maternal and child health outcomes. I used the focus 

group results to construct more specific questions about religious beliefs and practices as 

they relate to the health behaviors and health care of mothers and children. I planned the 

interviews with the goal of adding depth to explanations of religious influences on family 

planning and maternal and child health and probing issues that emerged during the focus 

groups. This provided a richer understanding of how individuals draw connections 

between religion and behaviors related to maternal and child health in daily life. As 

Morgan (1996: 134) has noted, this combination of focus groups followed by individual 

interviews with the same respondents “...has the advantage of first identifying a range of 

experiences and perspectives, and then drawing from that pool to add more depth where 

needed.” Despite the many strengths of the focus group method, it is also possible that 

individuals will be less likely to communicate their thoughts on certain sensitive topics in 

front of a group of peers than in the context of a one-on-one individual interview (Axinn 

and Pearce 2006). Because of this, the use of focus groups for this project allows me to 

determine, to some extent, differences between practices and attitudes that are readily 

shared in a public space and those that respondents reserved for a more private setting. 

At the conclusion of each focus group session, moderators told the group 

participants that I was interested in conducting follow-up interviews with selected 

respondents and asked them if they would be interested in being contacted again. The 
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focus group discussions were transcribed immediately after their completion, and I then 

began preliminary analysis of these transcripts, using the NVivo qualitative data analysis 

software package to identify key themes and points for clarification. These preliminary 

analyses were very important for informing both participant selection and protocol 

construction for the in-depth interviews. I initially coded the focus group transcripts by 

individual respondent and by central themes on religious influences on family planning, 

maternal health, and child health. This allowed me to easily see the total input of a single 

group participant and to examine respondents’ participation by social and demographic 

attributes. Based on background characteristics and individual contributions to the focus 

groups, I selected a total of 28 participants in Tashkent and Jizzakh for semi-structured 

in-depth interviews. I chose four respondents from each group of Muslim women in 

Tashkent and Jizzakh (16 total) and three from each of the remaining groups (Muslim 

men in Jizzakh and, in Tashkent, Orthodox men, Muslim men, and Orthodox women – 12 

respondents in total), with an emphasis on selecting respondents with varied views on the 

given prompts and those who were active in discussing themes on which I hoped to gain 

clarification or expansion. Whenever possible, to provide contrast, I also selected 

respondents in order to reflect the diversity of the focus group participants in terms of 

social and demographic characteristics and attitudes toward religion and health 

(McCracken 1988). After selecting the interview respondents, I contacted them to make 

arrangements to meet.16 In almost all cases, these people were still willing and able to 

participate in an individual interview. In Tashkent, the follow-up interviews were 

conducted at the respondent’s home, my home, or at a centrally located private office, 

according to the respondent’s preference. Both because of time constraints due to 
                                                 
16 Only three participants in the group of Uzbek-speaking daughters-in-law in Tashkent agreed to be 
contacted for an additional interview. Because my research plan involved interviewing 4 women from this 
group, I conducted an interview with a woman who was originally recruited to participate in the group but 
who did not participate because the group was at maximum size when she arrived. 
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working the interpreters’ schedules and based on recommendations of a local colleague 

(the focus group recruiter in Jizzakh), most of the interviews in Jizzakh were conducted 

in the same central location that was used for the focus groups. Lack of public 

transportation was a problem in Jizzakh, so I hired a local man with a car to pick up 

respondents who lived farther than walking distance from the main interview location. In 

Tashkent, I conducted all of the interviews in Russian. The Jizzakh interviews were 

conducted with the assistance of an Uzbek/Russian interpreter who traveled with me from 

Tashkent. 

The basic interview schedule was expanded from the focus group protocol to 

include issues that emerged as important in the course of analyzing the focus group data. 

In each interview, I gathered detailed information about the respondent's experiences with 

family planning, pregnancy and childbirth, antenatal and postnatal care, health practices 

during pregnancy, and caring for young children (see Appendix C, Figure C2). I was 

especially interested in asking about religious beliefs and practices, specifically as they 

relate to power dynamics between family members and choices regarding health care and 

health behaviors. As with the focus group protocol, I did the initial translation of 

interview questions into Russian, refining the phrasing through discussions with a native 

Russian speaking colleague. 

Using the same standardized protocol in each interview allowed me to compare 

content on key issues across the 28 individual interviews. The same core topics were 

covered in each interview and I asked the same key questions, but I did not place 

restrictions on how long we would focus on each issue. The order of questions was also 

mostly standardized, although, sometimes a respondent would naturally move to speaking 

about a topic out of the usual sequential order and I would move that block of questions 
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up in the interview to keep up the flow of conversation.17 Respondents were paid the 

equivalent of $5 in Uzbek currency to provide partial compensation for the time spent 

participating in the interview. Most interviews ranged from 1.5 to 2.5 hours, with a few 

lasting up to 3 hours. As soon as possible after the completion of each interview, I 

completed a field note on the interaction and any issues or themes that I hoped to follow 

up on later. I conducted these interviews in Russian,18 audio-recorded them, and 

transcribed them into English. 

                                                 
17 I began each interview with an explanation of the purpose of the interview and a short introduction, since 
this was the first time I interacted directly with the participants. I also provided a review of the consent 
form, assured participants that everything they said would be kept confidential, and attained permission to 
take an audio recording of the meeting. (See Appendix B, Figure B2 for the consent form used before the 
interviews.) 
18 For interviews conducted in Jizzakh, I worked with an Uzbek/Russian interpreter who was familiar with 
the goals of this project and the interview protocol in advance. The Uzbek portions of these interviews were 
later transcribed into Russian, and I translated those transcripts into English. 
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Table 3.1. Overview of Focus Group Sample, Proportions or Means by Group 
  

 Tashkent Jizzakh  
 Muslim Orthodox Muslim  
 MIL DIL Men Women Men MIL DIL Men Total 

Age 52.80 32.36 35.50 30.00 42.63 55.11 34.63 50.89 41.48 
Marital status           
    Married .50 .82 1.00 .70 .75 .67 1.00 1.00 .80 
    Widowed .50 .18 .00 .20 .13 .33 .00 .00 .16 

    Divorced .00 .00 .00 .10 .13 .00 .00 .00 .04 
Number of 
Children 3.10 2.09 2.20 1.50 1.00 6.89 4.00 6.67 3.37 
Lives with MIL .00 .55 .00 .00 .00 .22 .50 .00 .16 

Lives with DIL 1.00 .00 .10 .00 .00 .89 .00 .33 .29 
Higher Education .50 .45 .50 .20 .25 .00 .13 .56 .33 
Employed .40 .64 .70 .40 .75 .22 .75 .56 .55 
Religious 
Affiliation           

    Islam 1.00 1.00 1.00 .00 .00 1.00 1.00 1.00 .76 
    Orthodoxy .00 .00 .00 1.00 1.00 .00 .00 .00 .24 
Religious 
Attendance           

    > Weekly .00 .00 .10 .20 .00 .11 .00 .56 .12 
    Monthly .20 .09 .30 .10 .25 .33 .13 .00 .17 
    Several 
Times/Year .80 .82 .60 .50 .50 .56 .88 .44 .64 

    < Yearly .00 .09 .00 .20 .25 .00 .00 .00 .07 
Influence of 
Religion           
 on Decisions in 
Life           

    Very Strong .40 .55 .30 .20 .00 .78 .13 .57 .37 
    Not Very Strong .60 .45 .70 .80 1.00 .22 .88 .43 .63 
 Agreed to 
Interview .90 .36 1.00 .90 1.00 1.00 .75 1.00 .85 

N 10 11† 10 10 8 9 8 9 75 
Notes: † The sample includes one respondent who was interviewed but was not in the focus group discussion. 
MIL = mothers-in-law. DIL = daughters-in-law.  
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Characteristics of Participants 

Table 3.1 summarizes overall characteristics of participants in the focus groups. I 

collected this information using pre-focus group questionnaires asking about social and 

demographic background characteristics as well as religion.19 Across groups, respondents 

are from 20 to 76 years of age, and the average age is 41.5. Eighty percent of the sample 

is married, with most of the remainder being widowed. Respondents have from 1 to 10 

children, and the mean number of children is 3.4. The group-specific average number of 

children is lower among groups in Tashkent (1 to 3.1) than in the village (4 to 6.7). Half 

or more of both samples of Muslim daughters-in-law report currently living with their 

mothers-in-law, and the vast majority of mothers-in-law in the sample report living with 

at least one daughter-in-law (89% - 100%). One-third of the sample has some higher 

education or more, indicating that they are somewhat more educated on average than the 

total population (Mutalova and Newby 2004).20 Overall, almost 55% of the sample is 

currently employed, with higher percentages found among men and, for the Uzbek-

speaking sample, among daughters-in-law. 

Overall, frequent, regular public religious participation is low for both Muslims 

and Orthodox affiliates in most groups, but, across all groups, the majority of respondents 

report attending religious services more than once a year. This shows that people do 

attend public religious activities, but clearly only on special occasions or religious 

holidays. There is a great deal of variation between groups in opinions about the 

influence of religion on daily life decisions. From the Russian-speaking men’s group in 

Tashkent, where no participants thought it has a very strong influence, to the group of 

                                                 
19 See Appendix D for a more detailed listing of specific information for each participant. 
20 This is not entirely surprising, given that education levels are much higher in Tashkent city than in other 
parts of the country. 
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mothers-in-law in Jizzakh, 78% of whom rate the importance of religion in life decisions 

as very strong. 

The characteristics of the 28 individuals interviewed, on the whole, are similar to 

those of the overall sample. Participants range in age from 20 to 68 years old, and the 

mean age of interview respondents is 42.9. Over 85% of those interviewed are currently 

married, and the average number of children is 3.7. The interviewed group is also slightly 

more religious than the overall sample, measured by attendance and perception of 

religious influence. This difference is likely related to more religious people being more 

interested in the topic of this study, but it is also partly due to the study design, as more 

cases were drawn from the Muslim women’s groups, where the perceived importance of 

religion is generally higher. 

Overall, 85% of respondents agreed to be contacted about a follow-up interview, 

but there is substantial variation between groups in the percentage expressing interest in 

an individual interview. Among Muslim women, especially in Tashkent, mothers-in-law 

were much more likely than daughters-in-law to agree to participate in an additional 

interview. When the moderators questioned the groups of daughters-in-law about their 

lack of interest in a follow-up interview, the respondents discussed their childcare 

responsibilities and many other duties at home and said that they doubted that their 

mothers-in-law would allow them time off to participate. (See Chapters 5 and 6 for 

discussion of the power and authority of mothers-in-law in the family, especially over 

their daughters-in-law.) Daughters-in-law agreed to be contacted for a follow-up-

interview less often than any other group both in Tashkent (36.4%) and in Jizzakh (75%). 

If daughters-in-law tended to decline more often because of competing duties at home 

and pressure from the mother-in-law, it makes sense that this would be a larger problem 
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in Tashkent, where the size of the city and the nature of public transportation made 

participation a more complicated and potentially time-consuming task. 

ETHICAL CONSIDERATIONS 

The Belmont Report (National Commission for the Protection of Human Subjects 

of Biomedical and Behavioral Research 1979) identifies the basic ethical principles in the 

protection of human subjects in research as respect for persons, beneficence, and justice. 

In accordance with the principle of respect for persons, informed consent was practiced at 

all stages of research, and consent forms making clear the intent of the project were made 

available to respondents in both Russian and Uzbek. Respondents were informed that 

they were not required to participate in the project or to answer any questions that they 

found objectionable. After obtaining advice from multiple local researchers, I carefully 

considered the amount of the small honorarium provided to participants in order to 

remove potential logistical obstacles to participation without introducing coercion or 

imposing undue influence on respondents. 

Second, in line with the principle of beneficence, this project strove to bring no 

harm to participants. I took all necessary steps to ensure confidentiality, and my records 

did not include names or identifying characteristics of participants linked to information 

collected on their attitudes, beliefs, or behaviors. Signed consent forms were stored in a 

locked safe located in a small office complex under 24 hour security, and the full names 

on the forms were not linkable to participant questionnaires. While in the field, I decided 

to take the additional precaution of removing all participant contact information from my 

personal computer and paper files. The study design required that I retain respondents’ 

telephone numbers until the completion of the individual interviews, so I stored this 

information on a secure remote server. Finally, following the ethical principle of justice, 
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research respondents were selected for theoretical reasons to allow for useful 

comparisons and not because they were easily available or unable to refuse participation. 

As noted previously, government officials attempt to maintain tight control over 

religion and religious groups in Uzbekistan, with the government requiring all religious 

organizations to register officially through an involved and uncertain process. In terms of 

this project, widespread experiences of governmental repression undoubtedly made some 

respondents hesitant to participate in a project on religion conducted by a foreign 

researcher, and this likely had both direct and indirect effects on my research. To lessen 

this concern, I stressed in conversations with participants that the outcome of interest in 

this study was health, rather than religious organizing or political attitudes. I also spoke to 

all recruiters before and after the process, and they did not cite apprehension about 

discussing religion publicly as a common reason for respondents declining. I also asked 

the recruiters to downplay the role of religion in this project in initial contact with 

potential respondents and to make it clear that we had no interest in uncovering political 

motivations or attitudes toward the government. Given the willingness of some 

participants to talk about these issues, this step may have been unnecessary, but it is 

impossible to determine the extent to which people who agreed to participate in the 

project differed from those who did not. Those agreeing to participate might have been 

especially interested in religion or for some reason less apprehensive about discussing 

matters of faith in the present social and political climate.  

My perceptions of the research climate also influenced the way I designed focus 

groups and conducted interviews. Principally out of concern for the well-being of 

research participants, I made an effort to keep a low profile, avoiding discussions of 

government oppression or the role of the government in regulating religious practice. 

Based on human rights reports, conversations with local researchers, and my own 
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experiences, I concluded that the research climate was not conducive to exploring such 

questions. When research participants occasionally began to discuss these sorts of topics 

(such as older women recounting stories of their sons being imprisoned for religious 

reasons or a school teacher objecting to being required to report on students’ outward 

religious behavior), I listened, but I did not probe this line of conversation. Given the 

social and political climate, I was not comfortable having information (audio files and 

notes) that could potentially be used against the people who were helping me, especially 

as sharing that information with me was unlikely to benefit the respondents directly in the 

foreseeable future. 

SYNTHESIZING QUANTITATIVE AND QUALITATIVE RESULTS 

There is little work focusing on links between religion and health in Uzbekistan, 

or anywhere in Central Asia. In part because of this, both the quantitative and the 

qualitative segments of this research make important contributions to understanding 

religious influences on maternal and child health in Uzbekistan. The quantitative analyses 

used in this dissertation uncover overall associations between religious affiliation and 

maternal and child health outcomes generalizable to the national level. However, these 

findings are limited by insufficient indicators of religiosity and by small sample size for 

non-Muslims. I use multiple methods of qualitative analyses to expand upon possible 

pathways connecting religiosity to maternal and child health by exploring context as well 

as the meanings and perceptions of these connections for individuals. 

First, the qualitative results help to clarify measurement issues. The surveys used 

in the quantitative analyses were designed to assess family planning and maternal and 

child health, but they do not include careful measures of religion, a multi-dimensional 

concept. Although these data can be used to establish associations between religious 

affiliation and health outcomes, they do not provide information about the nature of 
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religion and religiosity. Perhaps especially in post-Soviet Uzbekistan, it is difficult to 

make assertions of what, exactly, it means to profess a religious affiliation. In this project, 

the qualitative results clarify what is being measured by religious affiliation and also 

move beyond the coarse survey measure to assess the influence of specific religious 

beliefs and behaviors on maternal and child health. The qualitative work also makes it 

possible to investigate maternal and child health practices, especially nontraditional 

practices, that are difficult to assess using a closed-ended survey (See Chapters 5 and 6).   

The qualitative results are also useful in uncovering cognitive linkages between 

private conceptions and public expressions of religion and health outcomes relevant for 

mothers and children. Again, the quantitative results establish associations (or the lack of 

associations) between religious affiliation and health behaviors, but the quantitative 

model is necessarily built without knowing whether people are aware of the link. Where 

the quantitative data demonstrate a relationship between variables, it is important to 

determine to what extent individuals are conscious of that relationship. In this project, I 

use focus groups and interviews to assess directly men’s and women’s perceptions of 

associations between religiosity and health.  

Third, the qualitative components of this research ensure that the voices of 

ordinary men and women are directly incorporated in this project. Including individuals’ 

voices in addition to standard indicators of women’s and children’s health allows for 

validation of quantitative indicators and triangulation in the research process. By using 

multiple sources of information, I can examine several facets of the relationship between 

religion and maternal and child health. In this dissertation, the shortcomings inherent in 

certain methods are lessened through the inclusion of methods strong in these areas. 

Triangulation through considering multiple types of data also serves to reduce some of 

the potential biases inherent in a project utilizing a single method of inquiry.  
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Finally, the present cultural context of Uzbekistan necessitates a multi-method 

approach. As social institutions, both religion and health care have undergone an 

extraordinary series of changes, reformulations, and restructuring in recent decades. In a 

unique cultural milieu, both quantitative and qualitative data are needed to determine 

overall patterns as well as the culturally specific meanings associated with religion and 

health. 

ANALYTIC PLAN 

Using the multiple methods of analysis described here, in the remainder of the 

dissertation, I repeatedly refer back to the key research questions described in Table 2.1, 

focusing specifically on establishing a relationship between multiple dimensions of 

religiosity and health outcomes and explaining these relationships in the Uzbek context. 

Each subsequent chapter draws on both quantitative and qualitative methods to answer 

relevant aspects of the primary research questions. I provide more details on the specific 

quantitative indicators of family planning, maternal health, and child health taken from 

the UDHS and the UHES within the context of each substantive chapter. 

I entered all qualitative data (field notes and transcripts from expert interviews, 

focus groups, and in-depth interviews) into the NVivo qualitative data analysis software 

package. Based on pervasive clusters of topics, I originally coded these texts into three 

broad areas reflected in the substantive chapters of this dissertation: family planning and 

abortion, maternal health, and child health. Within each of these areas, I then proceeded 

to refine the coding system, including some codes that I had set out to find and others that 

emerged naturally in the course of data analysis. More information on the basic coding 

scheme for each topic is detailed in the relevant chapter. I present both descriptive and 

multivariate findings taken from quantitative analyses and an investigation of relevant 

themes emerging from the analyses of qualitative data. In the next three chapters, I 
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discuss findings on religious influences on family planning and abortion (Chapter 4), 

maternal health (Chapter 5), and child health (Chapter 6), drawing on the quantitative and 

qualitative research to triangulate results from multiple types of data analysis. 
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Chapter 4: Religion, Health, and Family Planning Decisions 

INTRODUCTION 

The question of how religion might influence reproduction is by no means a new 

one. For decades, scholars have hypothesized that affiliation with certain religious groups 

may serve as a facilitator or, more often, an impediment to family planning and 

contraceptive adoption. No major world religion is completely silent on the issue, but it is 

important to keep in mind that religious texts do not serve as unchanging sets of 

instructions followed blindly by adherents. Rather, religious leaders, governmental 

officials, and ordinary male and female believers interpret, reinterpret, resist, manipulate, 

and synthesize religious texts and teachings, including those that relate to reproductive 

choices, as a part of daily life. This chapter draws on multiple methods to investigate 

changes over time in the use of contraception and abortion and to illuminate the processes 

through which religious beliefs and practices are linked to family planning in Uzbekistan. 

The primary goal of this chapter is to investigate the relationship between religiosity and 

family planning behaviors.  

The first research question, answered through quantitative analysis, asks whether 

the use of abortion and contraception differs by religious affiliation in Uzbekistan, and 

how this may have changed over time. The second question addressed by this chapter 

draws upon qualitative data to assess how specific aspects of religiosity come to impact 

family planning decision making for women and couples. In answering these questions, it 

is important to pay attention to conceptions of religion as a protector of health and the 

perceived role of family planning in individual health outcomes. As the nature of lived 

religion in Uzbekistan continues to change in the post-Soviet context, an important task 

of this chapter is to examine how the relationship between religion and family planning 
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outcomes may have changed over time. As public religious practice has increased, has 

religion come to have a greater influence on behavior, thus serving as a new (or growing) 

mode of differentiation in Uzbek society? 

Reproductive Health 

This chapter focuses on reproductive and family planning decisions, their 

implications, and how they may be motivated by concerns about health. At the 1994 

Cairo Conference on Population and Development, reproductive health was defined as 

much more than the lack of illness or disease, encompassing “complete physical, mental, 

and social well-being… in all matters relating to the reproductive system…” including 

the ability to reproduce how and when one chooses, with safe and convenient access to 

appropriate contraceptive methods (UNFPA 1994: section 7.2). In practice, there are 

sometimes major differences in the conceptualization of reproductive health in different 

geographic, social, and cultural contexts as well as divergence in reproductive health 

priorities held by diverse groups of women, health care providers, and institutional actors 

(Ginsburg and Rapp 1991; Obermeyer 1999). Family planning is an intricate part of 

overall reproductive health, itself a key component of overall health and well-being. Birth 

spacing and contraceptive use are associated with improved health and survivorship for 

women and children (Conde-Agudelo et al 2006; Fathalla 1993; Westhoff and Rosenfield 

1993; WHO 2006a), and reducing the demand for abortions through increasing access to 

contraceptives and decreasing unwanted pregnancies remains an important public health 

goal (David 1992). 

Religious Influences on Family Planning and Reproduction 

Most world religions view both health and reproduction as within the domain of 

religious authority. As Islam and Russian Orthodoxy are the most prevalent religious 
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confessions in Uzbekistan, it is useful to summarize the doctrinal attitudes of these 

religious bodies toward reproduction. However, it is important to keep in mind that 

dissenting opinions can be found within any religious tradition, and adherents of a faith 

may or may not internalize the group’s doctrine.  

The Russian Orthodox Church (ROC) maintains a firm stance on abortion, 

equating it with murder, but suggests compassion from the clergy in cases where the 

mother’s life is threatened by the continuation of the pregnancy. The ROC’s position on 

contraception is less absolute, allowing the use of non-abortifacient contraceptive 

methods for multiple reasons. According to the Church, contraceptive decisions should 

be made by couples in conjunction with their priest, who will consider the couple’s 

pertinent life circumstances and then make a determination about the acceptability of 

contraception for the individual couple. Nevertheless, in the view of the ROC, “human 

reproduction is one of the principle purposes of the divinely established marital union. 

The deliberate refusal of childbirth on egoistic grounds devalues marriage and is a 

definite sin” (Moscow Patriarchate of the ROC n.d.:XII.3). 

 Although Islam has often been “blamed” for slower than expected declines in 

fertility in the Arab world, the relationship is far from clear. Unlike Russian Orthodoxy, 

Islam is not organized by a single, hierarchal, formal structure of authority or 

interpretation, even within the separate schools of jurisprudence. It is impossible to 

identify a single Islamic position on contraception or abortion, as Islamic views on 

fertility and contraception vary across locations. Scholars have noted that Islam, 

especially the liberal Hanafi school, is well-suited for continually adapting interpretations 

and doctrine to account for modern circumstances (Aghajanian 1994; Obermeyer 1994; 

Offenhauer 2005; Omran 1992). The Qur’an, the primary source of religious information 

in Islam, does not specifically mention either contraception or abortion, but several hadith 
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(the tradition of the sayings and doings of the prophet Muhammad) relate to the 

permissibility of family planning (withdrawal).21  

Generally, children are highly valued in Islam, but its tenets are interpreted by 

most schools of Islamic jurisprudence as compatible with the use of most forms of 

temporary contraceptives by married couples (Hasna 2003; Omran 1992). In an analysis 

of historical Islamic texts, Omran (1992) emphasized scriptural assertions that Allah does 

not want to burden man and determined that there are multiple justifiable reasons for 

choosing to use contraception. Among these are protecting the health of the mother and 

child, preventing economic difficulties, and ensuring the family’s ability to provide for 

their children. Omran also noted that women are enjoined by the Qur’an to breastfeed all 

children for two years following birth, and that pregnancy is strongly discouraged during 

this period. This, in Omran’s opinion, amounts to a religious charge to practice 

appropriate birth spacing (Omran 1992). Sterilization, though, is more complex, and is 

most commonly thought to be religiously forbidden unless necessitated by medical 

reasons (Omran 1992; Shaikh 2003). 

Islamic ideas on elective abortion are not consistent across and within schools of 

jurisprudence. The one commonality is that all schools hold that, in the absence of a life-

threatening medical condition, abortion is forbidden after ensoulment has taken place 

(held by most to be 120 days, though a minority of jurists argue that it is 40 days) (Omran 

1992; Sachedina 1990). Preceding ensoulment, the legal schools disagree on the 

permissibility of abortion. Most Hanafi scholars view abortion before 120 days as 

religiously allowable for a variety of reasons, making the Hanafi position on abortion the 

most permissive (Bowen 2003; Katz 2003).  
                                                 
21 For example: “Jabir (Allah be pleased with him) reported: We used to practise 'azl [withdrawal] during 
the lifetime of Allah's Messenger (may peace be upon him). This (the news of this practise) reached Allah's 
Apostle (may peace be upon him), and he did not forbid us.” Sahih Muslim, Book 8, Number 3388 
(Muslim n.d.). 
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Research on Muslim societies suggests that Islamic belief and practice may 

influence demographic processes, including reproduction, in a variety of ways. Again, 

many scholars have attributed a lagged fertility decline in the Arab world to Islam, often 

with little supporting evidence. Multiple counterexamples challenge the tenability of this 

argument, including family planning successes and fertility decline in Algeria (Fargues 

2005), Tunisia (Obermeyer 1994) and perhaps most notably Iran, which experienced a 

rapid decline in fertility after the implementation of a post-revolutionary governmental 

family planning program that had the active support of religious leaders (Aghajanian 

1994; Boonstra 2001; Hoodfar 1994; Obermeyer 1994). In other contexts, where more 

religious variation allows for comparisons based on personal religiosity, researchers have 

found mixed support for an effect of religion on fertility-related attitudes and behavior 

(Iyer 2002; Johnson-Hanks 2006). Although Islamic jurists and scholars generally agree 

that Islam does not forbid contraceptive use, at the local level individual Muslims in 

certain contexts may see contraceptive use as incompatible with Islam or choose to adopt 

contraception less often than affiliates of other religions (Ali and Ushijima 2005; Hogan 

and Biratu 2004; Knodel et al. 1999; Morgan et al. 2002; Sargent 2005). Others have 

pointed to the importance of individual women’s agency in personal religious 

interpretations on the acceptability of contraception (Hirsch 2008; Keefe 2006). 

In addition to specific doctrine related to reproduction, religion may be linked to 

fertility through the broader set of norms that pervade among its members, including 

ideas about women’s status. While Islam is by no means the only religion often critiqued 

for insidiously encouraging patriarchy (cf., Brown and Bohn 1989), concerns about 

women’s place in Islam are perhaps the most pervasively expressed, especially in 

Western demographic literature. In what Obermeyer (1992:34) has termed the “fateful 

triangle,” researchers have often theorized connections between Islam, poor treatment of 
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women, and undesirable demographic outcomes. While it is perhaps a convenient 

explanation for a group of nations that tend not to fit international fertility models, 

looking for a single explanation in Islam sometimes reflects an “Orientalist” outlook 

(Said 1978), judging Islamic societies to be fatalistic and opposed to modern innovation. 

This sort of perspective “…treats as monolithic a trait that is shared by close to a billion 

people worldwide, and that has adapted to, and been affected by, diverse regional 

contexts” (Obermeyer 1992:42).  

Reduced contraceptive choice has also been linked to low women’s status, and it 

is often noted that Islam can be used either to defend women’s rights or to justify 

women’s lower status, as its texts promote gender equality but also establish distinct roles 

for men and women in daily life (Moaddel 1998; Obermeyer 1992, 1994; Omran 1992). 

Although at some times and in some contexts Islam has been linked to lower status and 

reduced reproductive choice for women, these relationships are variable and largely 

dependent on other characteristics such as the social context and structure of political 

power (McQuillan 2004; Moaddel 1998; Obermeyer 1994). However, some scholars 

argue that the repeated exclusion of women and the fundamentality of male/female 

differences in Islam make it impossible to view the religion as egalitarian with regard to 

gender (Delaney 1991). Results of qualitative fieldwork (Obermeyer 1994) and 

quantitative analyses (Morgan et al. 2002) confirm that, in practice, women’s position in 

Islamic regions is complex, but that the conception of universally low women’s status in 

Islamic nations is incorrect. Further, the links between low female status and 

demographic outcomes of high fertility and low contraceptive use are far from consistent 

in past research (Fargues 2005; Morgan et al. 2002). Islam has sometimes been cited as a 

source of son preference (e.g., Williamson 1976), but the basis for this argument is 

unclear, as no direct link between Islamic doctrine and a preference for male children has 
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been established (Omran 1992). With few exceptions, the literature on reproduction 

outcomes and religion is limited to the Middle East and Northern Africa, and there is 

great need for examinations of the relationships between religiosity and reproductive 

health in religiously and culturally diverse contexts. 

MEASURES AND CODING 

The research methodology allows me to go beyond purely quantitative 

assessments of religious affiliation and family planning by detailing individual 

conceptions of contraception and abortion as they are shaped by multiple aspects of 

religiosity. I begin with a description of measures used in the quantitative analyses, 

planned to gauge nationwide trends in use of contraception and abortion, and then 

summarize the coding in the qualitative stage of analysis, used to gain information about 

the behavioral and psychological mechanisms of transmission linking religious beliefs to 

family planning attitudes and behaviors. 

Quantitative Analysis 

The 1996 UDHS sample consists of 4,415 women, and the 2002 UHES sample 

consists of 5,463 women. In these analyses, I restrict the sample to sexually active 

Muslim or Orthodox women with no missing data on variables of interest, reducing the 

working sample to 3208 in 1996 and 3985 in 2002. When examining current 

contraceptive use, I also limit the sample to women who are not currently pregnant and 

report having sexual intercourse in the last month (2530 in 1996 and 3322 in 2002).22 

Religion 

In this chapter, I explore the importance of religious affiliation, the key 

independent variable, and other background characteristics for predicting current and past 
                                                 
22 Sampling weights are applied to the data, and clustering is taken into account using Stata 9’s survey 
analysis commands. 
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use of contraception and abortion. Only broad religious affiliation (Muslim, Christian, no 

religion, or other) is measured in both of these surveys. In order to make meaningful 

comparisons, individuals listing their religious affiliation as anything other than Muslim 

or Christian (other and “not religious”) have been excluded from the sample.23 As in 

many contexts, traits of ethnicity and religious affiliation overlap closely in Uzbekistan,24 

and it is extremely difficult, if not impossible, to separate influences of ethnicity from 

influences of religious affiliation in the quantitative analysis.  

Dependent Variables 

The dependent variables considered are ever use of modern contraception, current 

use of modern contraception, lifetime experience with abortion, and abortion use in the 

last ten years. Respondents are asked whether they have ever used each method they 

report as familiar (spontaneously or when prompted). They are then asked if they are 

currently using a method. Those who report use of female sterilization, the pill, the IUD, 

injectables, condoms, or other forms of modern contraception25 are considered to have 

used (or currently be using) a modern method. To gauge abortion history, I use two 

dichotomous variables indicating whether or not respondents reported a pregnancy 

ending in abortion a) during her lifetime and b) in the ten years preceding the survey.  

                                                 
23 33 respondents to the 2002 UHES and 46 respondents to the 1996 UDHS reported no religious 
affiliation. Combining both surveys, 13 women had a religion other than Muslim or Christian. 
24 When the sample is limited to those reporting Uzbek or Russian ethnicity, the weighted correlation 
between Islamic affiliation and ethnicity is .97 in the 1996 UDHS and .94 in 2002 UHES. 
25 Other modern methods include male sterilization, implants, female condom, diaphragm, foam/jelly and 
emergency contraception, which were grouped under “other modern method” in 1996, and listed separately 
in 2002. The lactational amenorrhea method is not coded as a modern method in these analyses, because 
the variable was operationalized differently in the two surveys. The measures of ever use and current use of 
modern contraceptive methods are identical to the DHS summary measures for modern contraceptives in 
1996 (when lactational amenorrhea was not included), but differ from the summary measures in 2002. 
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Control Variables 

Other independent variables included are age, wealth, education, employment, 

and parity. I compare women younger than 25 years of age and those 40 and over to the 

reference category of women 25-39 years old. To examine wealth, I constructed a scale 

using the sum of household ownership of eight items (telephone, electricity, radio, 

television, refrigerator, bicycle, motorcycle, and car).26 Following the process detailed by 

Bollen et al. (2002), I added one to the total number of goods in the household and took 

the natural log of the resulting score. Education is dichotomized with those with a 

university or institute degree compared to those with less education, and the number of 

living children a woman has is included as a continuous variable. Because of the very 

small numbers of non-Muslims living in rural Uzbekistan and because important factors 

in making family planning decisions are likely to vary by residence status, I present 

separate models for rural and urban residence. 

Qualitative Analysis 

In the qualitative section of analysis in this chapter, I draw on data collected 

through observation, expert interviews, focus groups, and follow-up in depth interviews 

with Muslim and Orthodox men and women. As I explain in Chapter 3, the purpose of 

the observation and expert interviews was to establish a framework of potential pathways 

of influence of religion to be followed up in focus groups and in depth interviews with 

ordinary men and women. For this chapter, the main goal of the focus groups was to 

identify pathways of religious influence on use of contraception and abortion, as little is 

known about that specific area, while the purpose of the follow-up interviews was to add 

depth to explanations of religious influence on family planning and probe issues that 

                                                 
26 Information on additional durable goods is available in the 2002 survey (dishwasher, freezer, washing 
machine, vacuum, tape recorder, video player, video camera, camera, satellite antenna, sewing machine, 
knitting machine, and personal computer), but I use only the eight items available on both surveys. 
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emerged during the focus groups. Five topics emerged in the analysis of the qualitative 

data as important for relating religious beliefs and practices to family planning decisions: 

number of children, acceptability of abortion, acceptability of contraception, changes in 

religious perspectives on family planning, and contraceptive decision making in the 

family. I coded the qualitative data on each of these main themes, and I use them to 

organize the presentation of qualitative findings in the results section. 

RESULTS 

Quantitative Analysis 

Descriptive analyses (not shown) reveal that the urban sample is 88% Muslim in 

1996 and 91% Muslim in 2002. Ever use of modern contraception is high, with 75% of 

sexually active urban Muslim women (N=1489), 82% of sexually active urban Christian 

women (N=145), and 79% of sexually active rural women (N=2351) reporting ever 

having used a modern method. In 1996, 57% of non-pregnant Muslim women and 68% 

of non-pregnant Christian women living in urban regions who were sexually active in the 

last month were currently using a method of modern contraception when surveyed. 

Additionally, it is clear that women use contraception for stopping or spacing births, 

rather than to delay first births. Of currently married women with no children (N=273 in 

1996 and N=294 in 2002), just 4.7% in 1996 and 3.5% in 2002 were currently using 

modern methods of contraception.27  

The Muslim/Christian gap in contraceptive use appears to be closing and 

potentially reversing in 2002, with 63% of sexually active (last 30 days) Muslim urban 

women currently using modern contraception, compared to 53% of urban Christian 

women. Overall increases in current contraceptive use between the two surveys appear to 

                                                 
27 As the samples include only 23 married urban Christian women without children in 1996 and 8 in 2002, 
there are clearly insufficient cases to calculate reliable estimates by religious affiliation. 



 91 

be due exclusively to higher adoption of modern methods by the Muslim population. A 

substantial differential in abortion remains, as 33% of the ever pregnant urban Muslim 

sample and 56% of the ever pregnant urban Christian sample report having an abortion in 

the ten years before the survey (compared to 26% and 59% in 1996).28 

                                                 
28 Although this appears to show a slight increase in abortion between surveys, Sullivan 
and Kamilov (2004b) assert that this is likely due to undermeasurement of abortion in 
1996. 
 



 92 

 

Table 4.1. Logistic Regression Predicting Ever Use of Modern Contraception, 1996 
and 2002 

  Urban   Rural  
 1996 2002 1996 2002 

Religion         
    Christian (ref) 1.00  1.00      
    Muslim .26 *** .31 ***     
Age         
    Under 25 .53 *** .80  .40 *** .55 *** 
    25-39 (ref) 1.00  1.00  1.00  1.00  
    40 or Older .42 *** .34 *** .33 *** .23 *** 
Material Well-being Score 
(logged) 2.21 ** 1.06  1.78 * 1.24  
Education         
    < Higher Education (ref) 1.00  1.00  1.00  1.00  
    Some Higher or More 1.35 † 1.99 *** .87  1.62  
Works Outside the Home 1.35 * 1.06  1.41 * 1.16  
Number of Living Children 1.71 *** 2.55 *** 1.47 *** 2.51 *** 
         
N 1227 1634 1981 2351 
*** p<.001, ** p<.01, * p<.05, † p<.1 

Source: 1996 Uzbekistan Demographic and Health Survey, 2002 Uzbekistan Health Examination Survey 
Notes: Ref = reference category. The sample is limited to sexually active women. Results are presented 
as odds ratios. Variance inflation factor is under 1.9 for all sub-samples.  

To explore these relationships in more depth, in Table 4.1, I report logistic 

regression results for ever use of modern contraception. These results reveal a negative 

association between ever use of contraception and Muslim religious affiliation. In 2002, 

the odds of ever use of contraception was almost 70% lower for Muslim women than for 

Christian women living in urban areas (p<.001). With increases in contraceptive 

prevalence among Muslim women, key determinants of ever use have changed. In urban 

areas, while age and parity continue to be important and the effect of higher education 

increases, wealth and work status are no longer significant. Unlike in the model for urban 

women, the effect of higher education on ever use of contraception remains non-

significant for rural women in 2002. As in the urban models, age and parity continue to 
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be important indicators, while the importance of household material well-being and 

outside work declines. 
 

Table 4.2. Logistic Regression Predicting Current Use of Modern Contraception, 
1996 and 2002 

  Urban   Rural  
 1996 2002 1996 2002 

Religion         
    Christian (ref) 1.00  1.00      
    Muslim .44 *** .99      
Age         
    Under 25 .66 † .85  .52 ** .44 *** 
    25-39 (ref) 1.00  1.00  1.00  1.00  
    40 or Older .32 *** .31 *** .31 *** .34 *** 
Material Well-being Score 
(logged) 1.63 † 1.65 † 1.45 † 1.04  
Education         
    < Higher Education (ref) 1.00  1.00  1.00  1.00  
    Some Higher or More .97  1.05  .84  1.54  
Works Outside the Home 1.43 ** 1.06  1.55 ** 1.29 * 
Number of Living Children 1.29 *** 1.58 *** 1.30 *** 1.31 *** 
         
N 944 1298 1586 2024 
*** p<.001, ** p<.01, * p<.05, † p<.1 
Source: 1996 Uzbekistan Demographic and Health Survey, 2002 Uzbekistan Health Examination Survey 
Notes: Ref = reference category. The sample is limited to non-pregnant women who report being 
sexually active in the last month. Results are presented as odds ratios. Variance inflation factor is under 
1.8 for all sub-samples.  

Table 4.2 shows the results of a logistic regression predicting current use of 

modern contraceptives among non-pregnant women sexually active in the last month. In 

urban areas, the effect of religious affiliation changes substantially between surveys. In 

1996, Muslim affiliation reduces the odds of currently using a modern method of 

contraception by almost 60% (compared to Christians), controlling for other variables in 

the model (p<.001). By 2002, this effect disappears. Ancillary analyses show that, in the 

bivariate case, the relationship between Islamic religious affiliation and current 

contraceptive use is positive but only marginally significant (p<.1). The models for both 

urban and rural women show that age and parity remain important for explaining current 
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use. The effect of work outside the home, a strongly significant positive predictor of 

current contraceptive use in 1996, is not statistically significant in 2002 for urban women. 

Age and parity have consistently strong effects on the current use of modern 

contraception. For both urban and rural women, older (sexually active) women are less 

likely to currently be using contraception, while younger women are less likely to be 

using a modern method only in rural areas. 
 

Table 4.3. Logistic Regression Predicting Lifetime Abortion Experience, 1996 and 
2002 

  Urban   Rural  
 1996 2002 1996 2002 

Religion         
    Christian (ref) 1.00  1.00      
    Muslim .32 *** .55 **     
Age         
    Under 25 .25 *** .25 *** .11 *** .21 *** 
    25-39 (ref) 1.00  1.00  1.00  1.00  
    40 or Older 1.34 † 1.39 * 1.41 † 1.97 *** 
Material Well-being Score 
(logged) 1.42  .74  2.77 *** 2.50 *** 
Education         

    < Higher Education (ref) 1.00  1.00  1.00  1.00  
    Some Higher or More 1.37 * 1.18  1.38  1.01  

Works Outside the Home 1.34 * 1.20  1.38 † 1.02  
         
N 1125 1540 1835 2224 
*** p<.001, ** p<.01, * p<.05, † p<.1 

Source: 1996 Uzbekistan Demographic and Health Survey, 2002 Uzbekistan Health Examination Survey 
Notes: Ref = reference category. The sample is limited to women who have ever been pregnant. Results 
are presented as odds ratios. Variance inflation factor is under 1.3 for all sub-samples.  

I present results for logistic regression models of women’s abortion experience in 

Table 4.3. Results for urban women indicate that religious affiliation has a strong effect 

on abortion. Net of other factors in the model, Muslim women’s odds of ever having had 

an abortion are reduced by 68% in 1996 and by 45% in 2002 compared to Christian 

women (p<.001 in 1996, p<.01 in 2002). Ancillary analyses show that this relationship 

exists in the bivariate case, and is virtually unchanged by adding socio-demographic 



 95 

controls. For both urban and rural women, age is a consistently important predictor of 

abortion, with older women having increased odds of ever having had an abortion. 

Wealth is significant for explaining abortion only in rural areas, perhaps suggesting an 

issue of uneven access to abortion services among rural women in terms of household 

resources.  
 

Table 4.4. Logistic Regression Predicting Abortion in the Ten Years Preceding the 
Surveys, 1996 and 2002 

  Urban   Rural  
 1987-1996 1993-2002 1987-1996 1993-2002 

Religion         
    Christian (ref) 1.00  1.00      
    Muslim .27 *** .40 ***     
Age         

    Under 25 .29 *** .26 *** .14 *** .24 *** 
    25-39 (ref) 1.00  1.00  1.00  1.00  
    40 or Older 1.46 * 1.67 ** 1.81 ** 2.81 *** 
Material Well-being Score 
(logged) 1.49  .79  3.19 *** 2.00 ** 
Education         

    < Higher Education (ref) 1.00  1.00  1.00  1.00  
    Some Higher or More 1.25  1.03  1.34  .85  

Works Outside the Home 1.64 ** 1.10  1.29  1.07  
         
N 889 1175 1613 1832 
*** p<.001, ** p<.01, * p<.05, † p<.1 

Source: 1996 Uzbekistan Demographic and Health Survey, 2002 Uzbekistan Health Examination Survey 
Notes: Ref = reference category. The sample is limited to women who were pregnant in the 10 years 
preceding the survey. Results are presented as odds ratios. Variance inflation factor is under 1.2 for all 
sub-samples.  
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 Does the relationship between religious affiliation and abortion utilization 

continue to hold in recent years, or is the effect of religion a statistical artifact based 

mostly on abortions occurring many years in the past? In Table 4.4, I examine the use of 

abortion for pregnancies ending during the ten year periods preceding each survey, 

finding that the effect of religion remains highly significant, substantively and 

statistically. For women with pregnancies ending 1993-2002, Muslims were much less 

likely (60% less) than Christians to report having an abortion. The effects of other 

socioeconomic characteristics are largely consistent with the results for ever having an 

abortion. 

Qualitative Analysis 

Going beyond the overall association between religious affiliation and family 

planning practices established in the quantitative analysis, the qualitative analysis allows 

for the examination of the pathways by which religion comes to influence family 

planning decisions and of how these may change over time. In this section, I first discuss 

issues related to religious influences on the desired number of children and the 

acceptability of abortion and contraception. Next, I summarize perspectives on changes 

over time in the influence of religion and in religious perspectives on family planning. 

Finally, I outline views on who in the family is responsible for reproductive health 

choices. 

Number of Children 

Across all focus groups, one of the initial responses when asked what religion 

might contribute to discussions of the appropriate number of children was the phrase, “As 

many as God will give, that is how many children there will be in the family.” However, 

groups differed in their interpretations of this statement and its application to daily life. 



 97 

Although there were several mentions of the need to be grateful for all the children Allah 

sends to you in both groups of Muslim grandmothers, the difficulty of having and raising 

many children in today’s world was noted by all four groups of Muslim women. One 24-

year-old Muslim woman living in Tashkent with 1 child remarked, “Now life is hard. 

Today 2 or 3 children is enough” (Ozoda,29 24-year-old Tashkent Muslim daughter-in-

law, focus group). Reasons given for this difficulty included rising costs of caring for 

children, economic difficulties, and, in the urban groups, a deterioration of the 

environment, as summarized by one group participant:  

In our religion it is said that the more children the better. Now here they have 
begun to organize the births of children. Intervals. It is related to economic 
problems, to ecology, and other things. Shoira, 40-year-old Tashkent Muslim 
mother-in-law, focus group. 

Muslim men were generally less sure of what, if anything, the texts of their 

religion might say about family size. Although one Tashkent participant noted that people 

have the number of children granted by Allah, the group reached consensus that there is 

probably nothing written or spoken in Islam directly relating to ideal family size. Others 

responded that some planning is necessary even though Allah ultimately determines the 

number of children. One man later explained in an individual interview that his view on 

needing to plan ahead for the number of children one is able to support is based on the 

idea that Islam does not encourage parents to have more children than they can provide 

for adequately: 

You know that many children are required, yes. But like always there is also some 
commentary to that. If you read it attentively, you will find that it says, “The more 
the better, if you can provide normally for your children.” And to provide for 
[them] normally – in the first place the child must be healthy. Then he must be fed 
well at least. Olim, 54-year-old Tashkent Muslim man, individual interview. 

                                                 
29 Throughout this dissertation, pseudonyms are used for all participant names in order to 
protect confidentiality. 
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Rural men also asserted that there is nothing in Islamic doctrine that directly relates to the 

ideal quantity of children, but several participants expressed the idea that Allah decides 

the number of children in a family. “Allah says that every person will have as many 

children as God himself determines” (Azizbek, 60-year-old Jizzakh Muslim man, focus 

group). In both men’s and women’s Orthodox groups in Tashkent, participants 

emphasized the importance of individual desire for children:      

Moderator: What do you think, does your religion say something about the 
number of children that should be in a family? 

Nikolai: No. Everything depends only on the wishes of and on the concrete health 
and wealth of the family. Nikolai, 52-year-old Tashkent Orthodox man, focus 
group.   

Acceptability of Abortion 

Across groups, participants and religious leaders agree that both Islam and 

Orthodoxy are strongly opposed to abortion. The majority of participants in all groups 

reported that allowances would be made for abortion in cases of severe threat to the 

woman’s health. All but one religious leader interviewed (an otin-oyi in Jizzakh) said that 

abortion is religiously allowable, though not desirable, if it is absolutely necessary to 

protect the woman’s health. The view that religion is opposed to abortion was expressed 

most strongly in the group of urban Muslim men and in the urban and rural groups of 

Muslim women without grandchildren, where multiple participants asserted that abortion 

is murder: 

Inside you is a normally developing child, and if you have an abortion it is the 
same as if you murdered him. Such is written in religious books. Gulnoza, 36-
year-old Jizzakh Muslim daughter-in-law, individual interview. 

 Several participants in male and female non-Muslim groups asserted that there is 

a more tolerant relationship to abortion in society and stressed the need to consider 
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pragmatically individual situations, especially in terms of health and economic 

conditions, in deciding whether or not to have an abortion: 

Everything does not always end well. Sometimes a woman necessarily goes for an 
abortion. Lena, 25-year-old Tashkent Orthodox woman, focus group. 

Acceptability of Contraception 

In many groups, there was uncertainty about religious positions on contraception. 

Interestingly, in Tashkent, the majority of interpretations that religion unilaterally forbids 

contraception were made by non-Muslim groups, and some participants in the female 

non-Muslim group felt that contraception is not allowed specifically because it harms the 

health of the woman. A few women in this group said that priests had become more 

tolerant, though not fully accepting, of contraception in recent years in order to prevent 

abortions. The male non-Muslim group could not think of any religious texts or beliefs 

that related to the use of contraception, although one participant said that Orthodoxy’s 

extremely negative view of abortion should translate to a similar disapproving stance on 

contraception. Several men suggested that it might be better to ask such questions of 

women. 

 Female Muslim participants without grandchildren in Tashkent expressed the 

strongest opinion on this subject, reaching consensus that temporary contraception is 

allowed in Islam and that sterilization is forbidden. The majority of participants 

expressed a positive view of contraception, especially to protect their health: 

[I]f God has given, give birth. But all the same it is necessary to use protection 
and think about taking care of yourself. You should not give birth every year. 
Mashkura, 37-year-old Tashkent Muslim daughter-in-law, focus group.  

Both in the focus group discussion and in a subsequent interview, the above respondent 

explained that using contraception is not only necessary to take care of oneself in a 
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physical sense, but to avoid a situation in which you might be forced to commit the larger 

sin of abortion, a view expressed by several other women in individual interviews: 

I have used protection through my husband for 11 years because I know that if I 
got pregnant I could not have an abortion and it would be necessary to give birth. 
I am afraid to have an abortion – it is a big sin... I say to my husband, “if suddenly 
I get pregnant, then I cannot have an abortion – it is a big sin and I am afraid to do 
that. If it is necessary for me to have an abortion, then the sin lies on you.” 
Therefore my husband looks for ways to protect himself. Mashkura, 37-year-old 
Tashkent Muslim daughter-in-law, focus group. 

Other respondents shared the view that contraception is necessary in order to prevent 

being faced with the decision of whether to have an abortion or have a child they could 

not afford to raise: 

For us, abortion is considered a sin; therefore a person must plan his family. It is 
necessary to protect oneself. Therefore so as not to have an abortion… Ra’no, 27-
year-old Tashkent Muslim daughter-in-law, individual interview. 

 A few participants mentioned a preference for natural, non-hormonal means of 

contraceptives, such as breastfeeding. One respondent noted that the calendar method 

would be desirable from the perspective of health, but that it is forbidden in Islam 

because it involves refusing to engage in sexual intercourse with the husband at certain 

times of the month. In Tashkent, both the group of Muslim men and the group of Muslim 

women with grandchildren expressed doubt that there is any specific mention of 

contraception in Islamic texts.  

In all three rural groups, participants supported the idea that there is nothing 

written specifically about contraception in Islamic texts, but that preventing pregnancy is 

generally not allowed in Islam. During individual interviews, respondents expressed 

stronger opinions and were split in their interpretations of the religious acceptability of 

contraception. Most respondents chosen from each group of women asserted that Islam is 

opposed to all methods of contraception: 
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 [Religion] does not allow [using contraceptives]. It is forbidden to do anything so 
that there will not be a child. It is a sin. Lola, 39-year-old Jizzakh Muslim 
daughter-in-law, individual interview.  

For some of these women, the idea that their religion condemns limiting births is in 

conflict with what they see as the current necessity of using contraception: 

My mother-in-law tells me that because I had an IUD inserted, in the next life I 
will answer for it. I don’t know. Maybe I will answer for that in the next life. 
Dilfuza, 36-year old Jizzakh Muslim daughter-in-law, individual interview.  

The interviewed rural men expressed generally uncertain and divergent views. A few 

interview respondents noted that religion has no place in family planning, and therefore 

does not forbid or permit the use of contraception. In almost all of the individual 

interviews, rural men and women said that, as nothing concrete is written or spoken 

regarding family planning, their opinions were not absolutely firm and they do not know 

what religious leaders might say about contraception. 

Changes in Religious Perspectives on Family Planning 

In each group of women in Tashkent, participants remarked on the possibility of 

reinterpreting religious texts with regard to contraception in the context of modern 

circumstances: 

It is said that it is necessary to observe everything according to what is possible to 
you. It  (the Qur’an) was written at the time of Muhammad. Now there is a very 
big difference in time. Now everything is different. Therefore it is necessary to 
observe these laws, proceeding from what is possible to you. Malina, 24-year-old 
Tashkent Muslim daughter-in-law, focus group. 

Especially in the group of Muslim women with grandchildren, women also noted that the 

clergy are changing their views on contraception because of the difficulties of having 

children in today’s world:  

Now religious management is kind of making a few concessions, fatwa, on the 
permissibility of contraception. It is given because of the economic recession, so 
as not to increase difficulties. If all clergy during juma namoz (Friday prayers)… 
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said that in the Qur’an there is such a place about contraception, then many 
people would adhere to that. Durdona, 66-year-old Tashkent Muslim mother-in-
law, focus group.  

Such opinions on a relaxing of religious views were rarely expressed among rural 

respondents, and only when specifically probed in individual interviews. 

 Male and female Muslim leaders said that contraception is allowable in Islam, 

referring to mentions of withdrawal in the hadith30 and noting that what Allah ordains 

will come to pass regardless of the human intervention of contraception. In contrast to the 

popular perception of changing views on family planning among Muslim religious 

leaders, the leaders themselves, especially mullahs, tended to stress the continuity over 

time in religious perspectives on contraceptive practices: 

JB: Can [a woman] use [contraceptive] methods to prevent pregnancy? Is it 
written somewhere?  

Mullah: She may. Earlier when our great-grandmothers did not know about IUDs 
and other methods of preventing pregnancy, they read in the Qur’an, in the 
hadiths that they could prevent pregnancy with the help of rings or bracelets that 
they wore on their arms. Mullah, Jizzakh. 

While asserting that Islam does allow contraception, overall, most religious leaders were 

clear that the permanent practice of contraception, or stopping behavior (either through 

the use of sterilization or extended use of contraceptive methods), is not allowed in Islam 

except when a woman is not healthy enough to give birth. Mullahs and otin-oyis said that 

it is permissible for a healthy woman to use contraception for a period of several years 

after bearing a child, and that the exact timing should be determined by her health status. 

The variability in acceptable patterns of contraceptive use based on individual 

circumstances may be related to women’s popular perceptions of increased flexibility on 

the part of Muslim religious leaders, especially when considered in conjunction with 

widespread beliefs about the declining health status of women. 
                                                 
30 See footnote 21. 
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Contraceptive Decision-making 

The different focus groups varied markedly in their perceptions of who in a 

family had the right and responsibility to make decisions regarding contraception and 

abortion. Both non-Muslim groups agreed that, ultimately, these decisions were made by 

women themselves, sometimes with input from their husbands or other family members. 

The non-Muslim male group expressed disinterest and lack of knowledge about how 

women come to decisions about family planning. Several Orthodox women noted that it 

would be better if men would also think about contraception and not put all the 

responsibility of using contraception on women, “as many methods of contraception 

harm the health of women.”  

 The consensus was quite different in the male and female Muslim groups in 

Tashkent, all of whom agreed that the final say about contraception must lie with the 

husband: 

In the Qur’an it is written that even if you are a disciplined Muslim woman and 
you do everything correctly but you don’t have harmony in your family then you 
will never go to Heaven. Therefore, in the first place it is necessary to get the 
consent of your husband. He must be satisfied with you... Therefore it is always 
necessary to ask the permission of your husband and get his consent on abortion, 
on protection against unwanted pregnancy, and so on. Fatima, 58-year-old 
Tashkent Muslim mother-in-law, focus group. 

Although both Tashkent women’s groups did say that the woman has a voice in the 

decision-making process, the final decision was invariably attributed to her husband. 

Women gave examples of this both when the husband was opposed to and in favor of 

using contraception: 

I think that my family is modern but my husband is categorically opposed to 
contraceptive pills. He considers that it is hormonal and does not allow me to use 
them. Without permission of the husband we cannot use contraceptive drugs 
regardless of the fact that it is a modern family. He considers that it will harm my 
health and to some degree the husband is the boss – without his permission I can’t 
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do anything. Everything depends on the husband. Barno, 35-year-old Tashkent 
Muslim daughter-in-law, focus group. 

I told my husband that I will give birth – our daughter is already 3.5 years old. 
But he said no. He has his own plan and until that he will not allow me. My 
husband tells me that “2 children is enough for us.” For me the decision about 
contraception is made by my husband. Ozoda, 24-year-old Tashkent Muslim 
daughter-in-law, focus group.  

It is important to note that women did not view their husbands as having unconditional 

authority over their reproductive decisions. In the case of health concerns preventing a 

woman from giving birth, several Muslim women noted in individual interviews that it is 

both accepted by society and condoned in religion for the woman to use contraception 

(such as the IUD or pill) without her husband’s knowledge or permission if necessary. 

 The three rural groups diverged in ideas about which family member is 

responsible for contraceptive decisions. Both women’s groups reached almost full 

consensus that it is the woman alone who is responsible for making decisions regarding 

contraception: 

We leave the decision to her. When she herself wants to, then she will stop taking 
injections. We are ashamed to tell her to remove the IUD if she has one. We do 
not have such conversations – we are embarrassed. Nigora, 55-year-old Jizzakh 
Muslim mother-in-law, individual interview. 

The rural men consistently asserted that contraceptive decisions are made jointly between 

a husband and wife. Muslim women in all groups linked obedience to their husbands with 

religious requirements. Although many participants disagreed with the woman who 

remarked that, “In religion it is written that the husband is the second God,” all agreed 

that being a good Muslim woman required deference to the husband. 

CONCLUSION 

In this chapter, I set out to answer two key research questions. First, quantitative 

analyses demonstrated that contraceptive use has changed in the past decade, especially 
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for Muslim women. Ever use and current use of modern contraceptives has increased 

among Muslim women, both in overall prevalence and, in urban areas, relative to the 

contraceptive use of Christian women. In fact, in this sample, the current contraceptive 

use for sexually-active women who are not pregnant is 10% higher for Muslim women 

than for Christian women. Multivariate analysis demonstrated no significant effect for 

religious affiliation on current use in 2002. However, significant religious differentials 

remain for abortion use among urban women. Examining both lifetime experience with 

abortion and the use of abortion in the ten year period preceding each survey, I find that 

religious affiliation continues to be a very strong predictor of abortion. Although the 

difference declined between the surveys, Muslim women remain much less likely than 

Christian women to report any abortion experience or the use of abortion in the past ten 

years.  

Although religion remains a significant predictor of ever use of modern 

contraceptives net of socio-demographic characteristics (with Muslims being less likely 

to report use), I did not find a significant effect for religious affiliation on current use in 

2002. The difference between the effect of religion on ever and current use may be partly 

explained by the inclusion of all women who were ever sexually active and pregnant 

women in the ever use models. If those women who are no longer sexually active were 

making their contraceptive decisions in a period characterized by a larger religious 

differential in contraceptive use, it makes sense that religion might continue to show an 

effect on ever use even if religion is no longer associated with differing rates of 

contraceptive adoption. Additionally, the same result might be seen if currently pregnant 

women, excluded from the current use models, are both less likely to use contraception 

and more likely to be religious.  
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My second research question involves examining how specific religious beliefs 

and behaviors influence decisions about contraception and abortion. Given that Muslim 

focus group participants were more than twice as likely as their non-Muslim counterparts 

to report that religion has a very strong influence on daily life, it is not surprising they 

also expressed more concern about religious views on family planning. One interesting 

theme in these results involves Muslim women, chiefly in Tashkent, taking religion’s 

fervent opposition to abortion as a strong endorsement of contraception. Especially 

regarding results on abortion, I do find some support for the particularized theology 

hypothesis. Respondents often explained that they knew that abortion was forbidden from 

reading religious texts or talking with religious leaders, and that religious people avoid 

abortions because of fear of divine punishment. 

Multiple respondents noted the impossibility of having large numbers of children 

given present circumstances of economic difficulties, environmental deterioration, and 

compromised health. Especially among Muslim groups in Tashkent, women viewed these 

circumstances as reason to reinterpret religious texts regarding family planning. Many 

women asserted that their clergy had taken note of the situation and changed their views 

on contraception in order to protect the health of women and the well-being of the family. 

This reported flexibility puts an interesting twist on the interaction hypothesis; with 

increasing perceptions of economic difficulties associated with raising children, religious 

regulations on family planning may be actively adapted to retain authority while fitting 

with present circumstances. Evidence presented here suggests that religious actors, 

including ordinary men and women and clergy members, may have been instrumental in 

closing the religious gap in contraceptive use. 

Although the responsibility for family planning decision-making may rest with 

men in some Muslim households, these results indicate that Islam is not necessarily an 
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obstacle to improvements in either reproductive or sexual health for women. This is clear 

both in the assertion that the religious unacceptability of abortion can represent a 

motivation for using contraception and the emphasis many urban research participants 

place on the flexibility of religious thought. Additionally, in results not discussed here, 

the majority of Muslim respondents emphasized the health-protective nature of Islam for 

all of its followers (See Chapters 5 and 6). The participation of religious leaders 

alongside doctors in mid-1990s Russian and Uzbek language reproductive health media 

campaigns indicates that the Uzbek government has already enlisted support of some 

religious leadership in its family planning initiative. This project makes a theoretical 

contribution through a careful examination of religion and family planning decisions in a 

geographic and ideological context often ignored in research on reproduction. A further 

contribution is made by the project’s use of mixed methods, allowing for a deep and 

contextualized interpretation of results while framing the findings in terms of overarching 

trends on the national level.  

Reaching women directly is one obstacle likely to be faced by any organization 

seeking to improve sexual and reproductive health in conjunction with the official 

religious leadership. In many regions of Uzbekistan, the mosque is attended only by men, 

and women do not generally feel that they have access to assistance from mullahs, 

particularly on matters related to sex and reproduction. While work with men is 

important, perhaps especially in this context, reaching women solely through their 

husbands is very problematic. In addition to reading primary sources and receiving 

religious information from their husbands, women report learning about religion through 

short brochures detailing appropriate behavior in daily life that are sold on the street and, 

sometimes, from interaction with otin-oyis, a group also identified by Peshkova 

(2005:20) as potential “entry points for health promotion and education in Islamic terms.” 
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Unfortunately, based on conversations with mullahs, otin-oyis, regional religious 

scholars, and research participants, it seems that international organizations currently 

seeking to work with religious leaders or to engage religion directly in their programs 

might face resistance from the government or reluctance from participants based on fears 

connected to the current governmental crackdown on religious extremism, and enlisting 

the help of otin-oyis, who often work unofficially, might prove difficult. 

The primary implication of this research for policy makers and health care 

workers in the region regards the importance of religious beliefs in health-related 

decision making. Cultural and religious practices in Uzbekistan are intrinsically linked, 

and both may be tied to family planning choices. By developing knowledge of the 

associations between religious affiliations, beliefs, and behaviors and family planning 

practices and by understanding the potential pathways of this influence, assistance groups 

can better take advantage of preexisting assets and develop better capacity for preparing 

for obstacles in the promotion of improved sexual and reproductive health. 
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Chapter 5: Religion and Maternal Health 

INTRODUCTION 

What is the association between religion and maternal health, and how can this 

relationship be explained? This chapter explores the extent to which religion affects 

women’s health, especially as it relates to maternal physical well-being. In this chapter, I 

discuss the link between religious beliefs and behaviors and maternal health outcomes, 

drawing on both quantitative and qualitative data sources. Key topics explored include 

the transitions to marriage and motherhood, behaviors making up a healthy lifestyle, and 

medical care decision-making. These topics emerged as important through the process of 

conducting the quantitative and, especially, the qualitative analysis. As in the previous 

chapter, I investigate religious affiliation in the quantitative models, addressing my most 

basic research question: What is the overall association between religious affiliation and 

maternal health in this population? I begin by displaying quantitative tests for overall 

associations between religious affiliation and variables linked to marrying and becoming 

a mother, the adoption of healthy behaviors, and utilization of medical care. Adding 

socio-demographic control variables allows me to begin to answer my second question: 

Are these relationships, in fact, reflecting influences of the respondent’s other (non-

religious) background characteristics? Finally, by testing interactions between religious 

affiliation and other independent variables in the models, the quantitative analysis 

addresses the question of whether the influence of religious affiliation differs by 

socioeconomic status or demographic characteristics. 

The qualitative segment of the analysis is not limited to religious affiliation; it 

extends the analysis conducted using quantitative data through the incorporation of 

information about the importance of specific religious beliefs, behaviors, and community 
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memberships. I use the qualitative analysis of data collected through observation, focus 

group discussions, and interviews to answer a more complex set of questions concerned 

with pathways of influence between religion and maternal health.  For example, does the 

relationship between religiosity and maternal health-related behaviors depend on specific 

religious beliefs held by Muslim and Orthodox participants in the study? On secular goals 

associated with a religious group and motivated by something outside religion? Is there 

an influence on health simply because of the sharing of information related to health and 

health care among coreligionists? Does social or financial support provided through 

religious networks influence individuals’ health behaviors and attitudes? 

In defining the topic of religion and maternal health, I have in mind a larger 

“window of observation” than pregnancy alone. In addition to the more narrow definition 

of maternal health as women’s health during and immediately following pregnancy, this 

chapter is also concerned with women’s health issues occurring before pregnancy (or 

between pregnancies) that are likely to come to bear on fertility or health during 

pregnancy in the future. I chose to include certain health indicators assessed in the 

preconception period because previous work indicates that preconception health is crucial 

in determining subsequent health outcomes during pregnancy (Kent et al. 2006). This 

chapter examines the influence of religion on women’s transitions to marriage and 

motherhood, adoption of health behaviors, and pregnancy and delivery health care 

choices.   

The youngest age at which marriage is generally legal in Uzbekistan is 18 for men 

and 17 for women, and, in exceptional cases, governmental approval may be granted to 

reduce the age of consent by up to one year (Supreme Court of the Republic of 

Uzbekistan 1998: section ii, chapter 3, article 15).31 Both a bride price and a dowry (in 
                                                 
31 This indicates a reduced legal age at marriage, especially for young women, since the Soviet period. 
Under Soviet power, the minimum age at marriage was set at 18 years for both men and women. Countries 
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the form of household products, clothing, fabric, etc.) may be exchanged before a 

marriage (Louw 2007; Sievers 2002), though there is substantial regional variation and 

little conclusive research at the national level for how common these practices are. After 

marriage, it is common among Uzbek families for the new daughter-in-law to co-reside, 

at least for a period of several years, with her husband’s parental family (Aubel 2003; 

Kandiyoti 2003; Mee 2001). In an important study of the influence of grandmothers on 

maternal and child health in Uzbekistan, Aubel and colleagues (2003) found that older 

women in the family yield a high degree of authority, and this authority often extends to 

control over the health care decisions of their daughters-in-law. 

Marriages in Uzbekistan are often arranged by family members (Louw 2007), and 

unions of people younger than the legal marriageable age may be consecrated in Islamic 

marriage ceremonies (nikoh) and left unregistered with the state (Ibragimova 2003; Louw 

2007). Although some families may choose not to register a marriage in order to avoid 

paying associated fees (Kandiyoti 2003), it is possible that families may sometimes opt to 

have a mullah perform nikoh specifically to get around laws on the minimum age at 

marriage (HRW 2001). Early marriage, especially when followed by childbearing at an 

early age, is associated with a range of physical health problems and serious 

complications for both the young mother and her child (UNICEF 2001). With support 

from international organizations, the government of Uzbekistan has identified early 

marriage as a problem area to target for change in order to reduce rates of maternal and 

infant death (Ahmedov et al. 2007).  

Marriage may be followed in short order by intense family pressure for a young 

wife to demonstrate her worth through having a child (HRW 2001; UNICEF and State 

                                                                                                                                                 
of the Soviet Union were able to establish a different minimum age at marriage in their individual laws. 
The Kazakh and Kyrgyz SSRs reduced the legal age for marriage to 17 years during Soviet times, but 
Uzbekistan did not reduce it from 18 years until after independence (Zickel 1991). 
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Statistical Committee of the Republic of Uzbekistan 2007). Although Barbieri et al. 

(1996) point to a long term trend (since 1920) toward women marrying at later ages in 

Uzbekistan, some have reported early marriages occurring with increased frequency in 

Uzbekistan in recent years, especially among those who are less well off economically 

(Mee 2001). In addition to class, there are other substantial differences in timing of 

marriage and childbirth by individual background characteristics. Previous work indicates 

differentials in age at marriage by ethnicity, education, and region (Agadjanian and 

Makarova 2003). Agadjanian and Makarova (2003) found little variation in the amount of 

time between first marriage and first birth by background characteristics, with the notable 

exception of a large ethnic differential; compared to ethnic Uzbeks, women of European 

ethnicities wait longer after marriage before their first birth. Additionally, Anderson and 

Becker (2008) find that, although religious differences may have declined in recent years, 

Christians in Uzbekistan marry later than Muslims and wait longer after marriage to have 

a first birth. 

By declaring 1999 the “Year of Women” and 2001 the “Year of Mother and 

Child” in Uzbekistan, the government of Uzbekistan emphasized its efforts to improve 

the social position of women generally, and of mothers in particular. Antenatal care 

coverage is very high (UNICEF and State Statistical Committee of the Republic of 

Uzbekistan 2007), and, despite the process of limited privatization, most care during 

pregnancy has remained state supported (State Statistical Committee of the Republic of 

Uzbekistan 2008). From early in the pregnancy, pregnant women in Uzbekistan receive 

antenatal care that is free, at least nominally, as part of the government’s guaranteed 

primary care package. Both urban and rural women give birth almost exclusively in state-

run delivery hospitals (State Statistical Committee of the Republic of Uzbekistan 2008), 

while antenatal care is provided by physicians and nurses at local polyclinics in urban 
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areas and at a variety of types of hospitals and medical posts in rural areas (Nazirov and 

Semenov 2004). Antenatal care in Uzbekistan is highly standardized and closely 

monitored, and women in Uzbekistan almost universally receive at least some antenatal 

care during pregnancy (UNICEF and State Statistical Committee of the Republic of 

Uzbekistan 2007). The frequency of antenatal care visits, at least in the 1996 UDHS 

(ancillary analysis), was much more variable depending on respondents’ education, 

ethnicity, and residence status. More recent evidence also indicates differences by region, 

respondent’s education level, ethnicity, and, to a lesser degree, household wealth, in the 

receipt of specific services (UNICEF and State Statistical Committee of the Republic of 

Uzbekistan 2007).  

In this chapter, I ask what role religion plays in decisions related to becoming a 

mother, choices of health behaviors, and preferences for health care services during 

pregnancy and delivery. I also ask to what extent the familial authority of elders in 

general, and specifically of mothers-in-law, may be based on or justified by 

interpretations of religious doctrine.  

MEASURES AND CODING 

Quantitative Analysis 

Religion 

Throughout the chapter, the key independent variable in the quantitative analyses 

is religion, operationalized by the only measure of religiosity available – affiliation. As in 

the previous chapter, all analyses are presented separately by urban or rural location. In 

urban areas, I compare Muslims to Christians,32 omitting the very small number of people 

reporting another affiliation or no religious affiliation (1996: N=1457 Muslims, 201 

                                                 
32 Primarily Orthodox, but prompted and reported only as “Christian.” 
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Christians. 2002: N=1971 Muslims, 167 Christians).33 It is impossible to assess the 

influence of religious affiliation in rural areas using these data, as over 99% of rural 

women responding to the 1996 UDHS or 2002 UHES are Muslim. For completeness and 

comparison of other effects in the models, I present separate models for women living in 

rural areas, without looking for differences by religion (1996: N=2722. 2002: N=3288). 

In ancillary analyses using pooled data from both surveys, I also tested interactions 

between each independent variable and survey year to determine whether the changes in 

effects between surveys are statistically significant, and I report significant differences in 

footnotes to the relevant sections of the text of this chapter. 

Dependent Variables 

In the first section of results, I examine age at marriage and the time to first birth 

following marriage. Age at marriage, measured in years (months of age divided by 12), is 

derived from the date of the interview and the reported date of first marriage,34 while the 

first birth interval is measured by the difference in months between the date of the first 

marriage and the first birth (for the 98% of women whose first birth occurred after 

marriage). 

The next section explores health behaviors, with a focus on health behaviors 

during pregnancy. To provide an overall context for the presentation of qualitative 

findings focusing on health behaviors during pregnancy, I include quantitative models 

predicting drinking behavior and nutrition status for all women. To measure drinking 

behavior, respondents were asked whether or not they consumed alcoholic beverages in 

                                                 
33 33 respondents to the 2002 UHES and 46 respondents to the 1996 UDHS reported no religious 
affiliation. Only 13 women, combining both surveys, affiliated with a religion other than Islam or 
Christianity. 
34 The final reports for both the 2002 UHES and the 1996 UDHS claim that “marriage” in the surveys 
refers to both civil and religious ceremonies. In this chapter, I treat both “married” or “living as married” as 
“married.” 
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the 12 months preceding the survey. Information on alcohol behavior was collected in 

2002 but not in 1996.35 To gauge nutrition status, I use measures of women’s body mass 

index (BMI) calculated in both surveys from measures of height and weight (weight in 

kilograms/height in meters squared). Using the World Health Organization guidelines 

used in the 2002 UHES summary report (Stallings and Tureeva 2004; WHO 1995), I 

compare women who are underweight (BMI < 18.5) and women who are overweight 

(BMI > 25.0) to women in the normal weight-for-height range (BMI > 18.5 and <25.0). 

Finally, when exploring religious effects on health care decisions, I assess 

antenatal care using the 1996 UDHS. For each birth reported in the last three years, 

women were asked how many antenatal care visits they received during that pregnancy. 

Unfortunately, data on antenatal care were not collected in the 2002 survey. I compare 

those with fewer than 5 or more than 10 visits to the majority category, those reporting 5-

10 visits.36 

Control Variables 

In all multivariate models in this chapter, I control for socio-demographic 

characteristics, family structure variables, and women’s autonomy.37 Control variables 

used in this chapter are age, age at first marriage, household wealth, education, current 

marital status, work outside the home, parity, co-residence with mother-in-law, and 

women’s decision-making ability in the household. 

                                                 
35 Although this measure is fairly broad, it is the most precise measure of alcohol consumption available. 
The 2002 UHES also includes a series of questions on problem drinking behaviors (drinking first thing in 
the morning, losing friends due to alcohol), but almost none of the respondents report having these 
experiences. 
36 Although it would be desirable to make a finer distinction regarding the adequacy of prenatal care (for a 
critical review of adequacy of care indices, see Alexander and Kotelchuck 1996), the relatively small 
number of births reported in the last three years, particularly in urban areas, makes dividing the outcome 
into additional categories problematic for these analyses. 
37 Variables included differ based on the outcome variable. (For example, current parity should not be 
included as a predictor of outcome variables that preceded it chronologically, such as age at marriage or 
time to first birth.) 
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Exact age (age in months divided by 12) and age at first marriage are calculated 

from the woman’s date of birth, the date on which she was interviewed, and her reported 

date of first marriage. To examine wealth, I constructed a scale using the sum of 

household ownership of eight items (telephone, electricity, radio, television, refrigerator, 

bicycle, motorcycle, and car) using the calculations explained in Chapter 4. Women with 

two or more children are compared to those with less than two, women with higher 

education are compared to those with less education, and women who are currently 

married or living with a man are compared to single and formerly married women. I 

control for current work status by including a dummy variable for those women who 

usually work away from the home and report currently working. Parity is dichotomized 

by comparing women who have had less than two live births in their lifetimes to date to 

those with two or more. In 2002, women were asked about whether specific members of 

their husbands’ families, including his mother, lived together with them. In 1996, women 

were not asked this question, so I constructed a variable for co-residence with mother-in-

law using information on each household member’s relationship to the household 

head.38,39 

                                                 
38 For instance, if a woman responding to the 1996 UDHS was the wife of the household head and another 
household member was the mother of the household head, then that woman co-resided with her mother-in-
law. This estimation is not a perfect measure of co-residence with mother-in-law, because in at least four 
situations it would be impossible to determine whether or not a respondent’s mother-in-law resided in the 
household. If the female respondent’s relationship to the household head is a) other relative, b) daughter, c) 
sister, or d) mother-in-law, the relationship of her own mother-in-law to the household head would be 
undefined (“other relative” or “other”). However, situations in which a woman related to the household 
head in one of these ways would also reside with her mother-in-law are likely to be extremely rare, and 
comparisons of the two coding schemes for the 2002 UHES show that the variables are similar, whether 
constructed from household relationships or taken from the directly asked question on co-residence 
(correlation=.93). 
39 Although there is reason to suspect some degree of multicollinearity a) between age and education and 
b) age and co-residence with mother-in-law, the correlation between these variables is low for all included 
models (always below .2), and the effects of these variables are not substantially altered when including 
them simultaneously in the model. 
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Using a series of questions available in the 2002 UHES on women’s household 

decision-making ability, I also constructed a scale reflecting the number of decisions on 

which the woman reports having the “final say.” These decisions are the woman’s own 

health care, large household purchases, daily household purchases, visiting family, 

visiting local friends, food preparation, and women’s work for pay. I coded each decision 

as 1 if the respondent alone had the final say and 0 otherwise. I then took the sum across 

decisions to create a scale ranging from 0 to 7 (Cronbach’s alpha = .82).  

As I discuss in more depth in Chapter 3, the quantitative and qualitative elements 

of this project address different aspects of the core research questions and work together 

to provide a more complete understanding of religious influences on maternal and child 

health in Uzbekistan. The quantitative analyses test for overall relationships between 

religious affiliation and transitions to marriage and motherhood, consumption of alcohol, 

smoking, and women’s nutrition (BMI) – answering the core research question of 

whether or not there are observable relationships between religion and health-related 

behaviors and outcomes in this population. The qualitative analyses take these topics 

further, uncovering potential pathways of religious influence. I present additional 

quantitative results on the utilization of antenatal care to give an overall context for 

qualitative results linking religion to health care decisions.  

Qualitative Analysis 

After the initial coding of qualitative material into the maternal health division 

(see Chapter 3 for a description of the broad coding scheme used for the qualitative data), 

I re-read selections of transcripts from expert interviews, focus groups, and follow-up 

individual interviews pertaining to maternal health. Within this section, three major 

themes emerged as pathways through which religion may influence various aspects of 

maternal health at different points in the pregnancy and childbearing process: 
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transitioning to marriage and motherhood, adopting health behaviors during pregnancy, 

and making decisions related to medical care. In addition to these three areas of 

influence, an overarching theme of young women’s ability to make health-related choices 

became clear in the process of coding the qualitative data. Inspired in part by ancillary 

quantitative analyses40 linking Muslim affiliation to reduced household decision-making 

scores for women, I also coded the data on this theme of autonomy and influence. In the 

context of the three main themes of analysis, I present findings regarding how religious 

affiliation, belief, and behavior may come to influence power relationships in the family 

related to maternal health decision-making. This fourth theme influences the health 

behaviors analyzed in each of the three main points discussed above (marriage and 

motherhood, health-related behaviors, and medical care utilization), so I have chosen to 

present findings concerning women’s autonomy within these contexts, rather than 

summarizing religious effects on autonomy and influence separately.  

In this chapter, especially, the quantitative analysis was influenced heavily by the 

qualitative findings. While most of the basic quantitative outcomes of interest were 

determined before conducting the qualitative analyses, the models were incomplete. For 

example, the pervasiveness of the influence of mothers-in-law on nutrition and health 

care utilization and how these relationships may be partially grounded in religious belief 

became clear only during the qualitative stages of this project. After observing this theme 

during the qualitative analysis, I realized the importance of including a measure of co-

residence with mother-in-law in the quantitative models. Additionally, I decided to 

include quantitative tests of an effect for religious affiliation in the transition to marriage 

                                                 
40 In ordinary least squares models not presented here, Muslim women had the final say on an average of 
2.3 fewer household decisions (of 7 total decisions) than did Christian women in urban areas (p<.001). The 
coefficient for Muslim affiliation is reduced in size but not significance (-1.81, p<.001) after controlling for 
education, economic well-being, marital status, work outside the home, parity, and co-residence with 
mother-in-law. 
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and motherhood only after qualitative findings pointed to differences between Muslim 

and Orthodox respondents regarding interpretations of the importance of motherhood. 

Because the final models for the quantitative analyses were developed in conjunction 

with the qualitative analyses around the topics of the transition to motherhood, health 

behaviors, and health care choices, I present findings from both types of analyses around 

each of these topics, in sequence, in order to gain a better understanding of religious 

influences on maternal health. In terms of order, I begin by exploring religious influences 

on transitions to marriage and motherhood. Second, I examine beneficial and detrimental 

health behaviors, focusing specifically, especially in the presentation of qualitative 

findings, on the effect of religion on attitudes about health behaviors during pregnancy. 

The final section of results focuses on attitudes and decisions related to the utilization of 

health care services during pregnancy and delivery.   

RESULTS 

Transition to Marriage and Motherhood 

As it is in many cultures worldwide, motherhood is an important social role in 

Uzbekistan, heavily imbued with symbolic meaning and practical consequences for 

women’s identities, rights, and responsibilities. The importance of this role in a young 

woman’s life may influence timing of marriage and marital births, and overall treatment 

in the family. 

Motherhood and Religion 

Although respect for and obedience to parents is by no means unique to Islam as a 

religion, there is a special emphasis on the role and rights of the mother in the Qur’an and 

hadith (Barlas 2002). Even without a specific set of questions on the importance of 

becoming a mother, respondents brought up the topic with notable regularity in focus 
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groups and interviews. The importance of motherhood is often closely tied to religion, at 

least for Muslim participants in this project, who viewed child bearing as a religiously 

desirable undertaking. Across age and residence groups, ordinary Muslim men and 

women as well as religious experts often discussed the religious significance of 

motherhood. These views were most commonly and concretely expressed by male and 

female religious leaders, especially in Jizzakh. Mullahs and otin-oyis often recounted one 

or more of the hadiths or interpretations of ayat (e.g., 4:1, 31:14, 46:15)41 regarding 

motherhood: 

One of the Prophet’s follower’s mothers fell seriously ill. And he, having lifted 
her on his shoulders, went on the Hajj and walked around Kaaba seven times. And 
afterwards he is tired, exhausted, because it was very hot and muggy. He goes to 
the Prophet and asks, “Have I shown enough respect for my mother?” to which 
the Prophet answered that, “You have not done even half of what your mother did 
when you where in her belly.” Such a large amount of respect should be for 
mothers. Mullah, Jizzakh 

The importance of the mother’s role in Islam was sometimes taken as a starting 

point for discussing women’s health, whether within the mosque or among the general 

population. This idea was exemplified in the organizational approaches described by a 

female religious leader who used her religious authority to convince women of the 

importance of their health and by a worker at a national NGO working for the 

improvement of reproductive and sexual health who adopted a culturally conscious 

strategy of using the strong role of mothers in Islam to encourage good treatment of 

women, generally. Likewise, Muslim men in Tashkent and in Jizzakh also stressed 

                                                 
41 4:1 (Yusuf Ali translation) “Oh mankind! Reverence your Guardian – Lord who created you from a 
single Person, created, of like nature, his mate, and from them twain scattered (like seeds) countless men 
and women;  – reverence God, through Whom ye demand your mutual (rights), and (reverence) the wombs 
(that bore you): for God ever watches over you.” 31:14 “And We have enjoined on man (to be good) to his 
parents: in travail upon travail did his mother bear him, and in years twain was his weaning: (hear The 
command), “Show gratitude to Me and to thy parents: to Me is (thy final) Goal.” 46:15 “We have enjoined 
on man kindness to his parents: in pain did his mother give him birth. The carrying of the (child) to his 
weaning is (a period of) thirty months…” 
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motherhood as the first role of women in Islam, explaining how this role makes them 

deserving of good treatment, protection, and respect:  

Now they publish many translations of the Qur’an, [and] it is said on television, 
on the radio, not to treat women like slaves. That it is necessary to respect them. 
That they are future mothers, that it is necessary to respect mothers, sisters, 
daughters, daughters-in-law. Otabek, 60-year-old Jizzakh Muslim man, individual 
interview. 

Across geographic and family status categories, Muslim women also discussed 

the special status of mothers in Islam, stressing the ongoing important role of mothers in 

the spiritual and physical upbringing of their children. Despite being mentioned 

frequently among urban and rural male and female Muslims, the importance of 

motherhood in the context of religion did not come up in either Orthodox group or in 

individual follow-up interviews. Unlike Muslim respondents, Christian women and men 

did not generally describe becoming a mother as an essential pathway to gain respect. 

When asked specifically about the role of mothers in Orthodox Christianity, an Orthodox 

priest in Tashkent replied that believers should respect both of their parents, but that there 

were no distinctive guidelines for mothers.  

Age at Marriage 

In a context where motherhood is a highly valued role for women, it is possible 

that the (partially) religiously-motivated emphasis on becoming a mother might come to 

influence both the timing of marriage and the amount of time couples wait before having 

children following marriage. This influence likely operates among many other factors 

influencing age at marriage and the timing of births, many of which are economic. 

Descriptive quantitative analysis using merged data from the 1996 UDHS and the 2002 

UHES (see Figure 5.1) shows that the average age at marriage remained fairly stable. The 

overall (urban and rural combined) average varied between a low of 19.8 for the 1973-77 
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marriage period to a high of 20.6 first reached for women marrying between 1983 and 

1987 and repeated for the 1998-2002 marriage period.42,43 Although vital statistics put the 

average age at marriage a bit higher than 1996 UDHS and 2002 UHES estimates, the 

observed general stability and uneven upward trend is consistent with vital registration 

data from the 1990s and early 2000s. Vital registration data show that, despite a slight 

decline in the early 1990s, the average age at marriage for women in Uzbekistan has 

remained between 20.5 and 21.5 each year between 1991 and 2002 (all available years) 

(UNDP Uzbekistan and Center for Economic Research 2008). For each marriage period, 

the average age at first marriage is highest for urban Christian women, followed by urban 

Muslim women and rural women (99.7% Muslim). The difference in age at marriage for 

Christian and Muslim urban women ranges from a high of 1.3 years for marriages in 

1983-1987, to a low of .13 years for the marriage period 1988-1992. Differences between 

urban and rural Muslims reflect a clear trend towards convergence, steadily declining 

from 1.3 years (marriage period 1973-1977) to .28 years (marriage period 1998-2002). 

                                                 
42 Ancillary descriptive analyses of median age at first marriage demonstrate similar patterns and trends 
over time. 
43 Mean estimates by 5-year age categories for date of marriage by religion and residence group are based 
on a relatively small number of cases, especially for urban Christian women, and should be interpreted with 
caution. At the earliest years of marriage, these estimates will also be biased downwards as women who 
married at older ages will have aged out of the target population by the date of the survey. To minimize the 
effects of this bias, respondents to the 1996 UDHS marrying before 1973 and respondents to the 2002 
UHES marrying before 1978 are excluded from these analyses. 
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Figure 5.1. Mean Age at First Marriage
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Source: 1996 Uzbekistan Demographic and Health Survey, 2002 Uzbekistan Health Examination Survey. 
Notes: The sample is limited to ever married women. Data are taken from the 1996 UDHS for women 
reporting marriages between 1973 and 1996 and from the 2002 UHES for women reporting marriages 
between 1978 and 2002. There are fewer than 30 observations (N=27) for urban Christian women marrying 
between 1998 and 2002, so I do not present an estimate for this group. 

Figure 5.1. Age at First Marriage  

I present results of ordinary least squares regression models predicting age at first 

marriage among ever married women in Table 5.1.44 In the bivariate models for 1996 and 

2002, Muslim women in urban areas report marrying an average of over three-quarters of 

a year earlier than do Christian urban women (-.77, p<.01; -.76, p<.01). After adding 

controls for household ownership of durable goods and higher education, the effect 

declines in size and is only weakly significant in both years (-.53, p<.1; -.55, p<.1). 

                                                 
44 In the 2002 UHES, 2.5% of women ages 25 or older (N=3318)  had never been married, and 2.3% of 
women 25 or older in the 1996 UDHS (N=2628) had never been married. 
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Table 5.1. OLS Regression Predicting Age at First Marriage, 1996 and 2002 

  Urban   Rural  
 1996 2002 1996 2002 

Religion             
    (Ref is Christian)             
    Muslim -.77 * -.53 † -.76 * -.55 †     
Material Well-being Score 
(logged) 

  

-.61 *   -.02  -.22  -.24  
Education            
    (Ref is < Higher Educ.)             
    Some Higher or More   1.77 ***   1.95 *** 1.81 *** 2.46 *** 
Intercept 21.34  21.71 21.35   20.78   19.88   20.30  
             
N 1257  1623  2026 2363 
R2 .008 .065 .005 .074 .034 .050 
*** p<.001, ** p<.01, * p<.05, † p<.1 

Source: 1996 Uzbekistan Demographic and Health Survey, 2002 Uzbekistan Health Examination Survey 
Notes: Ref = reference category. The sample is limited to ever married women. Variance inflation factor is under 
1.1 for the full model in all sub-samples. 

Similarly, although it was not a pre-established part of the focus group or 

interview protocols (see Appendix C, Tables C1 and C2), an analysis of the qualitative 

data yielded limited evidence related to earlier marriage among Muslims. Women in 

Tashkent explained that it is related to the importance of children in Islam and the desire 

of elders to “see their grandchildren sooner” (Shoira, 40-year-old Tashkent Muslim 

mother-in-law, individual interview). A female religious leader in Jizzakh went so far as 

to argue that Islam traditionally required young women to be given in marriage as soon as 

they were physically able to begin having children. Focus group and interview 

respondents also made a few references to Muslim couples who had a mullah perform a 

religious marriage ceremony (nikoh) without legally registering the marriage or 

submitting to the associated physical and psychological testing required for a state-
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sanctioned marriage.45 Medical professionals occasionally discussed working with young 

girls under the typical legal age of 17 and second wives who were married through 

religious ceremonies without official registration, but the available variables in the survey 

data do not allow the determination of the frequency of these situations. Overall, 5.1% of 

women married in the 20 years preceding the 1996 UDHS and 3.3% married in the 20 

years before the 2002 UHES reported being married when they were younger than 17 

years old. There are no significant differences in proportion marrying early between 

women living in urban and rural areas. In urban areas, there are no significant differences 

by religious affiliation in the proportion who married at age 16 or younger in either year. 

Timing of First Births 

Quantitative analyses also demonstrate a clear association between religious 

affiliation and the length of the interval between first marriage and first birth. For women 

who reported a first birth after a first marriage in the 1996 UDHS,46 the mean interval 

between the marriage and the birth was 18.7 months, overall (19.0 for rural women and 

18.0 for urban). Respondents to the 2002 UHES have a lower average first birth interval 

– 17.5 months (17.0 rural, 18.1 urban), and this difference between surveys is significant 

at the .01 level (z=2.95). These averages mask substantial variation over time, as all 

women in the sample (aged 15-49) retrospectively report on their marital and birth 

histories. Figure 5.2 depicts average months between first marriage and first birth by year 

of marriage (for women whose first birth occurred after marriage – 98% of women) to 

assess change over time in the length of first birth intervals. I present separate trend lines 

for Muslims and Christians living in urban regions, and for all rural women, who are 

                                                 
45 See Supreme Court of the Republic of Uzbekistan (1998), section ii, chapter 3, article 17: “Medical 
examination of persons marrying.” This law states that individuals wishing to marry will submit to free 
medical testing and that the government (Cabinet of Ministers) will determine the amount and order of the 
testing. 
46 In both the 1996 UDHS and the 2002 UHES, first births occurred after marriage for 98% of respondents. 
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almost entirely Muslim. Although results for Christians are based on a smaller number of 

cases and should be interpreted with some caution, it is notable that the average time 

between marriage and first birth is consistently greater for Christian women in these 

samples than for either Muslim group for marriages initiated after 1978. Among women 

who had a first birth after marriage, there is also a steady trend toward shorter average 

first birth intervals among both groups of Muslim women since 1973.47 The available 

quantitative data do not allow me to determine whether differences in timing of first 

births by religious affiliation reflect distinctiveness in the desire for children or in access 

to contraception for women without children. 

At the same time, ancillary analyses using pooled data from the 2002 UHES and 

the 1996 UDHS indicate a gradual increase in primary infertility from the 1970s to the 

late 1990s, especially for rural women. Restricting the sample to women marrying seven 

years or more before the survey (before approximately 1996 for the 2002 UHES and 

1990 for the 1996 UDHS; N=5104), I compared the percentage of women with no 

children seven years after first marriage for women marrying between 1973 and 1977 and 

for women marrying between 1993 and 1997. This ancillary analysis revealed increases 

in primary infertility for both rural (2.2% to 3.5%) and urban (4.5% to 4.9%) women. 

                                                 
47 Ancillary analyses reveal a similar trend when looking only at first births occurring at least 8 months 
after marriage (95% of first births), indicating that the observed trend is not due to increased premarital 
conceptions. Additional ancillary descriptive analyses of median first birth intervals do not show a 
consistently downward trend, except among rural women. Although urban Christian women report the 
highest median time from marriage to first birth, mean values are higher than median values, especially for 
women marrying in the earliest periods examined. The differences in trends in mean and median values 
indicates that the mean is being pulled by high values for some women, especially in earlier years. This 
may be due to changes in personal choice or overall improvements in health reducing periods of 
involuntary fertility. 
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Figure 5.2. Mean Interval between Marriage and First Birth (in months)

N=5738 (weighted count)
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Source: 1996 Uzbekistan Demographic and Health Survey, 2002 Uzbekistan Health Examination Survey. 
Notes: The sample is limited to women whose first birth occurred after their first marriage. Women who 
married within the three years preceding the survey are excluded. There are fewer than 30 observations 
(N=7), so I do not present an estimate for urban Christian women marrying between 1998 and 1999. 

Figure 5.2. Mean Interval between Marriage and First Birth (in months) 

Results of ordinary least squares regression models predicting months from 

marriage to first birth, presented in Table 5.2, confirm a statistically significant 

relationship between religious affiliation and the length of the first birth interval. These 

models are limited to women whose first birth followed marriage by at least 8 months 

(95% of all women who have given birth), in an attempt to investigate intervals for only 

those first births likely to be considered socially legitimate. Restricting the sample to 

women who had a first birth 8 months or more after their first marriage excludes 133 

cases from the 2002 UHES and 93 cases from the 1996 UDHS in which there was a non-

negative first birth interval less than 8 months. In the bivariate model, first births follow 

marriage an average of 2.5 months sooner for Muslims than for Christians in urban areas 

in 1996 and 4.6 months sooner in 2002 (p<.05). The effect of religious affiliation is not 

diminished by the inclusion of basic social indicators in 1996 (-3.08, p<.05), but with 



 128 

these added controls there is a drop in significance in 2002 (-4.4, p<.1).48 In rural areas 

only, in both survey years, there are significant negative effects for material well-being 

and age at first marriage, indicating that women in wealthier households and those who 

married at older ages have shorter intervals between marriage and first birth. The effect 

for material well-being is difficult to explain and may be related to the health status of the 

mother or to active attempts to delay births in households with fewer resources. The 

relatively small association between age at marriage and the length of the first birth 

interval appears to indicate a trend for women marrying later to have children more 

quickly in order to make up for lost time or to demonstrate their worth to their new 

families. 

                                                 
48 Using pooled samples from both surveys, I tested interactions between year and each independent 
variable in the final model in order go gauge the statistical significance of changes in effects between 
surveys. The change in the effect of religion was not significant.  
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Table 5.2. OLS Regression Predicting Time in Months from Marriage to First Birth 
(excluding premarital conceptions), 1996 and 2002 

  Urban   Rural  
 1996 2002 1996 2002 

Religion             
    (Ref is Christian)             
    Muslim -2.50 * -3.08 * -4.64 * -4.40 †     
Material Well-being 
Score (logged) 

  

.26    1.23  -2.85 * -4.85 ** 
Education             
    (Ref is < Higher      
    Education) 

  

         
 

    Some Higher or  
    More 

  

-2.18 †   2.05  3.71  -.15  
Age at First Marriage   -.26    -.24  -1.24 *** -.62 ** 
Intercept 20.76 23.21 26.60 25.53 47.71 36.53 
             
N 1072  1403  1779 2084 
R2 .002 .009 .004 .006 .033 .021 

*** p<.001, ** p<.01, * p<.05, † p<.1 
Source: 1996 Uzbekistan Demographic and Health Survey, 2002 Uzbekistan Health Examination Survey 
Note: Ref = reference category. The sample is limited to women whose first birth occurred 8 months or more 
after their first marriage (95% of all first births). Variance inflation factor is under 1.2 for the full model in all 
sub-samples. 

The results of the qualitative analyses were largely consistent with these 

quantitative findings. In focus groups and interviews, Muslim women respondents, 

particularly mothers-in-law, explained that having children is a necessary part of early 

marital life. They often described the desired timing of the first child as “as soon as 

possible:” 

As soon as the daughter-in-law comes into the family, they [the husband’s family] 
wait by hours, by minutes for her to give birth. Fatima, 58-year-old Tashkent 
Muslim mother-in-law, individual interview. 

Men and women participants in all urban and rural Muslim groups often expressed the 

idea that the first birth is distinctive for several reasons. The first birth is considered to be 

the most risky, because the woman’s body is not yet accustomed to pregnancy and 
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because the outcome of the first pregnancy is thought to have a large influence on the 

outcomes of subsequent pregnancies. For these reasons, having a healthy first child is a 

way for daughters-in-law to demonstrate their value in terms of health and womanhood, 

and it is desirable to do so soon after marriage. Gynecologists and gynecological nurses 

working with primarily Uzbek populations in urban polyclinics and rural medical posts 

repeatedly expressed surprise when asked if a healthy married woman might seek 

contraception before having any children (delaying births).  

All young daughters-in-law want to have children, and they do not come to us for 
contraception… We have never had a case that a childless woman came to us for 
contraception. Women’s health nurse at village medical post, Jizzakh 

Although previous work has indicated a trend for marriage to be followed in increasingly 

short order by childbearing throughout the Soviet Union after 1950 (Darsky 1994), more 

recent work has found that, for European populations in Kazakhstan and Uzbekistan, 

there may be a trend toward the de-linking of marriage and childbearing, amplifying 

already present ethnic differentials in the timing of childbearing (Agadjanian 1999; 

Agadjanian and Makarova 2003). Consistently, I did not find evidence of a strong, 

specific desire to have children quickly after marriage among Orthodox men and women. 

The social, religious, and cultural significance of the role of motherhood makes 

infertility a major health issue for many Muslim respondents in the qualitative segments 

of this project. Although these situations were certainly not universal, several Muslim 

men and women discussed potential problems in families where a new wife did not have 

a child for an extended period of time, ranging from arguments and pressure from the 

mother-in-law to divorce or the husband taking on a second wife. 

This section has detailed how religion can influence the way in which women and 

men interpret the role of motherhood, perhaps also affecting patterns of transition into 

marriage and the timing of childbirth. After women become pregnant, they continue to 
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make a variety of behavioral decisions related to maintaining their health and the health 

of their future children. In the next section, I explore the potential effects of religion on 

these decisions about the adoption behaviors that are beneficial or detrimental for health, 

focusing especially on attitudes about the impact of these health behaviors on pregnancy. 

Health Behaviors 

In addition to influencing maternal health through overall attitudes toward 

marriage and motherhood, religious affiliation and belief may affect women’s health 

through norms related to additional health behaviors, such as drinking and smoking, diet, 

cleanliness, and exercise, especially during pregnancy. 

Substance Use 

Measures of drinking and smoking are available in the 2002 UHES, and female 

respondents to the survey reported very low levels of habitual smoking and problem 

drinking. In the entire sample, only 67 women reported smoking at least 100 cigarettes in 

their lifetime, and only 2 of these reported smoking at all during a pregnancy in the last 5 

years. Although these numbers are clearly too small for multivariate analysis, overall 

differences by religion and residence are striking. For women living in urban areas, 

17.3% of Christians and 1% of Muslims have ever been smokers, compared to only .3% 

of women in rural areas. Problem drinking behavior (drinking first thing in the morning, 

forgetting things when drinking, feeling guilty about drinking, failing to do something 

because of drinking) are also extremely low among women. However, a substantial 

number of women report drinking alcohol in the last year; 70% of urban Christians, 33% 

of urban Muslims, and 17% of rural Muslims report drinking alcohol in the last 12 

months. The results of logistic regression models shown in Table 5.3 indicate that the 

strong bivariate relationship between religious affiliation and drinking behavior is 
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reduced only slightly after controlling for socio-demographic characteristics, the presence 

of the mother-in-law in the household, and the number of household decisions the woman 

is able to make on her own. In the final model, the odds of drinking in the last year 

remain almost 65% lower for Muslims than for Christians in urban areas. 
 

Table 5.3. Logistic Regression Predicting Use of Alcohol in Last 12 Months, 2002 

  Urban   Rural  
Religion       
    Christian (ref) 1.00  1.00  1.00     
    Muslim .21 *** .25 *** .36 ***     
Age   1.02 * .99  1.01  .98 * 
Material Well-being Score (logged)   1.25  1.54 † 1.21  1.38  
Marital Status           
    Currently Unmarried (ref)   1.00  1.00  1.00  1.00  
    Currently Married    .68 ** 1.07  .90  1.28  
Education           
    Less than Higher Education (ref)   1.00  1.00  1.00  1.00  
    Some Higher or More   1.35 † 1.30  1.17  1.06  
Employment           
    Unemployed or Works at Home   1.00  1.00  1.00  1.00  
    Works Outside the Home   1.79 *** 1.57 ** 1.53 *** 1.42 ** 
Parity           
    2 Children or More (ref)   1.00  1.00  1.00  1.00  
    Less Than 2 Children   1.04  1.06  .76  .92  
Household Structure            
    MIL Not Co-resident (ref)     1.00    1.00  
    MIL Co-resident     .64 **   1.01  
Decision Scale Score     1.19 ***   1.36 *** 
           
N 2134 3265 
*** p<.001, ** p<.01, * p<.05, † p<.1 
Source: 2002 Uzbekistan Health Examination Survey 
Notes: Ref = reference category. MIL = mother-in-law. Results are presented as odds ratios. Variance inflation 
factor is under 2.9 for the full model in both sub-samples. 

Although the quantitative results indicate lower levels of substance use among 

Muslims (versus Christians), smoking and drinking were consistently listed by all types 

of interview and focus group participants as activities to be avoided by a pregnant woman 

at all costs if she did not want to bring harm to herself and her developing child. All 
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Orthodox and Muslim respondents in Tashkent were adamant that pregnant women 

almost never smoke and very rarely consume more than the smallest quantities of 

alcohol. In focus groups, rural Muslim mothers-in-law went a step further, agreeing that 

“Our women do not drink at all. And they also don’t smoke,” (Yulduz, 56-year-old 

Jizzakh Muslim mother-in-law, focus group). Other Muslim women, both urban and rural, 

admitted to drinking occasionally at special events, but were resolute in their conviction 

that Muslim women do not drink during pregnancy. No Muslim women in this study 

admitted to smoking at all. 

Orthodox participants did not link smoking or moderate drinking behavior, during 

pregnancy or not, to religious regulations: 

Of course, during pregnancy and breastfeeding, it’s not even that it’s religious, 
but something basic. Drinking, smoking – it is not only in religion but also in 
medicine… Let’s take my family, even – my mother is categorically opposed to 
alcoholism and smoking…  Not because the church is opposed to it, but because it 
is harmful for health. Larisa, 20-year-old Tashkent Orthodox woman, focus 
group. 

Unlike Orthodoxy, Islamic doctrine completely forbids the consumption of non-

medicinal alcohol to adherents, and this may be a partial motivation for lower levels of 

substance use seen for Muslims in the quantitative analyses, generally. Male and female 

Muslims as well as religious leaders in this study often cited Islam’s proscriptions on 

alcohol and discouragement of tobacco products as a chief health benefit of being a 

Muslim. Some respondents thought that these religious restrictions, especially regarding 

smoking, apply more strongly to female believers. Both Muslim men and women are 

thought to drink less, while it is completely unacceptable for a Muslim woman to smoke:  

If you are young [and are an Uzbek woman] smoking on the street, someone will 
necessarily come up to you… [T]hey just said, “You are a Muslim.” You 
understand, it is identification as an Uzbek woman. “So are you an Uzbek or not 
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an Uzbek? Kofir49 (non-Muslims/unbelievers) smoke but you should not 
smoke…” Scholar of religion, Tashkent. 

As Muslim women’s groups agreed that smoking and especially drinking are religiously 

prohibited to all people, most did not see an additional restriction on these behaviors 

during pregnancy as a religious regulation. Such behaviors are simply more harmful 

because of an additional threat to health. 

The costs of transgressing social norms for Muslim women seem to be higher in 

rural areas than urban. Women in Jizzakh consistently describe the influence of 

neighbors’ religious views on an individual’s smoking and drinking behavior as stronger 

than do Muslims in Tashkent: 

JB: If your neighbors are religious people and you use alcohol and smoke 
cigarettes, what will they say? 

Gulnoza: They will say, “Let your face wither!” (literal translation of a curse)… 
They do not invite such people and they do not go to them. They do not want to 
see those drunks and they never call them over... In many cases, he will be 
embarrassed by them. He knows after all that they do not like him… In the 
village, basically they know what others do. It is impossible to hide anything. 
Gulnoza, 36-year-old Jizzakh Muslim daughter-in-law, individual interview. 

In Tashkent, where many neighborhoods are more impersonal and life is generally less 

concentrated around immediate neighbors, men and women in most groups agreed that 

the religious convictions of neighbors could do little to influence an individual’s 

behavior. Tashkent Muslim mothers-in-law were the exception to this. For them, the 

influence of religious neighbors was more important than it was considered by others in 

Tashkent. 

Nutrition 

Nutrition is another important factor in women’s health, especially during 

pregnancy. Among female respondents to the 1996 UDHS and the 2002 UHES, height 

                                                 
49 Uzbek spelling of kafir. 
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and weight measurements indicate that the majority of women are in the normal weight 

range (see Table 5.4). Between 1996 and 2002, there were declines in the percentage of 

women underweight among urban Muslims (10.0% to 6.7%) and those living in rural 

areas (10.9% to 5.0%), while the percentage of underweight urban Christian women 

remained stable (5.6% to 5.5%). The percentage of overweight women increased 

moderately among both urban groups (a 7.5% increase among urban Christians and a 

12.7% increase among urban Muslims) and sharply among women living in rural areas 

(19.8% to 27.5% overweight, a 38.9% increase). 
 

Table 5.4. Descriptive Statistics on Women’s BMI Category, 1996 and 2002 

  1996   2002  
 Urban 

Christian 

Urban 
Muslim Rural 

Urban 
Christian 

Urban 
Muslim Rural 

Underweight 5.5% 10.0% 10.9% 5.6% 6.7% 5.0% 
Normal 70.5% 62.5% 69.4% 68.6% 62.2% 67.5% 
Overweight 24.0% 27.6% 19.8% 25.8% 31.1% 27.5% 
N  186 1303 2463 156 1809 2950 
Source: 1996 Uzbekistan Demographic and Health Survey, 2002 Uzbekistan Health Examination Survey 
Notes: The sample is limited to women who are not currently pregnant and who do not report a birth in the 
3 months preceding the survey. Underweight is BMI<18.5. Normal is BMI 18.5-24.9. Overweight >25.0. 

In Table 5.5, I present the results of multinomial logistic regression models 

predicting underweight or overweight status, based on BMI. For women living in urban 

areas, Muslim affiliation was associated with higher odds of being both underweight 

(OR=2.07, p<.001) and overweight (OR=1.51, p<.1), versus being in the normal weight-

for-height range. By 2002, Muslim affiliation was no longer significantly associated with 

underweight status, but the odds of being overweight (versus normal weight) was 75% 

higher for urban Muslim women than for Christians.50 Among urban and rural female 

respondents to both surveys, age and household wealth are associated with an increased 

propensity to be overweight. Compared to unmarried women, married women have 
                                                 
50 In ancillary analyses using a pooled sample of both survey years, I do not find these changes over time to 
be statistically significant at the .05 level. 
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increased odds of being overweight in 1996 and underweight in 2002, versus being in the 

normal weight category. In both years, working outside the home is associated with lower 

odds of being underweight for rural women. In 2002, the positive relationship between 

having less than two children and being underweight reaches statistical significance. 

Interestingly, the effect of co-residing with the mother-in-law is only significant for 

predicting weight status in urban areas in 2002, when women living with their mothers-

in-law have over twice the odds of women who do not live with their mothers-in-law of 

being underweight, versus normal weight. The effect of co-residence with the mother-in-

law could be a direct reflection of her role in controlling nutrition of the daughter-in-law, 

but it is likely also partially explained by differences in socioeconomic class; women in 

families with less available resources may be more likely to remain co-resident for 

longer, and they may also be more likely to be malnourished. 
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Table 5.5. Multinomial Logistic Regression Predicting BMI Category, 1996 and 2002 

  Urban   Rural  
 1996 2002 1996 2002 
 Under Over Under Over Under Over Under Over 
Religion                 
    Christian (ref) 1.00  1.00  1.00  1.00          
    Muslim 2.07 *** 1.51 † 1.02  1.74 ***         
Age .98  1.10 *** .98  1.07 *** .98  1.07 *** .95 * 1.09 *** 
Material Well-being 
Score (logged) .97 

 

2.28 * 1.15  1.68 * .86  1.37  1.09  1.49 ** 
Marital Status                 
    Unmarried (ref) 1.00  1.00  1.00  1.00  1.00  1.00  1.00  1.00  
    Currently Married 1.03  1.12  .68  .96  1.27  1.57 * 1.92 * .91  
Education                 
    < Higher Education    
    (ref) 1.00  1.00  1.00  1.00  1.00  1.00  1.00  1.00  
    Some Higher or  
    More .79 

 

.86 

 

.63  1.12  .74  .98  .63  .68 † 
Employment                 
    Unemployed or at  
    Home (ref) 1.00  1.00  1.00  1.00  1.00  1.00  1.00  1.00  
    Works Outside the  
    Home 1.01 

 

.95 

 

.75  .90  .59 * 1.24  .54 ** 1.07  
Parity                 
    2 Children or More  
    (ref) 1.00  1.00  1.00  1.00  1.00  1.00  1.00  1.00  
    < 2 Children 1.5  .78  1.49  .67 † 1.62  1.02  2.33 * .91  
Household Structure                  
    MIL Not Co-   
    Resident (ref) 1.00  1.00  1.00  1.00  1.00  1.00  1.00  1.00  
    MIL Co-resident .74  1.02  2.08 ** .79  .70  .91  .69  .96  
                 
N 1450 1960 2416 2930 

*** p<.001, ** p<.01, * p<.05, † p<.1 

Source: 1996 Uzbekistan Demographic and Health Survey, 2002 Uzbekistan Health Examination Survey 
Notes: Ref = reference category. MIL = mother-in-law. The sample is limited to women who are not currently 
pregnant and who do not report a birth in the 3 months preceding the survey. Underweight and overweight are 
compared to normal weight. Underweight is BMI<18.5. Normal is BMI 18.5-24.9. Overweight >25.0. Results 
are presented as odds ratios. Variance inflation factor is under 2.4 for the full models for urban samples and 
under 3.3 for rural samples in both years. 

In the qualitative analyses, nutrient deficiency was cited across groups of men and 

women as an important women’s health issue. Over-nutrition was not mentioned as a 



 138 

problem. In the three focus groups in Jizzakh, men and women agreed that proper 

nutrition should be one of the highest priorities in order to ensure a healthy pregnancy: 

We say that even if she does not go to the doctor she should eat well. We say it is 
better for her to eat well than to give [money] to the doctor. Iroda, 56-year-old 
Jizzakh Muslim Woman, individual interview. 

Jizzakh mothers-in-law and daughters-in-law discussed the necessity of consuming 

butter, meat, fruits and vegetables, eggs, and milk during pregnancy. Participants of each 

group discussed with pride how these were the very products that they had available on 

their farms. Both in Jizzakh and in Tashkent, Muslim men’s groups agreed that it is the 

duty of the husband and father-in-law in the family to bring a pregnant woman any 

healthy product she might desire to eat. Some men speculated that, because pregnancy is 

highly valued in Islam, this obligation might be linked to religion: 

It is forbidden to refuse a pregnant woman anything… that I know. Maybe that 
comes from religion and maybe not. It is said very often by many. For example, if 
in the winter she wants to eat melon then it is necessary to get it from 
somewhere… Olim, 54-year-old Tashkent Muslim man, focus group. 

Two female religious leaders in Jizzakh also made direct reference to the importance of 

ensuring that women are able to eat properly during pregnancy in Islam, but no other 

study participants referred to religious regulations in those terms. Certainly, all groups 

agreed that health during pregnancy is very important in religious doctrine and that there 

is flexibility in any religious regulations that might harm the health of a pregnant woman. 

Although women and men, especially in the Muslim groups, discussed fasting as 

physically and psychologically beneficial for healthy men and women, the groups 

reached almost full consensus that pregnant women are allowed to postpone the fast or to 

pay alms for days when they cannot fast. A large majority of people in all groups said 

that pregnant women should in no circumstances be allowed to keep the fast (Ramadan or 

Lent). This is a view echoed by statements from religious leaders and women’s health 



 139 

care providers, who stress the importance of eating the right amount of food at the right 

time during pregnancy. 

When the mother-in-law is co-resident, usually in Muslim families, many people 

see it as her responsibility to make sure that her pregnant daughter-in-law is eating well. 

She encourages her to eat natural, mild foods high in calories and to avoid bitter or spicy 

foods and chocolate. Unfortunately, each Muslim group, both in focus groups and in 

follow-up interviews, said that daughters-in-law are often too shy or embarrassed to eat 

what they want when they live with their husbands’ families, even during pregnancy. 

When mentioned by people from Jizzakh, this was usually mentioned only as shyness 

about making special requests for particular foods during pregnancy. Harsher versions of 

this situation were described most commonly by far by Muslim daughters-in-law and 

mothers-in-law in Tashkent. In the city, where more food is purchased at markets rather 

than produced at home, the phenomenon was much more pervasive. In many households, 

the food situation seems quite contentious, with daughters-in-law being mocked for 

eating too much: 

[My husband] brought [home] cookies and laid them in the kitchen. There we 
have four guys who compete with me. They eat everything and after all I am the 
daughter-in-law and I cannot. If I want two, I eat two. If I want three, I already 
cannot. I am ashamed – they all watch me and say, “What’s with you – are you 
hungry or something?” And I cannot eat the third even though I am pregnant and I 
want it… There were times when I did not have enough to eat. I prepared a whole 
pot and they all ate and I filled all the plates and that was all. There was nothing 
left for me. Ozoda, 24-year-old Tashkent Muslim woman, individual interview. 

Others described how husbands often try to sneak extra food to their young wives after 

they retired to their rooms for the evening. Though it is impossible to determine from 

these analyses how widespread this sort of phenomenon is in Uzbekistan, these results are 

consistent with quantitative findings presented above (Table 5.6) that, net of other socio-

demographic factors in the model, urban women who live with their mothers-in-law are 
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much more likely to be underweight than women who do not in 2002. Here, the authority 

of the mother-in-law in the family, often partially justified with religion, may create 

conditions not conducive to good health for the co-resident daughter-in-law. 

Cleanliness 

Among Muslim respondents, there is a more direct link between religion and 

cleanliness. Strict religious rules regarding ablution (tahorat) as well as cleanliness of 

clothing and surroundings are often cited by Muslim respondents in Tashkent and in 

Jizzakh as reasons religious people are likely to be healthier than non-religious people, 

overall. As was the case for requirements on the use of alcohol and tobacco, regulations 

regarding cleanliness were thought to apply to all Muslims, regardless of gender or 

pregnancy status. Most focus group and interview participants did not see hygiene for 

women during pregnancy as more important from a religious perspective than hygiene for 

all believers. Pregnant women are bound by the same rules of cleanliness and hygiene as 

are all Muslims. Although respondents said that there are no specific religious rules or 

regulations to help pregnant women maintain hygiene, they also expressed the idea that 

the cleanliness already required according to Islamic doctrine may be especially helpful 

for pregnant women. 

Strikingly, cleanliness and hygiene were not mentioned as conditions necessary to 

ensure a healthy pregnancy in a single focus group or interview with Orthodox men and 

women. Among focus group discussions with Muslims, on the other hand, participants 

spontaneously listed hygiene as crucial to maintain a healthy pregnancy in four out of 

five groups. Only Tashkent Muslim mothers-in-law did not list hygiene as necessary 

specifically to maintain the health of pregnant women, but even in this group, there was 

extensive conversation about the link between religion, cleanliness, and general health. 
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Exercise 

Overall, participants in this project saw proper exercise as an important aspect of 

health in general and of women’s health specifically, and something that should certainly 

not be neglected during pregnancy. Muslims often asserted that one of the benefits of 

reciting namoz regularly is that the required prayer positions serve as useful physical 

exercises: 

In general, many things in religion are directed toward the health of people. For 
example, namoz – it is also the same as doing exercises. Barno, 35-year-old 
Tashkent Muslim daughter-in-law, focus group.  

Although most Muslim respondents agreed that pregnant women are not obligated to 

continue praying if the movements become difficult for them towards the end of the 

pregnancy, they also said that continuing to recite namoz as long as it remained 

comfortable has many physical and psychological benefits during pregnancy. 

In order to achieve the best outcome, it is necessary to strike a careful balance 

between too little and too much activity during pregnancy. In general, Muslim mothers-

in-law who live with their pregnant daughters-in-law encourage them to get exercise, 

usually in the form of housework: 

In order for the child to be born healthy… during pregnancy women are required 
to do some kinds of physical movements. Therefore the mother-in-law should not 
let her daughter-in-law lay down all the time. A pregnant woman must be active. 
For example cleaning the house or sweeping, and so on. The main thing is that 
she shouldn’t do heavy work and lift heavy things, but she should do all the rest. 
Dilorom, 60-year-old Tashkent Muslim mother-in-law, focus group. 

In most cases, mothers-in-law do not allow their pregnant daughters-in-law to sleep too 

much, saying that the birth will be more difficult for the daughter-in-law if she does not 

remain somewhat active.51 While getting the appropriate amount of exercise is important, 

most women and men also agreed that a pregnant woman, especially toward the end of 

                                                 
51 Aubel and colleagues (2003) found a similar belief to be common among grandmothers in Navoi. 
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the pregnancy, should be released from some of her usual tasks, such as hauling heavy 

buckets filled with water or other heavy items, kneading dough, or milking cows. Most 

mothers-in-law said that they allowed their pregnant daughters-in-law a bit more time to 

rest and relax while other members of the family took on some of their tasks. Several 

research participants said that this lessening of heavy household duties is followed more 

strictly in families that follow Islam chiefly because of a deeper respect for pregnancy 

and childbirth. It was common among all groups of participants to discuss peacefulness 

and calm as requirements for a healthy pregnancy; women should avoid situations that 

will upset them. For Muslim and Orthodox women, private religious activity, most often 

prayer, served as an important resource for protecting their overall health during 

pregnancy by maintaining good psychological health. 

In addition to its importance in determining health behaviors, especially during 

pregnancy, religion may influence decisions about medical care during pregnancy. In the 

final section of results, I examine the ways in which religion informs attitudes and 

decisions relating to the utilization of health care from the beginning (antenatal care) 

through the end (delivery) of the pregnancy period. 

Health Care Utilization 

Religious belief and affiliation represent one of many factors potentially 

contributing to women’s interactions with health care establishments before, during, and 

after pregnancy.  

Antenatal Care 

Access to and use of antenatal care in Uzbekistan is high, overall (UNICEF and 

State Statistical Committee of the Republic of Uzbekistan 2007). The 1996 UDHS 

includes measures of the timing and frequency of antenatal care visits, but, unfortunately, 
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these measures were not repeated in the 2002 survey. Of births to respondents in the three 

years preceding the 1996 survey, 97% in urban areas (N=423) and 94% in rural areas 

(N=963) received some antenatal care. In almost all cases, women reported that this care 

was provided by a doctor, nurse, or midwife. Care was received before the start of the 

third month in 40% of both urban and rural births. For the majority of births, respondents 

report 5-10 antenatal care visits (62% urban, 64% rural). In urban areas, 16% had less 

than 5 visits (including those with no visits) and 23% had more than 10. In rural areas, 

these percentages were 26% and 11%, respectively. It is difficult to gauge differences 

between births to Christian and Muslim women using these data, as Christian urban 

women reported only 15 births total in the 3 years preceding the 1996 survey.  
 

Table 5.6. Multinomial Logistic Regression Predicting Number of Antenatal Care Visits 
among Births, 1994-1996 

  Urban   Rural  
 <5  11+  <5  11+  

Age 1.00  1.00  1.04 † 1.04  
Material Well-being Score (logged) 2.05  1.68  1.03  1.07  
Education         
    Less than Higher Education (ref) 1.00  1.00  1.00  1.00  
    Some Higher or More 1.07  1.76 † 1.12  1.85  
Employment         
    Unemployed or at Home (ref) 1.00  1.00  1.00  1.00  
    Works Outside the Home .45 * .38 * .58 * .58  
Household Structure (ref)         
    MIL Not Co-resident 1.00  1.00  1.00  1.00  
    MIL Co-resident .45 * .97  .95  1.05  
         

N 393  878  
*** p<.001, ** p<.01, * p<.05, † p<.1 
Source: 1996 Uzbekistan Demographic and Health Survey 
Notes: The odds of having less than 5 or more than 10 visits are compared to the odds of having 5-10 visits. 
Ref = reference category. MIL = mother-in-law. Results are presented as odds ratios. Variance inflation factor 
is under 1.3 for the full model in both urban and rural sub-samples. 

Table 5.6 displays the results of multinomial logistic regression models estimating 

the effects of other basic social and demographic variables on the number of antenatal 
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care visits. Here, those with fewer than 5 or more than 10 visits are compared to the 

modal category of 5-10 visits. Mother’s age, higher education status, and household 

material well-being score do little to predict the number of antenatal care visits associated 

with a birth, perhaps reflecting the high degree of monitoring and standardization in 

antenatal care practices. In both urban and rural areas, work outside the home is 

associated with lower odds of reporting under 5 antenatal care visits (OR=.45 urban, 

OR=.58 rural, p<.05), compared to 5-10 visits. In urban areas, outside employment is also 

linked with lower odds of reporting 11 or more antenatal care visits. Interestingly, in 

urban areas, the odds of being in the lowest category of antenatal care visits are reduced 

for women who co-reside with their mothers-in-law (OR=.45, p<.05), perhaps reflecting 

the monitoring role of mothers-in-laws on co-resident daughters-in-law demonstrated in 

the previous section. Although overall utilization of antenatal care is quite high, the 

frequency of antenatal visits is low among a substantial percentage of the population, 

especially in rural areas. The frequency of care appears to be unrelated to age, 

educational status, or wealth, but employment and, in urban areas, co-residence with 

mother-in-law are strong negative predictors of infrequent care. 

Consistent with the overall lack of variability by most other background factors in 

the quantitative analysis, qualitative results indicate that doctors, nurses, and men and 

women across Tashkent and Jizzakh groups generally shared the perception that a 

patient’s religiosity has little direct effect on her utilization of health care, especially 

antenatal care. In Tashkent, most women receive antenatal care at their neighborhood 

polyclinics. In the villages, basic antenatal services are usually provided by a midwife at 

the local rural medical center, while gynecologists at the district center supervise cases 

with complications and perform ultrasounds, blood work, and other analyses. According 

to both medical professionals and ordinary women, care is highly standardized, and the 
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observation of women of fertile age and sharing of information between mahalla groups 

and medical care networks is extensive; it would be difficult for a pregnant woman to 

avoid standard antenatal care entirely in this context. Both in Tashkent and in the villages 

in Jizzakh, patronage nurses and sometimes leaders from the mahalla women’s board 

visit pregnant women at home to encourage them to get adequate antenatal care. 

Especially in Tashkent, gynecologists at local polyclinics, obstetricians at delivery 

hospitals, and mahalla women’s committees work together to keep track of pregnant 

women in the health care system: 

In the mahalla we have a women’s board who gather young wives once a month, 
young women, and they say, “You are pregnant, yes? You should go for a 
consultation with the doctor. You should be examined.” And the women’s board 
helps if there are new young wives. They say, “If your mother-in-law does not 
allow [you to go to the doctor], come to us and we will help you.” Shoira, 40-
year-old Tashkent Muslim mother-in-law, individual interview. 

As in the quantitative results, analysis of the qualitative data indicates that 

mothers-in-law often play a strong role in their son’s wives’ utilization of antenatal care. 

For Russian Orthodox women in Tashkent, the influence of the mother-in-law was 

generally described as weakly positive. Among Muslim groups, mothers-in-law appear to 

have a strong, but mixed, influence on young mothers’ use of antenatal care. Both in 

Jizzakh and Tashkent, the accounts of Muslim daughters-in-law diverged. In some cases, 

they described their mothers-in-law playing a harmful role: 

My mother-in-law was healthy and never went to the doctors, and because of that 
we could not go to the doctor… In the third month of pregnancy, I still had not 
been registered at the doctor. At that time I already had acute inflammation of my 
kidneys on both sides. My mother-in-law didn’t even let me go to the doctor. She 
said that I might have a miscarriage if the doctors began to examine me, and so I 
didn’t go to the doctor until the sixth month. Every day I had a fever. I was sick. 
And when I went in the sixth month to the doctor, I was in a serious condition. 
My legs were swollen and I could not even walk. Even then at home they still said 
that I go to the doctor a lot. Mamura, 34-year-old Tashkent Muslim daughter-in-
law, focus group. 
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Some Muslim women, especially in Tashkent, said that a young women’s own mother 

usually does not play a role in day-to-day health care decision making. However, she may 

be called upon to contribute in cases where her daughter falls ill and there are insufficient 

funds for her treatment. In general, as is more pronounced for results in Chapter 6 (on 

child health) Orthodox women often listed their own mothers as major sources of 

assistance through the pregnancy process, but while for Orthodox respondents mothers 

can give advice and help with concrete tasks, they do not generally step into a position of 

authority or health care decision-making power over a young, pregnant woman. 

Although economic concerns, misconceptions about potential dangers stemming 

from gynecological examinations, and general under-education were mentioned more 

often as motivations, respondents occasionally linked the justification for limiting 

antenatal care to religion. This relationship was usually characterized by a belief that 

everything depends on God, rather than doctors: 

When my sister-in-law… went to the doctor, they said that it was dangerous there 
was a threat of miscarriage. And they told her to lay down with her legs raised. 
And then my mother-in-law told her not to lie like that. She said that if God gave 
life to that child, then lay or walk, if it is fated to drop out it will drop out, and if it 
is fated to live it will live. Dilfuza, 36-year-old Jizzakh Muslim daughter-in-law, 
individual interview. 

Frequently, and in line with the quantitative findings, Muslim daughters-in-law described 

their mothers-in-law as concerned with the care of their pregnant daughters-in-law, 

sometimes accompanying pregnant daughters-in-law for antenatal visits or deciding to 

send them to the obstetrician when they would have preferred not to go. Many mothers-

in-law participating in the focus groups and individual interviews claimed to encourage 

their sons’ wives to go to the doctor regularly during pregnancy. No one in the groups of 

mothers-in-law claimed to have ever prevented their daughters-in-law from seeking 
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antenatal care, although many told stories about neighbors and acquaintances who had 

done so. 
 

Figure 5.3. Percentage Married Women Living with Mother-in-Law, 2002
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Source: 2002 Uzbekistan Health Examination Survey. 
Notes: The sample is limited to currently married women. 

Figure 5.3. Percentage Married Women Living with Mother-in-Law, 2002 

Whether the influence of mothers-in-law is helpful or harmful on balance, it is 

clear that they play a key role in making health decisions for their pregnant daughters-in-

law, especially in Muslim families. Muslim women live with their mothers-in-law much 

more frequently than Christians, especially in the first years of marriage (see Figure 5.3). 

Among women married less than five years at the time of the 2002 survey, 77% of urban 

Muslims, 83% of rural women (mostly Muslim), and 14% of urban Christians reported 

living with their mothers-in-law. After living with the husband’s family for several years, 

the young family sometimes moves elsewhere. This, as well as increased mortality of 

husbands’ mothers in the later years of marriage, explain the steady drop-off in the 

frequency with which women report co-residence with their mothers-in-law as the 

marriage progresses. Especially when the daughter-in-law is young, her mother-in-law 
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tends to have a great deal of control over many aspects of her life. Respondents described 

this relationship as having both positive and negative sides, as mothers-in-law could use 

their experiential knowledge to make wise decisions, but daughters-in-law were 

sometimes perceived to have very little agency. Several religious leaders and other 

Muslim participants lamented that popular misunderstanding or perversion of Islam52 

might be contributing to the cultural persistence of these relationships:  

It should not be like that, but here it is different, because people do not know 
Islam very well… Here, Islam and customs are mixed up like kasha, and 70% of 
Uzbeks think that the daughter-in-law is like a servant... Sometimes they use 
[Islam as a reason]. But do not think that because I am a Muslim woman I do 
everything, everything because of Islam… I am not a robot on which the rules of 
Islam are written. Otin-oyi, Tashkent. 

The control of the mother-in-law over her daughters-in-law often extends to their health 

care choices, especially those made during pregnancy. Although the standard schedule of 

antenatal care visits is carefully controlled, mothers-in-law are of key importance in 

deciding when and where to appeal for help if there are any problems with the pregnancy. 

Most Muslim participants agreed that, if there is a mother-in-law in the household, she 

will have the final say on whether to go to the doctor, a traditional or religious healer, or 

stay home when a pregnant woman has a health problem: 

JB: When the daughter-in-law is concerned about her health during pregnancy, 
who makes the decision about where to go, to the doctor or to the kinnacha? 

Dilfuza: I tell my husband, my husband tells his mother, and she decides. Dilfuza, 
36-year-old Jizzakh Muslim daughter-in-law, individual interview. 

Only rarely did members of the Muslim groups, especially women, say that the final say 

belongs to the husband or father-in-law, and almost no one placed the ultimate decision 

about her health care with the pregnant woman alone. It is clear from the responses of 

                                                 
52 See Barrett (2007) for a more thorough discussion of perceptions of generalized religious inadequacies 
and of a lack of religious knowledge in Uzbekistan among participants in this project and Louw (2007) for 
related findings from her extensive fieldwork in Bukhara. 
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participants in the focus groups and interviews that the strength of the general familial 

authority of mothers-in-law is also partially based on (or justified by) religious doctrine. 

Most Muslim respondents felt that the daughter-in-law is religiously obligated to obey 

both her husband and her mother-in-law: 

In the Islamic religion it is written that it is necessary to listen to what elders say 
and to do, to fulfill, what they say… It is written about that and said. That the 
daughter-in-law must obey and carry out the assignments of the mother-in-law. 
Uktam, 53-year-old Jizzakh Muslim man, individual interview. 

However, most respondents agreed that young women were religiously obligated to resist 

their mothers-in-law if faced with choosing between obedience to the mother-in-law and 

harming their health during pregnancy. Although Orthodox respondents also said that 

elders should be respected, when asked in individual interviews, each Orthodox person 

said that there is nothing in religion requiring obedience to the mother-in-law. 

Nevertheless, as a young Orthodox woman noted, several Orthodox people felt that living 

in a largely Muslim culture has shaped their family relations to some extent, indicating 

the perceived importance of larger religious context: 

[A]ll the same, where we live has an influence. I consider myself Orthodox, but 
nevertheless, I have lived for 20 years in a Muslim country and that has 
influenced, I think positively, my relationships. In other countries where Muslims 
are fewer, they probably are less respectful of older people. Larisa, 20-year-old 
Tashkent Orthodox woman, individual interview. 

Orthodox respondents usually explained religiously required respect for elders as 

something far removed from obedience. Rather, they described a need to treat them 

kindly and to hear them out in full before deciding on your own how to act.  

Across all groups, most respondents argued that individual and family religiosity 

do not generally impact antenatal care utilization, as a) nearly all families are aware of 

the necessity of regular medical care during pregnancy and b) there is a high level of 
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social control over pregnant women’s utilization of medical care. Male and female 

religious leaders in both regions were universally supportive of modern medical care: 

We all the same say that everything is from Allah… It means that even during the 
nine months of bearing, and his birth, and how he further will eat, it all depends 
on Allah. And when a miscarriage happens at 2 or 3 months, then that depends on 
Allah. Everything depends on Allah…  But even if you believe in God, all the 
same it is necessary to go to the doctors. Otin-oyi, Jizzakh. 

In every Muslim women’s group, but particularly in groups of Muslim mothers-in-law, 

women stressed the increasing importance of relying on medical care during pregnancy in 

a context where maternal health is perceived to be rapidly deteriorating (see Chapter 4 for 

more on this perceived health decline). 

A second issue related to the utilization of antenatal care that is potentially tied to 

religious beliefs involves a preference for female gynecologists. Although questions 

about this issue were asked in all focus groups, it was only seen as an important matter 

among Muslims. Young Muslim women reported initial avoidance of gynecologists 

because of the belief that being examined by a male doctor is sinful. In Tashkent, women 

often have the option to request a female gynecologist, and my observation and 

conversations with medical professionals indicated that most women’s health 

professionals tend to be female. Women’s health care workers in Tashkent discussed how 

religious Muslim women sometimes refuse to be seen by a male gynecologist, but they 

report that this is not related to limitations in access to care, as there are generally 

multiple doctors and nurses on staff. In the village cluster in Jizzakh, women have less 

choice. The two main obstetrician/gynecologists in the district center are men, and this is 

well-known by all female respondents. Although basic antenatal care is provided by 

female nurses/midwives at local medical points, pregnant women are also supervised by 

the district obstetrician during his monthly visit to the rural medical center. Reports of 

dissent from husbands regarding male doctors were limited to Tashkent, likely because a) 



 151 

the Jizzakh women speculated that their husbands are not aware that the gynecologist is a 

man and b) it is widely understood that most rural women have little practical choice to 

be seen by another doctor. In Tashkent, Orthodox women did not generally express a 

preference for female doctors.  

Care During Delivery 

In the 1996 UDHS, almost all births in Uzbekistan, especially in urban areas, 

were delivered by health care professionals in delivery hospitals, the majority of which 

are state run (Yarkulov, Asadov, and Soultanov 1997). In recent years, private “for pay” 

delivery hospitals have also begun to appear, but a survey collected in 2006 (State 

Statistical Committee of the Republic of Uzbekistan 2008) found that women who gave 

birth in the two years preceding the survey delivered mostly in government delivery 

hospitals (75%) or government hospitals, clinics, or health centers (21%). Most of the 

remainder delivered at home (2%), with less than 2% delivering at a private facility. 

Although services at state delivery hospitals are technically free, women’s families are 

typically asked to provide necessary drugs and various other supplies during her stay. 

Delivering obstetricians routinely expect to receive at least token gratitude payments 

following the birth:53 

Today, a basic birth with no complications… costs about $50. As you like – to the 
cashier, not to the cashier, to the doctor, not to the doctor, as a bribe, not as a 
bribe… The relationship between a doctor and a patient has changed. If earlier the 
government provided in full for people, all the more pregnant women, now… you 
buy the medicine, you pay for the operation. In the waiting room hangs a list of 
what a patient must bring with her to the delivery hospital: bandages, alcohol, and 
so on and so on… Doctor (general medicine) at  delivery hospital, Tashkent. 
 

                                                 
53 World Bank (2003) findings support the high occurrence of informal payments for health care in 
Uzbekistan, especially in urban areas, and cite increases in the significance of these payments over time. 
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At our birthing hospital everything costs. It costs so much that you end up without 
money… Without money, the doctors don’t lift a finger. Denis, 29-year-old 
Tashkent Orthodox man, focus group. 

The uneven process of privatization of the health care system has in some cases led 

patients to be unsure of whether some of the payments they are making are official costs 

or unofficial bribes demanded by doctors. In Tashkent, women are registered with one of 

the many delivery hospitals based on residence. Women with higher socioeconomic 

status sometimes reported making arrangements to deliver at other public delivery 

hospitals rumored to be cleaner or safer. Even within state-run delivery hospitals, it is 

often possible to pay for extra services, whether officially or unofficially. For a fee, some 

public delivery hospitals offer “deluxe” rooms following the birth that are not shared with 

other patients. Depending on the particular delivery hospital, these rooms may feature a 

separate bathroom, a refrigerator, a renovated décor, and a rug on the floor. For those 

with fewer resources, it is also often possible to give small bribes to doctors or nurses in 

exchange for more careful monitoring of the mother and child. 

As with antenatal care, because the delivery process is highly institutionalized and 

because the norm of giving birth at a delivery hospital is widespread, religious affiliation 

and belief do not seem to have much of an impact on where a woman goes for the 

delivery of her child: 

You know, women come to us, they give birth – and although they are religious, 
they all the same come to us. We do not have home births. No one gives birth at 
home. Whether they are believers or nonbelievers, they all the same come to us, 
because they also know that it is necessary. OB/GYN nurse at delivery hospital, 
Tashkent. 

This same nurse went on to say that, very rarely, extremely religiously committed 

Muslim women stress that the result of their delivery depends only on Allah and ask the 

delivery hospital staff not to administer injections or interfere with the birth more than is 

absolutely necessary. In the interview and focus group data, there are few mentions of 
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direct religious influences on health care decisions related to delivery, although Muslim 

men and women did sometimes assert that doctors do not control everything and, in the 

end, the outcome is decided by God (perhaps reflecting an interpretive strategy for 

delivery-related decisions made outside respondents’ control). 

Religious characteristics come into play more often during the delivery process in 

several ways related to the level of comfort with conditions in the delivery hospitals. In 

focus groups and individual interviews, reluctance to be seen by a male doctor, here for 

the delivery of a birth, again emerged as a potential link between religion and interaction 

with medical services. Within Tashkent, perceptions of the level of choice women have 

regarding their obstetrician varied widely between different delivery hospitals, regions of 

the city, and levels of social and economic resources. Medical professionals working in 

more traditional areas of the city were not surprised to be asked about religious Muslim 

women’s experiences with male obstetricians and reported being well-equipped to handle 

related requests: 

We have very few male gynecologists. There are anesthesiologists and 
pediatricians who are men… There are such religious women who come here [and 
ask] that the [male] anesthesiologists do not even approach during the birth… We 
say, “Okay,” and call a woman. OB/GYN nurse at delivery hospital, Tashkent 
(Old City). 

Others, especially in the city center, were less concerned with these sorts of religiously-

related preferences, saying that women are left with little choice if they go to the delivery 

hospital to give birth and find out that the doctor on call is a man; whoever is on call will 

deliver the birth without concern for the woman’s preferences. As with antenatal care, 

several Muslim women discussed their husbands’ unwillingness to allow a male 

gynecologist to deliver the birth. According to another delivery hospital nurse: 

Sometimes it relates to religion. Sometimes they come also come with scarves 
and say, “My husband does not want it.” And the women also say, “I do not want 
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it. I am embarrassed. I go in the street with a scarf and I also cannot lie in front of 
a man naked.” ICU nurse at delivery hospital, Tashkent. 

Among Muslim daughters-in-law in Tashkent, several had the experience of being asked 

to decide if they were willing to allow the male doctor on call to examine them at the 

delivery hospital. One woman expressed that this option is new in recent years: 

Now there is not such. They don’t force an examination with the doctor on duty. 
If he is a man when they take you to the birthing hospital, they ask, “Will you be 
examined by a man or do we call a woman?” I myself chose a woman. Earlier 
they forced. Now it is your right to choose. Mashkura, Tashkent Muslim 
daughter-in-law, focus group. 

In many cases, couples who feel strongly that the delivery should not be performed by a 

male doctor make arrangements ahead of time with (and informal payments to) a female 

obstetrician who will deliver the birth even if she does not happen to be the doctor on call 

at that time. Participants frequently expressed religiously-motivated preferences for 

female obstetricians as strong, but not absolute. If a qualified woman is available to 

deliver the birth safely, that is the best option. However, if there is no other practical 

option, most female participants agreed that the health of the woman and children 

supersedes religious requirements of modesty. In the Jizzakh villages, most women felt 

that there was basically no option for having a delivery without a male doctor present. 

Notably, among the rural participants in this project, there were no men or women who 

personally expressed the view that it was sinful or shameful for a woman to be under the 

care of a male obstetrician: 

Even if a religious woman gives birth, and a man will deliver the birth, it does not 
matter. Here religious women have given birth and it’s nothing. They do not have 
another way out. It becomes necessary to give birth with a male gynecologist. 
Though religious women try not to show themselves to the eyes of a strange man. 
Matluba, 36-year-old Jizzakh Muslim daughter-in-law, focus group. 

Partner births have also recently begun to be allowed in delivery hospitals in Uzbekistan, 

allowing husbands, mothers-in-law, or other family members to be present during the 
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birth. Many delivery hospitals have also begun to allow relatives to have short visits with 

the woman who has given birth and her new child while they remain at the delivery 

hospital. According to several Muslim respondents as well as medical experts in 

Tashkent, this may present a new difficulty regarding access to medical care during birth 

for religious women, as religious norms of modesty make it problematic for there to be 

increasingly many men in a health care setting traditionally reserved for women only: 

We allow it. They can go in, but often they do not want to, because there are 
women there. And especially religious people do not want them to go there, 
because they are breastfeeding... They go around half naked, and in religion it is 
forbidden to look at a half naked woman. And for Uzbeks also, in general. Often 
they do not want to do that… OB/GYN at delivery hospital, Tashkent. 

Those with the social and economic resources to choose another delivery hospital may 

also have the option to seek out a more traditional institution. Specifically because of 

these concerns, an OB/GYN nurse at another delivery hospital, located near the old city, 

said that the delivery hospital where she worked does not follow the governmental order 

that family members be allowed to visit women after the birth of their children: 

You know, we now have a new order, the 500th order… that everyone can go to 
her, but for us such is not suited… For the women in hijabs, if the husband of a 
woman in the same room with one of them may come in, she will be embarrassed. 
We do not do that. We do not let anyone in… They talk on the telephone or 
through the window... There are other delivery hospitals that let them go in. 
OB/GYN nurse at delivery hospital, Tashkent. 

Rather than leading religious women to avoid delivery hospitals entirely, these issues 

cause some to seek to avoid long stays at the delivery hospital before giving birth. 

Traditional Healers/Alternative Treatments 

Extremely few respondents to the 1996 UDHS or the 2002 UHES reported 

reliance on traditional healers. This is undoubtedly partly due to limited opportunities to 

report visits to alternative types of healers. For example, on the 1996 UDHS 

questionnaire, faith healers (tabibs/znakhar’s) are only mentioned once as a possible 
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response, in regard to dental problems. Additionally, it is possible that respondents 

wanted to emphasize their use of modern health care services in order to impress the 

Ministry of Health sanctioned interview teams of doctors, nurses, and other medical 

professionals.  

In the qualitative analysis, in contrast, Muslim men and women in both research 

locations frequently reported turning to prayer or to traditional healers for a variety of 

ailments. Muslim men and women in both locations also referred to traditional healers, 

but people discussed appealing to these healers more often in Jizzakh than in Tashkent. 

The two most commonly mentioned types of traditional healers are the kinnacha and the 

tabib. Kinnachas are usually older women, and they function to remove illnesses caused 

by the evil eye (kinna in Uzbek). People, usually strangers, are believed to pass on the 

evil eye, sometimes unwittingly, by looking at someone with envy or excessive 

admiration, and it has the effect of making the receiver ill. Muslim women, in particular, 

expressed the idea that pregnant women and babies are especially susceptible to 

becoming ill from the evil eye. Kinnachas may use a combination of recitation of surahs 

from the Qur’an and a laying on of hands, sometimes involving bread, to treat someone 

with the evil eye. While kinnachas are understood to treat illnesses from a different cause 

than those treated by medicine, this is not always the case for tabibs. Respondents 

described a wide variety of healers under the designation of tabib, ranging from faith 

healers to witch doctors to educated nontraditional natural healers. Tabibs are often, but 

not always, men, and they may take on the same problems as medical doctors. There is 

great diversity in the particular methods of healing used by tabibs, but they commonly 

use grasses and herbs in their treatments. Some tabibs use prayer and Qur’anic recitation 

as part of their healing practices. According to respondents, some tabibs also use magic, 
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spells, and talismans, and they may specialize in removing black magic curses in addition 

to treating basic physical ailments, but this is not obligatory. 

Although most Muslim participants in this project considered both types of 

healers to be related to Islam at least to some degree, views were quite mixed, with some 

respondents claiming that such healers were sinful, others believing that they provided 

religious treatment, and a third group arguing that traditional healing is unrelated to 

religion. Participants also disagreed about whether people who appeal to traditional 

healers are necessarily especially religiously committed (beyond being believing 

Muslims). Many respondents are aware of hadiths establishing the existence of the evil 

eye. However, particularly in the focus group discussions among Muslim women in 

Tashkent, opinions diverge sharply on whether it was appropriate or necessary to go to a 

specialist (the kinnacha) for treatment of illnesses caused by the evil eye. While some 

believed that kinnachas provide religiously-sanctioned treatment, others thought that such 

practices are, on the contrary, against Islam. In the estimation of the latter group, the evil 

eye should be dealt with through simple prayer or recitation in the home or with the help 

of a mullah or otin-oyi. Because treatments available from tabibs are extremely varied, 

respondents asserted that tabibs do not necessarily practice religious healing; it is even 

possible for some tabibs not to be religious at all. The small number of kinnachas and 

tabibs with whom I spoke each believed that Allah gave them the gift of healing and used 

them to cure other believers. The kinnachas said that only religious believers come to 

them for treatment and that their clientele was almost exclusively Muslim. 

Because of the belief that pregnant women are more susceptible to the evil eye, it 

is not uncommon for pregnant women to try going to the kinnacha when they become ill 

with problems such as headaches, vomiting, certain types of stomachaches, exhaustion, 

or constipation. The tabib is an unpopular choice during pregnancy, as many respondents 
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believe that his treatments might increase a pregnant woman’s risk of miscarriage. Less 

commonly, women may also make a religious pilgrimage to a holy place (mazar), 

sometimes associated with the tomb of a respected Islamic figure, in hopes of being 

healed (the practice of ziyorat). In focus groups and interviews, these pilgrimages were 

usually mentioned by women in Jizzakh and as potential cures for infertility, rather than 

sources of treatment for medical issues during pregnancy: 

There are situations when a young daughter-in-law for a period of one or two 
years does not have children. They show her to the doctor, give her injections. If it 
does not help, some people go to the shrine, some go to the mullah… they turn to 
their last hope – they pray. Marhamat, 66-year-old Jizzakh Muslim mother-in-
law, individual interview. 

Muslim women in both family status groups in Tashkent said that they rarely received 

treatment from healers other than doctors after getting pregnant. Such healing was more 

common among Jizzakh women, particularly through visits to the kinnacha. Other 

alternative treatments practiced during pregnancy include prayer, burning isriq (a plant 

that gives off a strong smell when burned) near pregnant women to ward off the evil eye, 

and reading or reciting from the Qur’an. Some participants said that it is considered 

especially beneficial to have certain religiously knowledgeable people, often but not 

always religious leaders, pray over a pregnant woman to calm her nerves and improve her 

health. In difficult situations, families may call mullahs or other religious leaders to the 

delivery hospital to pray for the pregnant woman: 

In delivery hospitals, even into the birthing hall they also take [us]… It has 
happened many times…When they cannot help with a knife or anesthetic, they 
call us so that they will calm down and not suffer. Mullah, Tashkent. 

Alternative treatments through healers, prayer, or pilgrimage are not generally 

conceptualized as incompatible with modern medicine. Men and women often asserted 

that it is possible to turn to either type of treatment or to both simultaneously. One reason 

put forth for choosing alternative treatments, usually by cynics, is that they are less 
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expensive than turning to modern medicine, where one can expect to purchase expensive 

medicines, pay for supplies and transportation, and give bribes or payments of gratitude 

to physicians, especially following the birth of a child. Others go to traditional healers 

“just in case,” while also going to the doctor, and some recognize a psychological 

element in the treatment received from traditional healers or the curative power of 

prayer.54 A third reason to turn to traditional healing is the perception that modern 

medicine is unable to treat a specific condition. This was sometimes expressed as a 

choice made out of frustration when faced with the process of a drawn out medical 

treatment, one last attempt at a cure, or acting in accord with the belief that each type of 

healing treats a specific set of diseases that do not overlap: 

In the Qur’an… diseases are divided into two sorts – spiritual and bodily. There 
are certain treatments for spiritual diseases and certain treatments for bodily 
diseases and that is all explained in the Qur’an… Various medicines and herbs are 
for treating bodily diseases, but spiritual diseases are treated namely through 
reading the Qur’an. Otin-oyi, Tashkent. 

In contrast to the rich discussion of the association between maternal health and 

traditional healers, religious healing, and other alternative treatments among Muslim 

respondents, only one Orthodox woman mentioned turning to prayer and fasting when 

she wanted to get pregnant. Generally, Orthodox men and women very rarely discussed 

the possibility turning to prayer, the church, or to a different type of traditional healer 

(znakharka) when they had health-related problems, even when asked directly. Although 

several women said that they prayed at the last minute that their delivery would be easy, 

no participants in the Orthodox groups said they had gone to a traditional healer or 

religious leader for treatment during pregnancy. People in these groups did not associate 

znakharkas with religion.  

                                                 
54 In rural Navoi, Aubel and colleagues (2003) found similar assertions of patients gaining a sense of 
calmness through experiences with traditional healers. 
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Medical professionals in Tashkent and Jizzakh did not generally see traditional 

healers as a significant threat to women’s health, as the healers usually do not practice 

any harmful treatment, and pregnant women are almost always under the supervision of 

an obstetrician, who is not replaced by the traditional healer: 

They are afraid to lose their child and therefore they run at once to the doctor 
[during pregnancy]. And they do not go to the tabib or to anyone else. For 
gynecological [problems], they go both to the tabib and to nontraditional 
[healers]… but for obstetrics, no. They go to the doctor. OB/GYN in delivery 
hospital, Tashkent. 

Although they did not think that the use of alternative treatments could keep pregnant 

women away from the doctor entirely, health professionals did express concern that 

women might waste valuable time by going to traditional healers first instead of seeking 

medical care immediately. The kinnachas with whom I spoke said that they often sent 

sick people to the doctor if they appealed to them with problems that were medical and 

not related to the evil eye, including most women’s health issues.55 They diverged on 

whether or not they were willing to treat infertility. One of the tabibs participating in this 

study claimed to be able to treat all ailments.56 The main goal of this study was not to 

explore alternative medicine in the region, and a larger project focusing on the work of 

traditional healers would be necessary to generalize about their practices with any level 

of confidence. 

CONCLUSION 

In this chapter, I have discussed potential pathways linking religious affiliation, 

belief, and behavior and maternal health. Using a combination of quantitative and 

qualitative analyses, I focused on themes of marriage and motherhood, health behaviors, 

                                                 
55 This is similar to Aubel and colleagues’ (2003) finding that traditional healers often advise patients to 
seek modern medical treatment if the healers do not think that they are capable of treating their illnesses. 
56 The other tabib was a self-described combination kinnacha/tabib. 
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and medical care choices, discussing the influence of mothers-in-law and other family 

members on maternal health decisions as an overarching theme. There is strong support 

for the religious significance of motherhood among study respondents. The link between 

religion and the importance of becoming a mother may be part of the reason that the 

quantitative analyses in this section demonstrates a propensity of Muslims to marry 

earlier and have children sooner after marriage than do Christians. The associations 

between religion and both age at first marriage and first birth interval are partially 

explained by controlling for socioeconomic characteristics, and more of this relationship 

might be explained with better variables gauging young women’s social and economic 

opportunities.  

In terms of women’s health behaviors before and during pregnancy, religious 

regulations regarding substance use, nutrition, cleanliness, and exercise as well as the 

overall high value given to pregnancy seem to have largely positive effects. However, the 

lack of autonomy that some women experience regarding certain health and health care 

choices may have a negative impact on women’s health. Religion is but one (and not 

necessarily the strongest) of many social influences on conceptions of motherhood and 

the role of the daughter-in-law in the family vis-à-vis her mother-in-law. Other influences 

on this relationship, including the family’s socioeconomic status and, most importantly, 

pattern of residence, should not be ignored. It is clear from the analysis in this chapter 

and from previous work in other parts of the country that mothers-in-law play a deciding 

role in determining maternal health outcomes in many regions of Uzbekistan. Aubel and 

colleagues (2003) found that mothers-in-law are eager to learn more about maternal 

health in order to provide better care and advice to young women in their families, and, as 

they suggest, incorporating older women in the family in maternal health training 

programs is likely to enhance the programs’ impact on health outcomes significantly. 
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Because the framework of antenatal care is very strictly monitored and controlled 

in Uzbekistan, there is little room for religiosity or other characteristics of respondents to 

influence utilization of standard antenatal care services. In situations where there is a 

problem during pregnancy and a young, pregnant woman experiences concern about her 

health, religion does seem to play a role in the extent to which she is able to determine 

her course of action independently. In Muslim families, she is likely to be heavily reliant 

on her mother-in-law in making health care decisions, and the authority of the mother-in-

law is based in part on perceptions of religious regulations.  

Preferences for female OB/GYNs or female-only spaces during delivery were 

expressed by some Muslim respondents. In most cases these preferences were significant 

but not absolute. In all cases, husbands and wives were willing to put aside these 

religiously-motivated preferences if they felt that the pregnant woman’s health would 

suffer otherwise. This finding is similar to the conclusion in Chapter 4 that health can 

serve as at type of trump card in religion, as study participants perceived the value of 

individual health in Islamic doctrine to supersede most other rules and regulations in 

situations where there is a conflict. Perhaps because of the highly monitored nature of the 

antenatal health care system in Uzbekistan, religiously-motivated discomfort with 

antenatal care and delivery hospital practices do not appear to limit women’s access to 

care. However, in terms of policy, in the interest of improving quality of care and patient 

experiences with health care services, it would be advisable for women’s health care 

providers to take seriously the concerns expressed by some Muslim women in this study, 

perhaps by making available additional provisions for privacy or explaining the health 

benefits of the presence of a continuous caregiver. In interviews, most doctors and nurses 

were very concerned with treating all pregnant women identically, regardless of their 

background or family characteristics. While treating women with fairness and 
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establishing equality of access to care is undeniably important, these goals should not be 

achieved to the exclusion of considerations of individual quality of care. Women do not 

forget their religious commitments when they are transformed into patients by pregnancy, 

nor do they check their individual preferences or concerns at the doors of the delivery 

hospitals where they come to give birth. Where possible, increasing opportunities for 

choice, explaining the motivations behind health care reforms, and encouraging 

sensitivity to and respect for individual beliefs, religious and otherwise, among health 

care providers would serve to improve quality of care in maternal health care services. 

In sum, this chapter has demonstrated how religious beliefs and practices can 

come to influence attitudes and behaviors related to maternal health, sometimes in 

indirect ways. The influence of religion begins even before pregnancy, as perceptions of 

core religious values are linked to the emphasis placed on the mother’s role, at least for 

Muslim participants in this study. Religion also has an impact on health care utilization, 

through influencing women’s experiences with the health care sector, informing ideas 

about the appropriate decision-making role of others in the family, and through providing 

partial justification for alternative/supplementary treatment options. For many people, 

religion also contributes to a complex system of motivations to engage in positive health 

behaviors during pregnancy and to avoid those perceived to be harmful, again working at 

times through interpretations of the appropriate role of other family members 

(particularly the mother-in-law) in monitoring maternal health behaviors. 
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Chapter 6: Religious Influences on Child Health 

INTRODUCTION 

How can religiosity come to influence child health? In this chapter, I examine the 

relationships between religious beliefs, practices, and affiliations and child health. I 

explore these relationships at three interrelated stages, investigating processes associated 

with the planning, maintaining, and restoring of child health. The focus of this chapter is 

on the health of young children (under age five), with a special focus on outcomes and 

practices in the first year of life. The main topics discussed in this chapter are planning 

for the health of future children, protecting children’s health in the first year of life, 

carrying out key health maintenance behaviors as children age (through age five), and 

making decisions regarding health care interventions (again, through age five). These 

factors represent key moments in child health planning, maintenance, and intervention, 

combining to illustrate the connection between religion and health through the first five 

years of life. 

As in previous chapters, I draw on both quantitative and qualitative data. 

Unfortunately, the available quantitative data for testing religious effects on child health 

are scant (in terms of sample sizes and indicator availability). Emigration of non-titular 

(and likely disproportionately Christian) ethnic groups leading up to 2002 also resulted in 

fewer Christians in the UHES sample (see Heleniak 2004 for a summary of patterns of 

Russian out-migration). Because children are the unit of analysis for the quantitative 

portion of this chapter, the quantitative analyses in this chapter are affected by limitations 

of sample size to a greater extent than the quantitative work presented in previous 

chapters. Therefore, I sought to incorporate qualitative data to supplement the 

quantitative empirical evidence and to provide theoretical insight into this important 
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topic. For each key topic, the quantitative data are used to establish the overall context of 

child health on a national level. This allows for a preliminary test of the first research 

question, assessing the overall associations between religion and child health indicators, 

with a focus on drawing out the theoretically important elements of the case: What are 

the overall relationships between religious affiliation and indicators of child health in 

Uzbekistan, and how do they differ from what we would expect to find in other contexts?  

The qualitative analyses in this chapter extend the quantitative results to examine 

a more complex set of research questions, investigating perceptions of the influence of 

religiosity on child health outcomes and parental choices regarding the health and health 

care of their children. The qualitative analyses were particularly helpful in identifying 

and exploring possible pathways of religious influence. Questions addressed by the 

qualitative segment of the analysis relate primarily to uncovering individual 

understandings of associations between religion and child health and identifying potential 

explanations for how religion may be linked to child health practices. Does knowledge of 

or belief in specific elements of religious doctrine result in particular patterns of choices 

and behaviors related to child health care? How do individuals perceive connections 

between their own religious beliefs and child health practices? Do religious beliefs 

motivate child health behaviors and attitudes different from those encouraged in the 

secular sphere? Does the larger religious context play a role by encouraging the provision 

of financial or social support? Does the relationship between religiosity and child health 

depend on the adoption of certain health behaviors promoted within the religious group, 

either in official doctrine or unofficial parlance? How do religious groups encourage 

specific health protective behaviors that impact children? How do such groups 

discourage, or render non-normative, behaviors viewed as potentially damaging toward 

children’s health?  
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I initially planned for this chapter to investigate links between religion and health 

for children up to one year in age. The infant mortality rate projected by the U.S. Census 

Bureau for Uzbekistan in 2008 is 67.8 per 1000 live births (US Census Bureau 2008), 

and, as shown in Figure 6.1, the latest available U.S. Census infant mortality rate 

projection for Uzbekistan is higher than projections for all other countries in post-Soviet 

Central Asia.57 The trend over time shows no substantial decline since 1996 (when the 

estimated infant mortality rate is 69.7). The 2008 projection for Uzbekistan is over twice 

the infant mortality rate projected for Kazakhstan (26.6) in the same year. As I discuss in 

more detail in Chapter 3, a non-standard definition of live births and underreporting of 

early deaths are suspected to suppress estimates of infant mortality from both official 

statistics and survey results in Uzbekistan (UNICEF 2003; Sullivan and Tureeva 2004). 
 

Figure 6.1. U.S. Census Bureau Estimates of Infant Mortality Rate 

(per 1000) by Year for Central Asian Countries 
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Source: U.S. Census Bureau, International Data Base. 

Figure 6.1. U.S. Census Bureau Estimates of Infant Mortality Rate (per 1000) by Year for 
Central Asian Countries 

                                                 
57 The U.S. Census estimates for infant mortality in Uzbekistan are higher than official reports or survey 
estimates of infant mortality (see UNICEF 2003), likely because they take into account potential regional 
variation in underreporting of early deaths. 
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Motivated by continued concerns over a relatively high infant mortality rate in 

Uzbekistan to contribute to understandings of the religious dimension of differentiation 

and influence over health outcomes in the first year of life period, I originally intended 

for this chapter to focus on religious influences on child health for children ages 0 to 1. 

However, encouraged by preliminary findings from early interviews with religious 

leaders, medical experts, and dialogue between participants during the focus group 

discussions, I expanded the scope of the investigation to ask about the health of older 

children (ages 0-5) during follow-up individual interviews. This inclusion allowed me to 

investigate changes in the impact of religion on child health at different ages and to 

uncover pathways of influence of religion on child health that become more salient as the 

child ages. As a result, in this chapter, I explore health outcomes for infants and for 

children up to five years of age.  

Despite major joint efforts between the government of Uzbekistan and 

international health organizations to improve child health, several issues remain of 

concern. The 2002 UHES may indicate a potential rise in under five mortality from 62 

per 1000 for births preceding the survey by 10-14 years (approximate dates of 1988-

1992), to 77 for births 1993-1997, to 73 for births 1998-2002 (Sullivan and Tureeva 

2004).58 In 2006, Uzbekistan ranked 69th in the world in terms of childhood (under 5) 

mortality rate out of a total of 194 ranked countries (UNICEF 2007). Substantial numbers 

of children continue to suffer from malnutrition, vitamin and mineral deficiencies, and 

anemia (Kamatsuchi 2006). 

                                                 
58 However, child mortality is a relatively rare outcome, and Sullivan and Tureeva (2004) do not indicate 
the confidence intervals for their estimates of child mortality. There is also additional reason to question the 
reliability of estimates derived from mothers’ reports on births more than 10 years before the survey 
(Sullivan and Tureeva 2004), so any interpretation of trends in child mortality from survey data should be 
made with caution. 
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In this chapter, I assess the influence of religiosity on decisions related to the 

protection and maintenance of children’s health as well as choices regarding medical or 

alternative treatment to restore the health of sick children. I discuss how religion may 

come to bear on child health through families’ choices and priorities in planning for the 

health of future children, protecting infant health, maintaining overall child health, and 

selecting a course of treatment when their children have health problems. The following 

section clarifies the operationalization of variables and coding used in this chapter. 

MEASURES AND CODING 

Quantitative Analysis 

Many of the variables considered in this chapter are available on the 2002 UHES 

but not the 1996 UDHS – overall child health, usual source of health care for children, 

beshik (a traditional wooden cradle in which infants are often secured) usage. Because of 

this and other inconsistencies in data collection for the remaining children’s variables of 

interest,59 I use only 2002 data for this chapter with the exception of the estimates of 

infant mortality, which are taken from both surveys. For each outcome (mother’s overall 

rating of children’s health, breastfeeding practices, stunting, traditional cradle usage, and 

source of health care for children, described in detail in the following section), 

descriptive statistics are presented separately by religious affiliation.60 Aside from the 

descriptive analyses of infant mortality (children under age one) and an investigation of 

current breastfeeding practices for children under age two, throughout the chapter, 

children five years old or younger are the unit of analysis. Health data were collected on a 
                                                 
59 The children’s health questions were asked about all children five years of age or older at the time of  the 
2002 UHES, but respondents to the 1996 UDHS reported on the health only of children born in the three 
years preceding the survey. 
60 This distinction is not possible for infant mortality rates due to sample size limitations. As in previous 
chapters, separate statistics for Christian respondents are presented only in urban areas, as the 2002 UHES 
indicates that over 99% of rural women identify as Muslim. The Christian respondents to the survey are 
largely Orthodox, but were recorded in the UHES only as “Christian.” 
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total of 2705 children under five, including 1701 children born to rural mothers (and 

1005 children born to urban mothers (936 Muslim and 62 Christian). Because of the 

small number of children reported by Christian women, the examination of religion is 

limited to descriptive results in the quantitative analyses. 

Dependent Variables 

I examine the infant mortality rate, mother’s overall rating of children’s health, 

breastfeeding practices, stunting, beshik usage, and source of usual health care for 

children. First, I present estimates of infant mortality rate for several social, economic, 

and demographic population sub-groups in the ten-year periods preceding the 1996 and 

2002 survey. In order to include information on children born less than one year before 

the survey date, I use log probability models to estimate the probability of infant death, a 

method described in detail by Balk et al. (2003) and utilized to estimate infant mortality 

rate in Egypt by Lara and Pullum (2005). I use an estimate of length/height-for-age as a 

measure of child growth to gauge long-term deficiencies in children’s nutrition, 

comparing an anthropometric measure (length/height) collected in the 2002 UHES to the 

WHO Child Growth Standards (WHO 2006b).61 I coded children as stunted if they scored 

two standard deviations or more below the median on the length/height-for-age standard. 

The remaining outcome variables are drawn from women’s responses to questions 

about the health of their children born during the five years preceding the survey 

(approximately 1998-2002). At the time of the survey, women were asked to rate the 

overall health of each child as excellent, very good, good, fair, or poor, and I collapse this 

                                                 
61 I used the WHO Anthro software (version 2.02) (WHO 2008) to produce z-scores indicating the distance 
of each observation from the median value of sex-specific length/height-for-age in the WHO standard well-
nourished population. Cases from the 2002 UHES with extreme values flagged by the Anthro software as 
biologically implausible (absolute value of z-score for length/height-for-age greater than 6) are excluded 
from the analysis (82 cases). I coded children as stunted if their length/height-for-age measure fell more 
than 2 standard deviations from the WHO population standard. 
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measure into fair/poor versus good or better health. For each child reported age five or 

younger, women were also asked about their present and past breastfeeding practices. 

Because breastfeeding is critical for the health of young children, I examine whether 

children were ever breastfed and their current breastfeeding status. For children who are 

currently breastfeeding, I also examine whether they were given additional food or 

liquids (water, juice, tea, non-breast milk, other liquids, or solid or semi-solid food) in the 

day before the survey to assess levels of exclusive breastfeeding. Women reported 

whether each child five years old or younger was ever put into a beshik. For children 

under one year of age, women were asked whether the child was currently being put into 

a beshik and, if so, how many hours the child was in the beshik in the day and night 

preceding the survey. This measure is useful because medical concerns linked to the 

beshik often refer to dangers associated with its extended use, in particular. Finally, 

respondents listed the usual (public or private) source of health care for each child age 

five or younger. 

Control Variables 

In the first section of results, I present rates by sex of the child, type of household 

residence (urban vs. rural), mother’s education (higher education vs. less), and mother’s 

age at birth (under 20, 20-29, 30 or older). I also provide estimates of the infant mortality 

rate at different parity levels using the parity index developed by Kleinman and Kessel 

(1987), which takes into account the common interaction between mother’s age and birth 

order.  The index includes three categories: first births, low parity (2nd order births to 

women 18 or older and 3rd order births to women 25 or older), and high parity (2nd order 

births or higher to women under 18, 3rd or higher to women between 18 and 25, and 4th or 

higher to women 25 or older) (see also Doyle, Echevarria, and Frisbie 2003; Frisbie and 
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Song 2003). Overall, this descriptive analysis of infant mortality provides contextual 

knowledge about internal variations in infant survival. 

In a multivariate analysis of current breastfeeding practices, I bring in several of 

the same variables (sex of child, mother’s education, and residence status). I also include 

the age of the child in months, the child’s birth order among total live births, and material 

well-being score at the household level. Child’s age is important to consider as 

breastfeeding practices are likely to drop off as the child ages. Birth order is included to 

assess variations in care provided to children born at different stages of family life, and 

household material well-being may tap constraints (in terms of available time) or a 

motivator (due to a lack of resources for purchasing formula) for breastfeeding. Material 

well-being is tapped by creating a summary measure of household ownership of eight 

items, as in Chapters 4 and 5.  

The quantitative findings in this chapter assess bivariate links between religious 

affiliation and behaviors and outcomes related to child health, providing overall context 

on topics that I evaluate in more depth using qualitative data sources. As I describe in the 

following section, four major themes regarding the effect of religion on child health 

emerged during the collection and analysis of the qualitative data: 1) planning for the 

health of future children before they are born, 2) protecting the health of infants, 3) 

adopting behaviors that help to maintain children’s health, and 4) choosing health care 

interventions when children are ill. In this structure, the quantitative findings come to 

bear most clearly on the second and third theme discussed. The first theme takes on 

planning for the health of future children before they are born and draws on qualitative 

findings. I then present overall patterns of infant mortality as background information for 

understanding practices related to protecting the health of infants. Under the theme of 

child health maintenance, I examine religious and other social differences in mother’s 
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overall ratings of child health, their child care behaviors potentially linked to child health 

(breastfeeding, beshik usage), and a resulting child nutritional outcome (stunting) in order 

to give an empirically grounded framework for interpreting qualitative findings on 

religion as a contributing factor in these issues. Finally, beginning with a quantitative 

assessment of the typical sources of children’s health care in Uzbekistan, the theme of 

health care intervention includes qualitative examinations the process by which decisions 

are made in the family regarding types of health care for children. Although the 

quantitative analyses are useful in terms of gauging generalizability and establishing an 

overall connection between religion and child health, the qualitative analysis is critical in 

answering questions relating to pathways of connections between religiosity and child 

health and in understanding how individuals perceive these connections. 

Qualitative Analysis 

In coding the results from the qualitative data (expert interviews, focus groups, 

and follow-up individual interviews), I used child health as one of three core coding 

categories (see Chapter 3). After this first coding step, I re-read all material coded as 

relevant to child health and developed a coding scheme. I originally coded the three types 

of qualitative data on a large number of child health maintenance and health care 

intervention topics. I then grouped these initial codes into four emergent core themes: 

planning for the health of future children, protecting the health of infants, maintaining 

children’s health, and making decisions about health care interventions. The results 

section of this chapter is structured around these four key themes. 
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RESULTS 

Planning for the Health of Future Children 

Even before a woman has given birth, families in Uzbekistan are often concerned 

with the health of their future children. Respondents recognize that the decisions they 

make regarding the number and timing of births have important ramifications for the 

conditions in which their children will be raised. With this understanding, men and 

women make choices about their childbearing and plan for the health of their future 

children within larger contexts and frameworks (including religious ones) that may factor 

into their decisions. This section focuses on the role of religion in making decisions about 

family size and planning for children’s health in a context replete with economic 

challenges to raising healthy children. 

Religious Importance of the Number and Quality of Children 

Among all groups of study participants, one of the initial reactions to the question 

of how many children there should be in a family was the phrase, “There should be as 

many children as God gives,” but people vary widely whether this statement had actual 

meaning for their daily lives (See Chapter 4 for a more detailed discussion). Comparing 

direct responses from focus groups and interviews with Orthodox and Muslim 

respondents, Orthodox respondents appear to see this statement as a platitude largely 

insignificant in their fertility decision-making, while it continues to hold more meaning 

for most Muslim research participants. Still, across groups of response, respondents to 

this study used their experiences and the experiences of their older relatives to explain 

that high fertility is clearly detrimental to the health of both mothers and children. As 

shown in Chapter 4, religious beliefs regarding the divine determination of the quantity of 

children do not necessarily stand in the way of Muslim participants planning the family in 
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ways thought to be conducive to good health. However, in this study, religious leaders 

and Muslim believers also occasionally referred to Qur’anic verses indicating that parents 

should not fear that their children will live in poverty, as Allah will provide the necessary 

materials for a child’s upbringing (6:151; 17:31)62. These verses were usually cited only 

in discussions of the religious unacceptability of abortion, relating back to the idea that a 

family should have as many children as God has (already) given. 

 Beyond the idea that Allah holds total control over the number of children 

ultimately born into a family, many Muslim, but not Orthodox, respondents specifically 

expressed the belief that having many children is desirable in religious doctrine. 

Although all Muslim groups asserted that Allah put no set number on the appropriate 

number of children, this idea that larger families are generally better was mentioned in 

every Muslim group, but daughters in-law in Jizzakh and Taskent and mothers-in-law in 

Jizzakh reached the strongest consensus in their focus group discussions and also 

discussed the desirability of many children in Islam in individual follow-up interviews. A 

hadith citing the value of being “prolific” was the one of the most commonly cited 

religious references in this study.63 Mullahs in Tashkent and Jizzakh and respondents 

chosen for both groups of Muslim daughters-in-law as well as the Tashkent Muslim 

men’s group spontaneously mentioned a hadith about Muhammad expressing pride in 

high fertility among followers of Islam: 

…[I]n Islam we have such a discussion that when you want to get married you 
should not choose such a beautiful woman, but a healthy woman who can give 

                                                 
62 6:151 “Say: ‘Come, I will rehearse what God hath (really) prohibited you from”: join not anything as 
equal with Him; be good to your parents; kill not your children on a plea of want; – We provide sustenance 
for you and for them…” 17:31 “Kill not your children for fear of want: We shall provide sustenance for 
them as well as for you. Verily the killing of them is a great sin.”  
63 “Narrated Ma'qil ibn Yasar: A man came to the Prophet (peace be upon him) and said: I have found a 
woman of rank and beauty, but she does not give birth to children. Should I marry her? He said: No. He 
came again to him, but he prohibited him. He came to him third time, and he (the Prophet) said: Marry 
women who are loving and very prolific, for I shall outnumber the peoples by you.” Sunan Abu-Dawud, 
Book 11, Number 2045 (Abu-Dawud n.d.). 
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birth to many children. If I know that a certain woman cannot have children and I 
choose her to marry – if I know that, then it is a sin to choose her. God says, “I am 
satisfied when my people have many children.” Aziz, 28-year-old Tashkent 
Muslim man, individual interview. 

[I]n the hadith it is said that God said, “I am proud that you have so many!” To 
men it was said that if their wife died, they should not stay alone but immediately 
get married… If we will be opposed to giving birth to children, then we will be 
opposed to religion. Gulnoza, 36-year-old Jizzakh Muslim daughter-in-law, 
individual interview. 

Although a small number of Muslim participants spoke of religious rewards for 

having many children or punishments for purposefully having few, most discussed the 

desirability of many children in Islam as a preference but not an absolute requirement. 

From data collected in focus groups and interviews, I found that ensuring children’s 

health and providing them with a quality upbringing are also very important. Although it 

is good to have many children, the value of quantity cannot be separated from 

considerations of the quality of the health of those children: 

JB: In Islam is something written about how many children must be in a family? 

Mullah: …Prophet Muhammad says, “I take pride in my descendants and that I 
have many.” But what kind of people must those descendants about whom 
Prophet Muhammad is proud be? In the first place they must be healthy. They 
must believe in Islam. They must be believers and stay healthy in the body and 
worship in the soul… It means that the quantity of children in the family is not 
limited by Islam. But the Prophet talked about the quality of children – it is 
important what kind they are, the quality. Mullah, Jizzakh. 

Across groups, Muslim men and women in this study stressed that children’s health is a 

priority in Islam and that it is necessary for parents to provide their children with the care 

and conditions necessary to ensure their physical and psychological well-being, 

including, at minimum, enough quality food and clean clothes and household conditions: 

…[I]n religion it is said that the child needs to be brought up well, fed well, kept 
in cleanliness. About that is said in religion. Dilfuza, 36-year-old Jizzakh Muslim 
daughter-in-law, individual interview. 
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Some mentioned the providing children with education, nutrition, and all the conditions 

necessary for good health in terms of religious parental (especially fatherly) obligations 

or Islamic views towards children’s rights. For many respondents, their religiously 

supported concern for children’s health justifies limiting births in today’s difficult 

circumstances, despite the general desirability of having many children when conditions 

allow. Respondents often asserted that, in religion, “the health of the child stands in the 

first place.” 

Across groups, respondents were well-acquainted with the benefits of preserving 

two- to three-year intervals between births for the health of present and future children.64 

These findings echoed sentiments expressed in interviews with medical workers in 

Tashkent and Jizzakh, who stressed birth spacing as key for both child and maternal 

health.  

Male and female Islamic religious leaders in both research locations also 

supported birth spacing for the protection of children’s health, whether accomplished 

through natural (withdrawal, breastfeeding) or artificial (medical contraceptives) means. 

Some female Muslim respondents referred to Islamic doctrine in supporting birth 

spacing, as Allah instructs women to breastfeed their children for two full years in the 

Qur’an (2:233).65 Women saw this dictum as consistent with longer birth intervals 

because of a) knowledge that pregnancy is less likely during breastfeeding and b) a sense 

of religious duty to provide sustenance to the first child without dividing their nutritional 

resources by getting pregnant with a second child. An NGO worker in Tashkent 

described how her organization uses popular support for birth spacing and ties to health 

                                                 
64 Research over the last decade has confirmed the importance of birth spacing for the health of both 
children and mothers and has pointed to longer intervals (three to five years) as even more beneficial for 
child health and survival (for review, see Setty-Venugopal and Upadhyay 2002). 
65 2:233 “The mothers shall give suck to their offspring for two whole years, if the father desires to 
complete the term. But he shall bear the cost of their food and clothing on equitable terms…”  
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values in Islam for the protection of children’s health as an entry point for discussing the 

benefits of contraception with religious community leaders throughout Uzbekistan: 

We’ve gotten used to working with religious leaders. And I should say that they 
have treated our work [to provide] quality, accessible information on the question 
of reproductive health with understanding… We do not say, “We will plan the 
family,” or “We will plan the number of children in the family.” …[We say that] 
we must give them information about how there should be three years between 
two births so that the child will develop fully. NGO worker, Tashkent. 

Economic Challenges to Raising Healthy Children 

Health professionals and ordinary men and women across groups, but particularly 

in Tashkent, tended to list poverty as the largest obstacle to children’s health in 

Uzbekistan. Tashkent medical workers stressed household level poverty as the most 

important risk factor for children. After being asked to name the most serious problem 

currently influencing children’s health, a Tashkent pediatrician working in a public 

hospital replied, without hesitation: 

Economic and material deficiencies in the family. Poverty. Namely that factor, 
because there are families who have five or six children, and they are not in the 
condition to provide for their children…[B]efore independence, 15 years ago… it 
was a rich country, but we lived poorly, even then… Now someone has found 
profitable work, someone else has gone abroad… but all the same, there are such 
people who cannot provide for themselves here. Pediatrician, Tashkent. 

There is a strong perception of rising economic differentiation between households, 

which respondents often contrasted to a greater feeling of equality in Soviet times. 

Indeed, rising Gini coefficients (from 24.8 in 1981, to 33.3 in 1993, to 48.1 in 2005) 

show significant increases in income inequality in Uzbekistan (UNU-WIDER 2008). 

Individual women and men participating in this study described difficulties in 

providing their children with the conditions necessary for good health such as a high 

quality education, good nutrition, proper clothing, and health care. These problems are 

especially apparent when there are many children in the family: 
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The prophet Muhammad said, “The more Muslims there will be the better,” but 
now it is necessary not to give birth to many. It is permissible, of course, not to 
protect yourself. Then any healthy woman will give birth to children every year. 
And how will her husband then feed the children? Now it is not possible because 
of circumstances to have many children. Saodat, 40-year-old Jizzakh Muslim 
daughter-in-law, focus group. 

Related to general religious support for improving child health through birth spacing, 

economic deficiencies in the family provide a reason for limiting births thought to be 

religiously justifiable by both religious leaders and ordinary Muslims.  

In addition to challenges of materially providing for children, respondents 

(especially those with relatively lower economic status) also expressed frustration over 

declining state-based social protections related to the children’s health. The 

disappearance of government-provided supplemental foods for mothers and children, 

large scale rising economic difficulties, and overall increases in poverty, were all 

described as factors currently harming children’s health. Indeed, respondents reported 

that there is little in terms of a social safety net available for families that need assistance 

with caring for their children. Governmental support may come in the form of children’s 

grants given automatically after the child is born until s/he reaches two years of age or 

additional support provided to poor families by application. In all groups, support from 

the government, provided through the mahalla (a self-governing neighborhood 

association), was described as uncertain and inconsistent. In all groups in Tashkent, men 

and women described the process to receive these funds as inefficient, bureaucratic, and 

often not worth the required time and effort to receive the small amount of available 

assistance for the maintenance of children: 

…[U]pon the birth of a child, it is possible to count on a certain help. Earlier they 
gave 16,000 so’ms 66 and now 18,000 so’ms a month for one child. But they also 

                                                 
66 The rate of exchange during my fieldwork remained fairly constant and was approximately 1225 so’ms = 
1 US dollar. 
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may not give it out on time, and they may give it to one [person] and nothing to 
someone [else]. Akmal, 23-year-old Tashkent Muslim man, focus group. 

The Russian men’s group in Tashkent agreed that the process is bureaucratic, adding that 

it is also replete with preferential treatment for the friends and family of mahalla 

committee members. In the cluster of villages in Jizzakh, men and women said that their 

mahallas were poor and that they do not generally receive any support at all: 

Maybe the state does help somewhere, but not here. Here the state does not 
help… [F]or example, to mothers they should pay a grant for the child, but for us 
there is no such thing. If they give, it is with great delays. The first month they 
pay, and the remaining four or five months they do not give. Now also the grant 
for children has been reduced to two years. Gulnoza, 36-year-old Jizzakh Muslim 
daughter-in-law, focus group. 

Assistance from religious organizations such as mosques or churches is also 

unlikely. Muslim and Orthodox respondents alike reported that mosques and churches are 

unable to provide regular assistance and will only help very poor families on religious 

holidays or in very unusual circumstances. Across all groups, respondents most 

frequently said that, when they need financial assistance in order to care for their 

children, they turn to family members and close friends. In the Jizzakh villages, 

respondents commonly said that most families always have livestock on hand that they 

can sell in the case of an emergency with the child, while urban residents must rely on 

other forms of emergency resources. 

Protecting the Health of Newborns and Infants  

In this context of heavy self-reliance within families and little outside assistance 

in providing care to children, traditional ceremonies thought to benefit child health and 

the responsibility of extended family members for the health of children provide 

important, and sometimes more certain, complements to formal, state-provided assistance 

and care. This section examines the role of religious beliefs in protecting the health of 
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very young children, focusing on health protective rituals thought of, at least by some 

respondents, as expressions of religious practice and the reliance on mothers-in-law in 

ensuring the health of infant children. Similar to the examination of the connections 

between religion and the authority and influence of mothers-in-law (discussed in Chapter 

5), I explore the religious motivations of the responsibilities mothers-in-law take on 

during this period. 

As background information on the overall context of infant health, I begin by 

presenting quantitative findings on infant mortality. Table 6.1 shows infant mortality 

rates by sub-group for the 10-year periods preceding the 1996 UDHS and the 2002 

UHES, presenting estimated neonatal, post-neonatal, and infant mortality rates by 

background characteristics and year of birth.67 Incorporating sample weights and 

accounting for clustering, I use log probability models with data from all live births to 

estimate the probability of dying between ages 0 and 1 (infant mortality), under 1 month 

(neonatal mortality), and between 1 month and 1 year (post-neonatal mortality).68 

Because infant mortality is a rare event and few births were recorded to Christian 

women,69 viable estimates of infant mortality rate could not be calculated separately by 

religious affiliation. These rates are calculated for the 10 year periods prior to the 1996 

and 2002 surveys. Results reveal a continuing, and perhaps worsening, health care crisis 

                                                 
67 Especially for the most recent period, these estimates (and those reported in the 1996 UDHS and 2002 
UHES final reports) are significantly higher than rates reported by the Ministry of Health from the national 
registration system (19.1 for 1998-2002, 27.2 for 1993-1997, and 37.6 for 1988-1992) (Sullivan and 
Tureeva 2004). The differences in rates calculated from the surveys and those taken from vital statistics and 
provided by the Ministry of Health are likely largely due to systematic differences in defining a live birth 
(See Chapter 3 for review) and other substantial underreporting of infant deaths (Sullivan and Tureeva 
2004). 
68 Neonatal mortality usually refers to deaths in the first 27 days, while post-neonatal mortality is 
concerned with deaths between 28 days and one year. Data limitations require the simplification used here. 
69 In the 10 years preceding the 1996 UDHS, 122 live births were reported by urban Christian women. In 
the 10 years preceding the 2002 UHES, there were 103 births to urban Christian women. Among these 
births, four infant deaths were reported in the 10 years preceding the 1996 survey and one was reported in 
the 10 years preceding the 2002 survey. 



 181 

in Uzbekistan. Overall, mortality before age one is estimated at 64.5 (95% CI: 56.7-73.4) 

per 1000 births between 1993 and 2002, a statistically significant increase from 43.8 

(95% CI: 35.8-53.6) per 1000 between 1987 and 1996.   
 

Table 6.1. Estimated Infant Mortality Rates by Background Characteristics (per thousand live 
births), 1993-2002 (N=5002) and 1987-1996 (N=4752) 

 Neonatal  
Mortality Rate 

Post-Neonatal 
Mortality Rate 

Infant Mortality Rate 
(1q0) 

 1987-1996 1993-2002 1987-1996 1993-2002 1987-1996 1993-2002 
Sex of Child       
    Male 24.11 37.51 25.83 30.26 50.17 68.30 
    Female 19.23 29.96 17.68 30.13 37.19 60.45 
Residence       
    Rural 20.94 37.98 22.98 37.86 44.13 76.29 
    Urban 23.36 26.71 19.19 17.26 42.96 44.37 
Mother's Education       
    Less than Higher Education 20.40 35.21 22.22 32.56 42.84 68.25 
    Some Higher or More 33.82 21.06 17.76 8.47 52.41 29.71 
Mother's Age at Birth       
    Under 20 28.23 40.00 16.62 22.31 45.45 62.54 
    20-29 17.51 32.48 23.93 29.50 41.60 62.58 
    30 or Older 32.49 35.44 17.02 37.05 50.03 72.46 
Parity       
    First birth 20.84 36.10 20.45 22.66 41.53 59.53 
    Low Parity 18.90 27.23 18.19 31.20 37.65 58.84 
    High Parity 25.54 41.82 26.82 37.65 52.22 79.47 
       
Total 21.70 33.88 21.79 30.19 43.76 64.53 
Source: 1996 Uzbekistan Demographic and Health Survey, 2002 Uzbekistan Health Examination Survey 
Notes: Probabilities of infant and child death for each group are estimated using log probability models. Parity level 
for mother’s age is gauged using the Kleinman-Kessel index (Kleiman and Kessel 1987).  
Number of births, 1987-1996: 4752 total, 2342 female, 2410 male, 2087 urban, 2665 rural, 581 mother with higher 
education, 4171 mother with less education, 450 mother < 20, 3280 mother 20-29, 1022 mother 30+, 1399 first 
births, 1807 low parity, 1546 high parity.  
Number of births, 1993-2002: 5002 total, 2391 female, 2611 male, 1802 urban, 3200 rural, 510 mother with 
higher education, 4492 mother with less education, 555 mother < 20, 3473 mother 20-29, 974 mother 30+, 1625 
first births, 2104 low parity, 1273 high parity. 

Across almost all social groups, there is a rise in infant mortality rate between 

1987-1996 and 1993-2002. Changes in infant mortality rates differ strikingly between 

social groups. Although Sullivan and Tureeva (2004) find evidence suggestive of 

incomplete reporting of neonatal deaths in the 1996 UDHS, the increase between the two 
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periods in the overall estimated rate of post-neonatal infant mortality is almost as large as 

the change in the estimated neonatal mortality rate. For these samples, improvements in 

the infant mortality rate are seen consistently only among births to mothers with higher 

education. In terms of residence type, estimates of neonatal and post-neonatal mortality 

increase substantially for rural births. The sex-specific mortality rates indicate a 

decreasing male/female ratio, especially post-neonatal rates. Mortality rates among 

females under one year of age appear to be increasing more rapidly than for males. 

Estimated neonatal mortality rates increase across parity levels, but there is no substantial 

increase in the estimated post-neonatal mortality rate for first births. The overall infant 

mortality rate is significantly lower (p<.05) for urban births than for rural births and for 

births to women with higher education or more (compared to those with less education) 

in 2002, but not in 1996. Social differentiation in levels of infant mortality appears to be 

increasing. In regards to residence and maternal education, the differences are stronger 

for post-neonatal mortality than for neonatal mortality. 

Rituals, Ceremonies, and Infant Health 

For many participants in this study, a range of religiously-motivated (at least for 

some) ceremonies and rituals are thought to be important for guarding the health of very 

young children. Keeping 40 days of seclusion for the child and mother following the birth 

of a child (chilla) is a common practice among Muslims in Uzbekistan. In terms of 

ceremonies and rituals carried out in a shorter time frame, baptism was important for 

many Orthodox respondents, while Muslims discussed the ceremonies of mushkul kushod 

and akika. Respondents reported a link between each of these ceremonies and religious 

beliefs, and each is motivated by a desire to protect or improve the health of young 

children, at least in some cases. 
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Chilla, a 40 day confinement period following a delivery, is a widespread practice 

among Muslim participants in this study.70,71 Most participants saw it as beneficial for 

protecting the health of infants and, to a somewhat lesser extent, new mothers. 

Incorporated into the beginning of the period of chilla is the naming ceremony, in which 

a mullah (or, in some cases, an elder religiously knowledgeable man in the family) comes 

to the child and reads the child’s first prayer into his/her ear, beginning the child’s life as 

a Muslim. During this period, the new mother and her child remain at home and should 

not be visited by anyone outside the immediate family. The mother breastfeeds the child 

and eats a diet of light, bland foods, as she is thought to be in a very fragile state, at least 

in the first weeks of chilla. She is generally excused from most of her household duties, 

except caring for her new baby, and a special effort is made to maintain cleanliness 

around the mother and child. Similar to chilla in Uzbekistan, a substantial amount of 

previous research details the practice of isolating women and children after birth, often 

for 40 days, in many other contexts worldwide (e.g., Bahar et al. 2005; Winch et al. 

2005). In Pakistan, the 40-day period after birth is also called chilla (Khadduri et al. 

2008).  

Muslim women and men were aware of the basic characteristics of the 40-day 

period of isolation and rest, and almost all female Muslim study respondents claimed to 

observe chilla themselves and to be careful not to visit a household where there is a 

newborn child. Among Sufi orders in Uzbekistan (Louw 2007) and elsewhere (Schimmel 

1975), the term chilla refers to a period of prayer, spiritual contemplation, and isolation, 

                                                 
70 Aubel and colleagues (2003) describe a similar period of chilla after births in rural Navoi. 
71 In some families, chilla is also observed by a new bride immediately following marriage, but 
respondents described this as a less important and less common practice. Although respondents using the 
word chilla without further qualification almost always referred to the 40-day period of isolation after a 
birth, the term is sometimes used to refer to other things lasting a period of 40 days, including the hottest 40 
days of summer. 
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usually lasting 40 days (unrelated to post-pregnancy seclusion).72 Although no 

participants in this study drew a connection between the term and the Sufi practice of 

meditation and prayer, some did see chilla as a custom with religious roots, and certainly 

as a part of common Muslim practice. The motivation for the period of chilla was 

repeatedly described as coming from the belief that newborn children and, to a lesser 

extent women who have just given birth, are more susceptible to the impact of a) germs 

and microbes on the one hand, and b) the evil eye and malicious spirits on the other. 

Respondents expressing both types of motivation attributed the practice of chilla to 

Islamic doctrine: 

There is such a concept in Islam, called chilla. …[I]n the first period [after birth], 
they protect the newborn from all surroundings and even show him to no one. 
When the baby is born, no one is allowed to visit him within the first 40 days... 
And in religion it is also said that during that 40 day period after the moment of 
birth of the child, the organism and the mother and the child himself become very 
weak and he is easily susceptible to various microbes, bacteria, and diseases. 
Sanjar, 49-year-old Tashkent Muslim man, focus group. 

In the Qur’an it is said that all kinds of evil spirits stick in the first place to the 
newborn and therefore we keep chilla. Durdona, 66-year-old Tashkent Muslim 
mother-in-law, focus group. 

When I asked about the importance of health and medicine for young children in Islam, 

another Tashkent Muslim mother-in-law explained the high degree of compatibility 

between religion and medicine, a view that came to be a common theme in the qualitative 

segments of this study: 

The medical rules and our own Islamic rules are almost identical. For 40 days, 
everything is forbidden to the child. Why is that? Grownups already have their 
own microbes. They take the child, kiss him. Various people. And there is the evil 
eye. Therefore, it is necessary to hold onto the child strongly until 40 days... In 
religion and in medicine. Fatima, 58-year-old Tashkent Muslim mother-in-law, 
individual interview. 

                                                 
72 In Persian, the word, chillā (����) is defined as “The forty days of fasting…; quarantine; the period of 
forty days after child-[birth], during which a woman remains unclean” (Steingass [1892] 2001:397). 
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Several medical personnel interviewed in Tashkent and Jizzakh agreed that chilla 

protects infants from exposure to infection. Among the individuals interviewed in this 

study, confinement during chilla is desirable, but there are no strict requirements keeping 

mothers and children homebound in cases where it becomes necessary to go to the clinic 

for treatment. Although doctors and nurses said that Muslim women will not leave the 

home with their newborn children for regular care during the period of chilla, they also 

said that it is quite rare for a family to neglect to provide medical attention to a sick 

infant. Medical workers and ordinary women talked about an organized system of regular 

home visits by patronage nurses and pediatricians in the months after a birth:  

[After the mother leaves the delivery hospital], the pediatrician comes and looks 
at the child at home, because the first 40 days are considered chilla, and the 
woman does not leave the house… After a week he comes back again or they call 
him themselves if there is a problem with the child… because she cannot leave 
the house… [T]hey do that until 40 days because of that… I do not know what it 
is like for Russians. For Russians, they probably do not do that. [For non-
Russians], since the woman does not go out for 40 days, the pediatrician comes to 
her. Because of chilla. Obstetrician/gynecologist, Tashkent. 

According to doctors and nurses interviewed, a small number of women go to the clinic 

for regular preventative care during the 40 days following the birth, but most are 

provided with in-home care for the mother and child. Interviews with medical 

professionals both in Tashkent and Jizzakh indicated that clinics (Tashkent) and rural 

medical centers (Jizzakh) employ patronage nurses, who spend some or all of their time 

providing in-home care. There was very little indication from medical workers or 

individual women that keeping chilla may interfere with access to and utilization of care 

for mothers and young children in the period after birth. 

In addition to the pervasive practice of chilla, other rituals and ceremonies 

thought to be relevant for child health include baptism (Orthodox), akika, and mushkul 

kushod (Muslim). In both focus groups with Tashkent Orthodox affiliates, men and 
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women agreed that baptism is an important rite for children In Orthodox respondents’ 

views, it serves to instill children with a spiritual form of protection that helps to preserve 

their health throughout life: “After christening, the child is less subject to different 

diseases and grows up healthy.” (Nikolai, 52-year-old Tashkent Orthodox man, focus 

group.) Even self-described weak believers felt that baptism in the Orthodox Church is 

good for the health of young children, because it provides this spiritual protection. While 

several Orthodox women described the process of health protection from baptism as the 

acquisition of a “guardian angel,” most respondents were unsure of just how baptism 

comes to influence children’s health. 

In Muslim groups, akika and mushkul kushod were mentioned as ceremonies 

necessary to promote the health of young children. Akika is a celebration of the birth of a 

child, and muskul kushod is a women’s gathering held in difficult times to alleviate 

problems or to give thanks when a particularly problematic period has already dissipated. 

Although respondents did not reach full consensus, many view these ceremonies as 

religious or partly religious. Akika was mentioned much more often by Tashkent 

residents, while mushkul kushod was considered a potential protector of child health only 

in Jizzakh.  

When economic circumstances allow, families hold akika shortly after the birth of 

the child (days or weeks), but it is thought to be permissible to hold the ceremony at a 

later date if necessary. Families differ in the size and activities of the celebration held, but 

it necessarily includes the sacrifice of a lamb in honor of Allah and as an expression of 

gratitude for the child. Gifts of clothing for the infant and other supplies are also given at 

akika. The meat of the lamb is then shared with poor families in the neighborhood. A 

mullah or other religiously knowledgeable person is invited to recite prayers on behalf of 

the child. Especially among Muslim mothers-in-law in Tashkent, there was some 
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disagreement about whether or not akika had any link to religion, but most respondents 

did view it as a religious rite. Many respondents thought that akika protects children from 

negative influences and misfortune and that it is necessary to arrange akika for a child in 

order to promote health: 

We have some kinds of customs about raising children, for improving their health. 
For example…they do akika. It is for protecting children from evil spirits. For 
boys they slaughter 2 lambs and for girls one lamb. Without fail, parents should 
do it for children. Mashkura, 37-year-old Tashkent Muslim daughter-in-law, focus 
group. 

Men and women in Jizzakh brought up akika much less often than people in Tashkent, 

and never in the context of religious influences on child health. It is possible that this 

reflects issues related to social status and wealth; akika may have a less central role in 

rural practices, because rural respondents have fewer resources with which to host these 

ceremonies. This area was not explored in depth by this study, and it is worthy of further 

investigation. 

Unlike akika, mushkul kushod, which describes a specific type of women’s 

gathering, is sometimes but not necessarily tied to the birth of a child. Women invite an 

otin-oyi and gather for mushkul kushod to ask Allah for help in times of trouble, 

generally, or to give thanks following a difficult time (Kandiyoti and Azimova, 2004; 

Peshkova, 2006; Ro’i, 2000). In this study, this specific type of gathering was mentioned 

by only one woman in Tashkent and seemed to be practiced more frequently among 

women in the Jizzakh villages. In Jizzakh, several otin-oyis described the usefulness of 

mushkul kushod when a child is sick or even during pregnancy to ensure that the child 

will be born without health problems and continue to grow up healthy: 

JB: Do pregnant women come to you in order to protect the child? For [the 
child’s] health? 

Otin: Yes. In order for the child to be born they first give something to Allah. 
They do mushkul kushod for easy births. They ask God to give birth well and to 
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safely take the hands of that child and for Allah to give him an easy path. Otin-
oyi, Jizzakh. 

This Jizzakh otin-oyi went on to say that pregnant women or young mothers would be 

embarrassed to come to her for advice and that they come only with their mothers-in-law. 

This is perhaps partially a function of the higher status of mothers-in-law and respect 

accorded to them because of age. In a very age-structured social order, it is also likely 

linked to the fact that the otin-oyi and the mother-in-law are closer to the same 

generation. 

Role of Mothers-in-law in Protecting Infant Health  

The role played by mothers-in-law is another important factor in the protection of 

infant health. In ways similar to those described in Chapter 5, Muslim respondents’ 

religious respect for elders, generally, and mothers, specifically, contributes to the key 

role played by mothers-in-law in determining infant health. The mother-in-law has the 

most influence over child health when she is co-resident with her daughter-in-law and 

grandchild. Because of the present nature of household structure in Uzbekistan, this 

means that the actions of mothers-in-law are likely to have more bearing on child health 

in Muslim households, particularly when the daughter-in-law is young. 

Beginning during the period of chilla, the mother-in-law has many responsibilities 

related to maintaining the health of her new grandchild. Especially if there are no other 

women in the family to share the burden, she is expected to take on many of the new 

mother’s household duties while the young mother completes the 40 days of rest. The 

mother-in-law may also use chilla as an opportunity to teach her daughter-in-law how to 

care for the child, focusing on how and when to bathe and feed him/her. Another part of 

the role of mothers-in-law in this period involves monitoring the diet of their daughters-

in-law, ensuring that the daughters-in-law are eating appropriate foods thought to 
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contribute to milk production for breastfeeding. The monitoring role of the mother-in-law 

can extend to the breastfeeding process: 

The mother-in-law must constantly remember about her daughter-in-law, so that 
she breastfeeds the child and does not use artificial formulas. My second 
daughter-in-law did not breastfeed but made it look like she did… and I 
accidentally saw it, and I asked “Why do you not [breast]feed?” and she says to 
me that her milk was blue and therefore she does not want to feed the child. I later 
said, “Well show me,” and said, “No matter what color your milk, even if it is red, 
all the same you will breastfeed the child.” In mother’s milk there are very many 
vitamins necessary for the child. From where else can the child get those vitamins 
if he is not breastfed? Nargiza, 68-year-old Tashkent Muslim mother-in-law, focus 
group. 

Clearly, there is an element of authority and control here. When there is a newborn in the 

house, mothers-in-law continue to wield the authority they hold in the family in general 

(see Chapter 5). In this period, however, both Muslim mothers-in-law and daughters-in-

law stressed that there is an additional motivation of concern for the health of their 

grandchildren. In this respect, mothers-in-law may also exert control over when and how 

their daughters-in-law breastfeed their children: 

My mother-in-law sits and rocks my child in the beshik. From time to time she 
calls me, saying, “Do you want your child or not? What are you doing always 
escaping like a goat – the child needs to be fed.” I quickly feed the child and again 
run to complete my work. Dilfuza, 36-year-old Jizzakh Muslim daughter-in-law, 
focus group. 

The mother-in-law also has the duty of teaching her son’s wife about traditional 

family ceremonies, including chilla. Only one female Muslim participant in this study 

said specifically that she did not observe even part of chilla. Because her mother-in-law 

had died before she gave birth, the woman said that she was unaware at the time of any 

custom or tradition requiring her to sit at home.73  

                                                 
73 This example demonstrates both the role of the mother-in-law in the practice of chilla and the absence of 
strong social pressure for women who do not keep chilla for the full prescribed period. In contrast, women 
described many social sanctions for a woman who knowingly visits the house of a new mother during the 
period of chilla. Recognizing that children often get sick, women said that anyone who visited a home with 
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When the young mother’s household duties begin again following chilla, the 

mother-in-law continues to contribute to the keeping the infant healthy. Across Muslim 

groups, the most commonly mentioned duty of the mother-in-law is watching the child so 

that the daughter-in-law is able to complete her household tasks knowing that the child is 

in good hands: 

After you breastfeed the child, then you can give the child to your mother-in-law 
and take care of your matters around the house. And your mother-in-law happily 
will watch after the child. It is a big help for the daughter-in-law. For us my 
mother-in-law watches the child more than the daughter-in-law does! Saodat, 40-
year-old Jizzakh Muslim daughter-in-law, focus group. 

The mother-in-law also continually provides instruction and guidance on the feeding, 

hygiene, and medical treatment of the child, based on her own experience. 

Because Muslim families live in multi-generational households much more 

frequently than do Orthodox families (see Chapter 5) and because chilla is practiced 

exclusively among Muslims, the role of the mother-in-law was generally more structured 

among Muslim participants in this study. In focus groups and individual interviews, 

Orthodox respondents said that in some cases the young mother may receive help in the 

form of advice on childrearing from both her mother-in-law and her own mother, but they 

described the giving of advice as optional and somewhat sporadic: 

You cannot require that [your mother-in-law] look after your child or anything 
else. [It is] according to [her] desire. I know that in Muslim families, the mother-
in-law should look after the first child. She is obliged to look after his upbringing, 
but in Orthodoxy, there is no such thing. Vera, 23-year-old Tashkent Orthodox 
woman, individual interview. 

Muslim respondents conceptualized the sharing of information and other types of 

assistance provided by mothers-in-law were portrayed as a more generalized and 

expected occurrence. Muslim respondents saw the role of the mothers-in-law in 

                                                                                                                                                 
a new infant during the period of chilla would certainly be blamed by the community should anything 
happen to that child. 
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protecting the health of infants as more obligatory than did Orthodox respondents, but 

they did not necessarily interpret this role as religiously motivated. All Muslim groups in 

this study reached consensus that mothers-in-law generally contribute to the upbringing 

of children and that this is in keeping with secular national traditions. Consequently, 

despite religious motivations for the overall authority of mothers-in-law in the family 

(See Chapter 5) the part of their role involving instructing the daughter-in-law in 

practices thought to be beneficial for infants (and of monitoring to make sure she follows 

these instructions), was clearly expressed as a part of “national culture” by study 

participants, as distinct from religiously-motivated behavior.  

Maintaining Overall Child Health 

Although religious beliefs are by no means the only motivation to protect 

children’s health, Muslim respondents from all groups in this study attested to the 

religious importance of raising children well and, especially, keeping them healthy. Most 

medical professionals interviewed did not believe that religious affiliation or beliefs were 

a strong source of differentiation of individuals’ views on child health, because almost all 

families prioritize their children’s health. While Muslim respondents tended to link 

religion with overall good child health, many Orthodox respondents, including a priest, 

asserted that religion and health are located in separate spheres and that there is nothing 

in religious doctrine specifically relating to the health or upbringing of children. 

Although the number of children born to Christian respondents to the 2002 UHES is too 

small to allow for the inclusion of religious affiliation in multivariate analyses, it is 

interesting to note that, in urban areas, Muslim mothers are significantly less likely 

(16.6%, N=937 children) to say that their children under age six are in “fair” or “poor” 

health than are Christian mothers (28.1%, N=62 children) (design-based F(1,218)=3.95, 

p<.05). The basic quantitative finding establishes that there is a difference, but it does not 
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tell us whether this reflects an accurate assessment on the part of mothers, different 

conceptions of what it means to be in “good health,” or variations in response bias 

tendencies. In order to look deeper into religious differences in the meanings of good 

health and practices followed to maintain health, it is necessary to turn to the qualitative 

results. This section explores religious influences on child nutrition and hygiene 

practices, two sets of behaviors important for overall child health. 

Nutrition 

The quality of a child’s nutrition the first stages of life is crucial, as an infant’s 

nutritional status can have a lasting impact on health. Breastfeeding provides infants with 

proper nourishment and protection from disease, and it is endorsed by health 

organizations worldwide as the best option for infant feeding (e.g., American Academy 

of Pediatrics 2005; UNICEF 2005; WHO 2003). Breastfeeding is particularly vital for 

infant health in regions such as Uzbekistan, where access to clean, safe water is unstable, 

especially in rural areas, and largely variant by region of residence (Hadjibaev and 

Newby 2004; UNICEF and State Statistical Committee of the Republic of Uzbekistan 

2007). In such cases, breastfeeding provides additional protection to infants by limiting 

their exposure to contaminated water or non-sterile bottles (VanDerslice, Popkin, and 

Briscoe 1994). 

Among children born to respondents to the 2002 UHES in the last five years, over 

98.5% were breastfed during infancy, regardless of urban or rural residence of the family 

(N=2705). For the majority of children, breastfeeding practices continue for over a year. 

The total percentage of children two years old or younger currently breastfeeding is 

81.0% overall (83.9% rural, N=619; 74.8% urban, N=291). Despite the fact that very few 

births were reported by urban Christian women in the two years preceding the survey 

(N=20), in the bivariate case, there is a statistically significant difference in current 
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breastfeeding practices of children born to Christian and Muslim women in urban areas. 

Children born to Christian women (49.9% currently breastfeeding) are currently breastfed 

less often than children with Muslim mothers (76.6% currently breastfeeding) (design-

based F(1, 218)=9.50, p<.01). Because this estimate is based on such a small number of 

children born to urban Christian women, it should be interpreted with caution. Overall, 

against the recommendations of international health organizations (see, for example 

Dewey 2002), mothers report providing the majority of breastfed children under six 

months of age with supplemental food in the day preceding the survey (81.2%, N=251). 
 

Table 6.2. Logistic Regression Predicting Current Breastfeeding among Children 2 Years or 
Younger Born to Muslim Women in Uzbekistan, 2002 

 Model 1 Model 2 Model 3 Model 4 

Age of Child (in months) .78 *** .82 *** .77 *** .82 *** 
Sex of Child         
    Male (ref) 1.00  1.00  1.00  1.00  
    Female .57 * 1.07  .93  1.66  
Birth Order 1.27 * 1.28 * 1.25 * 1.26 * 
Mother’s Education         
    Less than Higher Education 
(ref) 1.00  1.00  1.00  1.00  
    Some Higher or More 1.05  1.04  1.19  1.21  
Residence         
    Rural (ref) 1.00  1.00  1.00  1.00  
    Urban .94  .97  2.08 † 1.90 † 

Material Well-being Score 
(logged) .76  .75  .74  .73  
Interactions         
     Child is Female * Age of Child   .88 **   .89 ** 
     Child is Female * Urban     .22 *** .24 *** 
         
N 884  
*** p<.001, ** p<.01, * p<.05, † p<.1 

Source: 2002 Uzbekistan Health Examination Survey 
Notes: Ref = reference category. Child’s age in months is centered on the mean for children 2 years old or 
younger (11.1 months). Results are presented as odds ratios. Variance inflation factor is under 1.2 with main 
effects only and 2.5 with both interactions included. 
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An examination of the impact of background factors on current breastfeeding 

practices should provide useful contextual information. Table 6.2 presents the results of a 

series of logistic regressions predicting current breastfeeding among children two years 

old and younger. In the first model, there are significant effects for the age, sex, and birth 

order of the child. As expected, breastfeeding declines as the child grows older; with each 

additional month of age, the odds of currently breastfeeding decline by 22% (p<.001). 

Girls are also significantly less likely to be breastfeeding than boys (OR=.57, p<.05), and 

children at higher birth orders are more likely to be currently breastfeeding (OR=1.27, 

p<.05). As shown in subsequent models, sex of child interacts significantly with both age 

and urban residence. Although female infants begin life no less likely than male infants to 

be breastfed, current breastfeeding drops off more quickly for girls (OR=.89, p<.01). 

Further, Model 3 indicates that, while there is no substantial difference in breastfeeding 

of girls and boys born to rural families, girls in urban areas are significantly less likely 

than boys to be currently breastfeeding (OR=.22, p<.001).74 To illustrate these effects, I 

calculated predicted probabilities of current breastfeeding as a child ages from birth until 

24 months. In Figure 6.2, I present the predicted probabilities of current breastfeeding 

through the first 24 months of life for girls and boys residing in urban and rural regions, 

with other model variables held constant at their means. This graph demonstrates the 

accelerated drop in the predicted probability of breastfeeding for female children born to 

Muslim mothers in both urban and rural areas. Girls and boys appear to begin life at 

uniformly high levels of breastfeeding, but mothers choose to stop breastfeeding girl 

children at significantly earlier ages than boys. The qualitative results presented later in 

this section examine specific religious beliefs as a potential cause of this behavioral 

decision. 
                                                 
74 In ancillary analysis, I found that the three-way interaction between child’s sex, age, and residence status 
is not significant once all lower order interactions are included in the model. 



 195 

 
 
 

0
.2

.4
.6

.8
1

0 4 8 12 16 20 24
Child's Age in Months

Female, Urban Male, Urban

Female, Rural Male, Rural

N=884

Figure 6.2. Predicted Probability of Current Breastfeeding
for Children of Muslim Women in Uzbekistan 2002

 
Source: 2002 Uzbekistan Health Examination Survey. 
Note: Predicted probabilities are calculated from logistic regression estimates for the full model in Table 6.2 
using the SPost command series in Stata(Long and Freese 2005). Predicted probabilities are shown for male 
and female births in urban and rural areas by month of age. All remaining model variables are held constant at 
their mean values. 

Figure 6.2. Predicted Probability of Current Breastfeeding for Children of Muslim 
Women in Uzbekistan 2002 

Stunting is a measure of height-for-age used to gauge long-term deficiencies in 

children’s diets. Clearly, it is closely related to breastfeeding practices and other 

measures of childhood nutrition (Sedik, Sotnikov, and Wiesmann 2003). I compared the 

height-for-weight of children five years old or younger to the WHO Child Growth 

Standards (WHO 2006b), finding that, overall, 21.9% of children were stunted. Despite 

the accelerated decline in current breastfeeding with age for female children shown in 
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Table 6.2 and Figure 6.2, ancillary multivariate logistic regression analyses indicate that 

girls’ chances of being classified as stunted in the first five years of life are not 

significantly different from boys’ chances in either urban or rural areas. 

In focus groups and individual interviews, there was very consistent support for 

breastfeeding as important for child health across all groups of female and male 

respondents. For both male and female children, breastfeeding was brought up 

spontaneously by participants in each of the Muslim focus groups as an important 

requirement for raising a healthy child: 

In the first place for the child to be healthy it is absolutely necessary to constantly 
breastfeed him – that is with mother’s milk… It is necessary to feed a child only 
breast milk and then he will grow up healthy and receive all the necessary 
substances and vitamins and will not be sick. Uktam, 53-year old Jizzakh Muslim 
man, focus group. 

In contrast, neither of the Orthodox groups spontaneously discussed the importance of 

breastfeeding. However, when prompted in follow-up interviews, each Orthodox 

respondent agreed that breastfeeding was, in fact, important for maintaining good health 

in infants. 

When asked in individual interviews about the primary motivations for 

breastfeeding, the main answers given involved children’s health. Especially common 

were motivations of helping babies to avoid diarrhea and other illnesses and to grow into 

healthy children, generally. Many respondents also provided examples from their own 

families of healthy children who were breastfed in infancy and unhealthy children who 

were given formula. All respondents thought that breastfeeding provides the best 

nutrition for young children. Several respondents also mentioned economic motivations 

for breastfeeding, as available breast milk replacements, in addition to being inferior, are 

prohibitively expensive. Bonding with the child was another reason to practice 

breastfeeding, particularly for Muslim respondents, who sometimes said that both 
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feelings and character are transferred from the mother to her child in the process of 

breastfeeding (though this difference was not linked, specifically, to religious beliefs). 

Though this was seen as less important than the main motivation of health, for 

some Muslim focus group and interview participants, breastfeeding is perceived in terms 

of a religious obligation. Most Muslim leaders and several men and women from each 

Muslim group said that religious doctrine requires mothers to breastfeed their children, 

often referring directly to the Qur’anic passage mentioning breastfeeding children for two 

years (2:233)75: 

You must breastfeed until to two years, even if you are dying. If you have milk 
and you don’t breastfeed, it is a sin. It is in the Qur’an. If you do not feed until 
two years, it is a sin for you, because it is a right of the child to be with the mother 
until two years. Ozoda, 24-year-old Tashkent Muslim daughter-in-law, individual 
interview. 

Women, including Muslim women who said that the Qur’an advises 

breastfeeding, expressed mixed views on how many months they thought it is necessary 

to breastfeed. Yet, all Muslim respondents said that it is desirable to breastfeed for at 

least one year, illustrating incomplete knowledge of religious texts but nevertheless 

interpreting religion as important on this issue. Most respondents who said that 

breastfeeding is recommended in the Qur’an did not mention religious guidelines about 

the optimal length of breastfeeding. Nevertheless, Muslim men and women consistently 

listed longer durations of breastfeeding as desirable than did Orthodox men and women 

(2 years or more compared to 1.5 years or less). Additionally, only Orthodox interview 

participants discussed potential problems for mothers and children if breastfeeding 

continues for too long. A substantial number of women from the Muslim groups said that 

boys should be breastfed longer than girls, usually 6 months longer, consistent with the 

accelerated drop off in breastfeeding with age for girls seen in the quantitative results. 

                                                 
75 See footnote 9 for a portion of this verse. 
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Religious guidelines were occasionally listed as a source of the idea that boys should be 

fed more or longer than girls. 

In the mid-1990s, Semenova (2001) found that several practices common in 

delivery hospitals in Uzbekistan impeded successful breastfeeding. These practices 

included lengthy separation of mothers from their children following birth, insufficient 

instruction on breastfeeding, the imposition of a strict feeding schedule, and discouraging 

many mothers from breastfeeding their children. Each of these harmful practices is 

addressed specifically in the 500th Order of the Ministry of Health of Uzbekistan 

(Ministry of Health of the Republic of Uzbekistan 2003). Although it was not the focus of 

the present study to evaluate these practices in delivery hospitals, evidence from 

interviews with delivery hospital doctors and nurses as well as with women who had 

recently given birth indicate that this order has had a great impact in Tashkent and in the 

nearest delivery hospital to the Jizzakh villages. In both locations, doctors explained that 

women and children are now kept together and that on demand breastfeeding is taught 

and actively encouraged, referring to the order by name. Across groups, women who had 

given birth in recent years also reported being encouraged and given instruction in 

breastfeeding practices. 

Before ever going to the delivery hospital, women reported being exposed to 

many messages about the importance of breastfeeding. The main source of this 

information, across groups, was doctors and other health care workers. This was followed 

by information from mothers, mothers-in-law, and other elder women in the family. 

Other sources were television and radio programs, newspapers, medical-oriented 

literature, and men’s and women’s religious gatherings. Mullahs in both Tashkent and in 

Jizzakh said that, especially in 2001 (The Year of Mother and Child), they received 

instructions from the muftiate to discuss women’s health, including ideal breastfeeding 
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practices. Although they reported discussing these issues even before receiving related 

directives, they increasingly discussed child health and breastfeeding after 2001: 

[A]fter the president announced the Year of Mother and Child, we began to lead 
more discussions about the health of children and mothers. About how it is 
necessary to protect them, how to respect, to honor the laws of Islam… that in 
Islam it is said about how it is necessary to correctly bring children into the world, 
until what time it is necessary to breastfeed the child. We lead very many 
discussions about that, about everything. After the Year of Mother and Child was 
proclaimed. Mullah, Jizzakh. 

Several Muslim men said that they have also been advised about the importance of their 

wives breastfeeding in private consultations and group meetings with mullahs, while 

Muslim women said that otin-oyis conduct related discussions when they are invited to 

speak at women’s gatherings. 

Almost exclusively among Muslim women, mothers expressed worry about 

having an insufficient supply of milk to provide adequate nourishment to their children. 

Muslim mothers-in-law, both in Tashkent and Jizzakh, often described the declining milk 

supply of their daughters-in-law (compared to their own when they were breastfeeding) 

as symptomatic of a larger trend of health deterioration among young women: 

Earlier mothers had very much milk, but now daughters-in-law have just a little. I 
am almost 70 years old, and my breasts are the same [as when I was young], but 
my daughters-in-law do not have breasts at all… But my daughters-in-law have 
little milk, because their breasts are tiny. The child cries, and it is necessary to 
feed him with food. I asked, “How is your breast?” and she answers that there is 
no milk. Then I fed with food. This is my grandson, after all. Marhamat, 66-year-
old Jizzakh Muslim mother-in-law, individual interview. 

In contrast to Semenova’s (2001) findings from interviews in 1995, it was largely 

ordinary (Muslim) women, and not medical professionals, who were most concerned 

about the available quantity and quality of breast milk. Across groups, the most common 

response to concerns about mothers producing insufficient milk was to continue 

breastfeeding while giving supplemental foods to satisfy the child, regardless of the 
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child’s age. This was commonly thought to be the only solution, despite the widespread 

belief (consistent with international health organization recommendations) that exclusive 

breastfeeding provides the best nutrition to very young children: 

Most importantly, it is necessary for the mother to breastfeed the child. If 
possible, it is necessary to breastfeed until the age of six months. Only breast 
milk, without additional food. But if there is not enough milk, then you can give 
something additional. Then her child will be healthy. If from a young age the 
child is fed with prepared food, then, of course, he will often be sick. Iroda, 56-
year-old Jizzakh Muslim mother-in-law, focus group. 

Many respondents thought that women could ensure that they would have enough milk to 

feed their children if they were careful to eat enough quality foods themselves. A few 

respondents in Tashkent noted that making an effort to provide for the diet of young 

mothers is particularly important now, in the absence of governmental support for high 

quality supplemental foods for breastfeeding mothers. 

Hygiene 

All groups find children’s hygiene to be important, but only Muslims actively 

associate the importance of hygiene, in general, with perceptions of religious regulations. 

Orthodox participants in the study did not mention hygiene as an important factor in the 

health of pregnant women (See Chapter 5), but both men and women in the Orthodox 

groups did list regular bathing and proper hygiene as key to maintaining the health of 

infants and young children. Similar to results for pregnant women, Muslim men and 

women also felt that hygiene (bathing the child, being clean before being in contact with 

the child, maintaining a sanitary environment) is crucial for maintaining infant health. For 

Muslim and Orthodox respondents, the same cleanliness behaviors were seen as 

important for child health, and the overall religious emphasis Muslim respondents placed 

on cleanliness and hygiene did not always extend to placing a special importance on these 

factors for young children. 
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 Muslims reported that hygiene, generally, is a core religious value, but much of 

the importance of hygiene is tied up with the physical purity required to participate in 

ritual prayer. This study focuses on infants and children under age five. Because children 

of this age do not pray, they are not required to be in a state of ritual purity: 

JB: Some participants of the discussion mentioned that the hygiene of small 
children is important in Islam. Is it linked to some specific religious rules? 

Mashkura: No, no, no. All children should be kept in good hygiene. Not only in 
religion but all must do it. I haven’t heard that. It is not linked. Tahorat 
(ablutions) is when they are already big. Then it is not necessary [when they are 
small]. In general everyone needs to have good hygiene whether young or old, but 
in religion it is not written. But when the child becomes big then maybe – it is 
necessary to always be in tahorat. Mashkura, 37-year-old Tashkent Muslim 
daughter-in-law, individual interview. 

Some respondents mentioned the benefits of people approaching the young child being 

physically pure because of religious requirements. Generally, Muslim respondents’ 

perceptions of the overall religious importance of health and of the general emphasis on 

cleanliness in Islam combine to make children’s hygiene a special priority: 

You know, hygiene from the point of view of Islam, it is not only for a 
breastfeeding child but for all people… Any action, any work begins with 
washing – hands, face, neck… Before you even sit and ask God to give you 
health, happiness, and so on, you must wash your hands and face – it is called 
tahorat – and then you can ask God…. If there are the recommendations at least 
for washing, then hygiene from the point of view of religion stands in the first 
place... Therefore the relationship toward hygiene of children, all the more 
breastfeeding children, is very strict… A breastfeeding child, from the point of 
view of religion and from the point of view of medicine, needs to be kept in 
completely sterile conditions it seems to me. Olim, 54-year-old Tashkent Muslim 
man, individual interview. 

Because beshik usage is exclusively practiced by Muslims in the quantitative 

analysis and because many Muslim respondents argued that proper use of the beshik is 

conducive to good infant hygiene, the potential religious motivations of using this 

traditional cradle deserves a closer look using qualitative data. The beshik is a traditional 
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rocking Uzbek cradle similar to those used in many parts of Central Asia. Infants are tied 

tightly in the wooden beshik with fabric restraints, and tubes are used to collect urine and 

feces in a pot under a hole in the base of the cradle. In the early Soviet period, use of the 

beshik, along with other traditional child care practices, was attacked for being 

“unhygienic” and detrimental to children’s development (Northrop 2004:61). In previous 

articles and reports, doctors in Uzbekistan (Ibragimov 2002) and international health 

projects (Vargas-Barón 2006; Zaveri 2006) have warned that using the beshik may cause 

harm to a child’s physical and psychosocial development by limiting movement and 

interaction, especially if the child is left in the beshik for many hours at a time.76 Of all 

children born to female respondents to the 2002 UHES in the last 5 years (N=2706), 

86.8% were put into a beshik (95.4% rural and 72.2% urban), and no children born to 

Christian women (N=62) were ever put into a beshik, while Muslim urban women used 

the beshik for 72.5% of their children (N=937). These statistics represent significant 

differences in the frequency of beshik usage by religious affiliation (design-based F(1, 

218)=61.84, p<.001) and rural/urban residence (design-based F(1, 218)=54.17, p<.001). 

Among those children who are currently being put into the beshik, many are spending a 

considerable amount of time there. For current beshik users (N=404), the mean number of 

hours a child was in the beshik in the day and night preceding the survey is 11.56. In 

urban areas, the average number of hours was 9.67, and children spent an average of 

12.08 hours in the beshik in rural areas. 

In line with these quantitative results, only Muslim focus group and individual 

interview participants reported using the beshik. I did not ask specifically about the 

beshik in interviews or focus groups, but discussions of the traditional cradle emerged in 
                                                 
76 Although a careful discussion of the many issues relating to the medical implications of infant restraint is 
beyond the scope of this chapter, random controlled trials have identified both potential risks and benefits 
of the practice of swaddling (van Sleuwen et al. 2007). In this study, the doctors and nurses interviewed 
expressed very mixed opinions on whether the beshik is beneficial or harmful to children. 
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response to questions about requirements for young children’s health. Although this view 

is questionable from a public health standpoint, respondents said that improved hygiene 

was one of the main benefits of the beshik; respondents worried about the safety of 

disposable diapers, but argued that the beshik keeps children cleaner, drier, and safer. 

Several Tashkent mothers-in-law, in particular, praised the beshik and expressed 

misgivings about the safety of disposable diapers: 

About Pampers (any disposable diapers) it is difficult to say anything – the 
research still is not clear on whether or not it will cause some kind of harm. The 
best thing is our native beshik. There is nothing better than the beshik. Even in the 
Qur’an there is a verse about the beshik…Why don’t you use it? Because there is 
nothing better than the beshik… Pampers of course are convenient, but no one is 
grown from those babies who wore Pampers and we don’t know whether or not 
they are harmful. Durdona, 66-year-old Tashkent Muslim mother-in-law, focus 
group. 

The beshik was also described as indispensable for busy mothers. Once a mother has 

secured her baby in the beshik, she is free to carry out her household chores, feeling that 

her child is will not harm him/herself while the mother is not able to watch the child 

closely. Most Muslim participants in this study were in favor of using the beshik, but 

several mentioned that, if misused (through overuse or improper tying of restraints), the 

beshik can be harmful. Although, in a few cases, respondents expressed the idea that 

using the beshik is recommended in Islamic doctrine and although this practice was 

limited to Muslim respondents in the quantitative analysis, qualitative results indicate that 

it seems to be rooted primarily in secular national tradition, rather than in religion. 

However, though most respondents did not think that the traditional practice of using the 

beshik comes from religion, they did see the beshik as useful in promoting the religious 

value of hygiene. 

Religious circumcision (sunnat) was also widely described by Muslim study 

respondents as beneficial for boys’ hygiene. Respondents presented the practice of sunnat 
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as being simultaneously motivated by religion, secular culture, and medicine. In addition 

to being a basic religious requirement, sunnat is often marked with an extensive 

celebration that Muslim families are expected to hold for their sons. Several respondents 

noted that circumcision is especially important in the Central Asian climate, as the 

summer heat and dryness create an unhygienic environment and can contribute to 

infections or urinary blockages in uncircumcised boys.77 Among the Muslim men’s and 

women’s groups in Tashkent and in Jizzakh, each group reached consensus that the 

primary purpose of circumcision was to help boys to maintain good hygiene and stay 

healthy. The Russian Orthodox Church does not require circumcision, but a few 

Orthodox respondents also argued for the hygienic benefits of infant circumcision. 

Although there are clear religious links to circumcision of male infants for Muslim 

respondents that should not be ignored, these results indicate that medical considerations 

are equally (or more) important justifications for the practice. 

Health Care Interventions 

In addition to influencing behaviors related to child health maintenance, religious 

beliefs and practices may come to bear on the health care intervention choices families 

make when their children are not well. Results from the 2002 UHES indicate that public 

sources of health care for young children are the most commonly used. For almost all 

children (over 99%) five years old or younger listed by survey respondents, mothers 

reported that “there is a place that [the child] goes when s/he is sick or when [they] need 

advice about his/her health.” For the great majority of these children (over 98% in both 

urban and rural households), the usual place for health care was public (hospitals, 

                                                 
77 Evidence on the benefits and drawbacks of circumcision is mixed. Although the American Academy of 
Pediatrics does not recommend routine circumcision (American Academy of Pediatrics 1999) and infection 
at the time of surgery can be a risk, there are potential benefits including those to hygiene and the 
prevention of infections and other diseases (Mayo Clinic 2008). 
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polyclinics, or rural medical centers). Out of 2717 children ages five and under, 

respondents reported that only 43 children usually received care outside of the public 

sector. Although this survey question did not necessarily refer only to formal medical 

care, only 9 children were reported as usually going somewhere outside the public or 

private medical sectors for health care. However, it is important to note that this measure 

asks only about usual source of care and does not assess occasional usage of alternative 

treatment schemes. 

Medical Care 

In preparation for caring for their children’s health, mothers initially consult with 

pediatricians in polyclinics or rural medical centers during pregnancy. After the child is 

born, pediatricians or pediatric nurses make up part of the medical team responsible for 

visiting women and their children at home during the first two months after the birth. 

After the initial period of home visits, children are called into the clinic for inoculations 

when they are two months old. As is the case for antenatal care, the system of postnatal 

care provided to children is compulsory and highly structured. Expert interviews in both 

Tashkent and Jizzakh indicated that medical professionals may call for the intervention of 

the mahalla’s women’s committee or other mahalla leaders in the rare case where a 

mother or her family resists the requisite health care services for a child. A Jizzakh nurse 

described the process of dealing with families reluctant to allow home visits made to 

mothers and children following their return from the delivery hospital: 

In the first place, we try to enter. Then we try to explain. And if they do not let us 
in and will not show us the child, then there is the women’s committee. And they 
help us. Village patronage nurse, Jizzakh. 

For the most part, focus group and interview respondents expressed positive opinions 

about the quality of health care available to children in Uzbekistan. Among men and 



 206 

women interviewed for this study, all believed that modern medical care for young 

children is necessary to keep them healthy and to check for unseen complications: 

It is absolutely necessary two months after birth to get a checkup at the doctor. It 
seems to us that a child is healthy but at the same time he may have some kind of 
illnesses that we ourselves do not see. Barno, 35-year-old Tashkent Muslim 
daughter-in-law, focus group. 

Respondents, especially in Jizzakh, listed inoculations as an important aspect of health 

care for young children. This was the case in spite of potential financial obstacles. One 

Jizzakh man described families having to buy basic medications that should be available 

at state-run facilities:  

Our village is located far from the district center, and, to speak openly, medical 
drugs, medicines, syringes, and so on do not make it to many local hospitals and 
doctors. Therefore we ourselves go to the district center and buy the necessary 
drugs and medicines. For example, if it is necessary to do a usual vaccine, then we 
ourselves acquire everything for it. Otabek, 60-year-old Jizzakh Muslim man, 
focus group. 

Nevertheless, overall immunization coverage is high, especially in rural areas, with 81% 

of children receiving all recommended vaccinations in the first 15 months of life 

(UNICEF and State Statistical Committee of the Republic of Uzbekistan 2007). The 

primary concern in terms of paying for child health care is related to worries about 

expensive medications that might be prescribed for the child. A small number of 

respondents in Tashkent, both Muslim and Orthodox, expressed concern about declines 

in the quality of health care services available for children and others since the fall of the 

Soviet Union. In response to a question about the level of trust in physicians, one 

Tashkent Orthodox woman remarked on how mothers have attempted to compensate for 

this lack of quality: 

[H]ere it is generally very difficult to find a good doctor… And a woman of, let’s 
say, 35 years, any woman here can provide first aid to the family – herself, her 
child, her husband… It seems to me that it is nothing to brag about. It is our 
tragedy, because qualified help should be provided by a person who has studied 
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that… I am not like any kind of doctor, but like a nurse, I can provide my child 
with help… People do not want to go to the polyclinic and go to whomever they 
end up with….You understand, the problem is very big. With doctors, the 
problem is very big. Oksana, 35-year-old Tashkent Orthodox woman, individual 
interview. 

Motivated in part by distrust of the formal medical sector, families may seek out 

alternative methods of treatment. 

Alternative Treatments 

Outside the sphere of modern medicine, families may also choose from a range of 

alternative treatment options for their children. Alternative treatments used by 

participants in this study when their children are not well include burning isriq (a plant 

that is dried and burned to produce a strong-smelling smoke believed to ward off the evil 

eye), praying (at home or with a religiously knowledgeable person), and visiting healers 

such as the kinnacha or tabib. Among Muslims, burning isriq near the child and praying 

are among many options for caring for sick children at home and are considered 

particularly useful when the illness is thought to be psychological or brought on by the 

evil eye. Only Muslim women mentioned burning isriq, and it was much more common 

in Jizzakh than in Tashkent. 

Muslim families also sometimes sought alternative treatments outside the home 

for their sick children. Common non-medical options mentioned by participants in this 

study are going to a religious leader to pray and taking the child to a natural or faith 

healer. Only among Muslim families is going outside the home for prayer (to a mullah or 

someone else knowledgeable in religion) thought of as an option for helping a sick child. 

Muslim respondents felt that prayer with a religious expert helps both in removing the 

evil eye and in curing physical illnesses, both in general and for children. There is a 

special relevance for children, because of the previously discussed belief that they are 

exceptionally susceptible to falling ill because of the evil eye. Another option for treating 
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a sick child is taking him/her to the kinnacha or tabib. All of the alternative healers 

interviewed for this study said that they saw little children, and many Muslim 

respondents confirmed that they do take their young children to these sorts of healers. 

Kinnachas specialize in removing the evil eye, and, for the treatment of children, they are 

considerably more popular than tabibs. There are a range of symptoms thought to be 

potentially brought on by the evil eye and treatable by the kinnacha or through prayer 

with a mullah or other religious experts. Children’s symptoms most often linked to the 

evil eye by Muslim respondents in Tashkent and Jizzakh were stomachache, diarrhea, 

headache, high temperature,78 vomiting, unexplained crying, yawning, and sleeping 

excessively or not enough. The clearest signs of evil eye in children were thought to be 

crying and stomach-related difficulties: 

A child is like a flower. It happens that without any reason he begins to cry. Then 
we immediately take him to the kinnacha. Sometimes the kinnacha recommends 
that we give the child water in which the umbilical cord was rinsed.79 We only 
give such water when the child has a swollen tummy. After that the child’s 
stomach pains instantly stop and he stops crying. All of this I myself did for my 
children. Matluba, 35-year-old Jizzakh Muslim daughter-in-law, focus group. 

Although almost all participants in the Muslim focus groups said that the evil eye can 

make children sick, this idea was expressed by only one Orthodox woman and only in an 

individual interview. The topic of the evil eye was not questioned or probed specifically, 

but, in sharp contrast to Muslims across all groups, no other Orthodox respondents 

spontaneously mentioned it. For Russian men and women in this study, everyone knew 

about the possibility of going to an alternative healer (usually the znakharka), but none 

said that going to her with a sick child was a viable treatment option: 

                                                 
78 Respondents were mixed their ideas about whether or not temperature may be caused by the evil eye. 
Some thought that it may be, but others cited temperature as a conclusive sign that it is necessary to take 
the child to a doctor at once. 
79 In Jizzakh, several female respondents said that it is customary to retain the umbilical cord after it falls 
off for medicinal purposes such as the one described here. 
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It is obligatory to go to the doctor and to no kind of healer. I consider that [to be 
so], because there are various medications, various ways to look to find out what 
is making the child cry, why he is worried. At the same time it is also necessary to 
pray. From these prayers, of course, there may not be help. As is said, trust in God 
but don’t make a mistake yourself. If you sit home and pray, nothing will happen. 
It is necessary to act. It is necessary to go to the doctor. Vera, 23-year-old 
Tashkent Orthodox woman, individual interview. 

Compared to complaints heard by kinnachas, symptoms with which people may take 

their children to the tabib are less well defined and more expansive. The most commonly 

mentioned symptoms were shortness of breath, choking, unexplained crying, and failure 

to respond to medical treatment. As is discussed in more detail in Chapter 5, both the 

kinnacha and the tabib are thought by many people to be linked to religion, but those 

who go to them are not necessarily considered to be especially motivated by religious 

beliefs, especially in cases where they bring in their children for treatment. Rather, 

respondents argued that parents will try anything to find a cure for their child when the 

child is sick.  

Motivations for taking children to traditional healers are similar to those for going 

to these healers during pregnancy. Reasons given include the idea that doctors cannot 

treat all types of illness, frustration over slow treatment with the doctor, and trying 

everything possible for one’s children, “just in case” it might help. Especially when going 

to the kinnacha or praying with the mullah, many Muslim respondents divided diseases 

into those that are physical and those that are spiritual in nature. If the child is truly sick 

because of the evil eye, respondents said that medical treatment will have no effect. This 

is especially relevant for children, as people believe that children are especially 

susceptible to the evil eye and malevolent spirits, even after the period of chilla has 

passed. The kinnachas interviewed for this study shared this framework for 

understanding causes of disease, saying that they often tell patients to go to the doctor if 
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it turns out that their problems are physical/medical. Several Muslim women in Tashkent 

and Jizzakh provided further evidence of this practice: 

If the child cries strongly and vomits, they go to the kinnacha. Some kinnachas 
when you take such a child to them, she sees and says that it is a matter of the 
doctors. She sees that. Then we go to the doctor. Nigora, 55-year-old Jizzakh 
Muslim mother-in-law, individual interview. 

Although some symptoms were thought to be highly indicative of the presence of the evil 

eye, in many cases Muslim respondents felt that it is impossible to tell whether the child’s 

illness is due to physical or spiritual causes. In such cases, most study participants 

reported seeking care from the doctor in the first place. Especially for children, by far the 

most common sequence reported was going first to the doctor and only then to the 

kinnacha or tabib. Families may choose to take their sick children to a traditional healer 

after consulting with the doctor because of frustration over the doctor’s prognosis of a 

slow treatment, failure of the child to respond to medical treatment, or, more commonly, 

because of the desire to take an additional step to ensure the child’s recovery, “just in 

case” alternative treatment might help. Many families also said that they continue going 

for medical treatment and alternative healing at the same time.  

Based on the experiences of participants in this study, it seems to be very rare to 

go to a traditional healer exclusively. No respondents in this study asserted that 

traditional healing is a substitute for modern medical care. Rather, Muslim families 

commonly appeal to traditional healers in cases where, for one reason or another, they do 

not feel that medical doctors will be able to help: 

Relating to little children, when they fall ill, then they are taken at once to the 
doctor. If the local doctors cannot help, then they take [them] to the city. If there 
they cannot help then only as a last resort they take [them] to the tabib, to the 
znakharka, to the kinnacha… [I]t is not because of lack of trust in doctors. We 
trust doctors – simply if local doctors say that they are powerless, then they send 
[us] to the city hospital, and then the republic. And if there they cannot treat, then 
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we go to the tabib. Otabek, 60-year-old Jizzakh Muslim man, individual 
interview. 

Now modern people, when their children get sick, they take them at once to the 
doctor. But nevertheless…. the kinnacha removes curses… The majority of 
people do that. They try to show the child to the doctor, and, in order to take off 
curses, they also go to the kinnacha. But they do not go only to the kinnacha. 
They show [the child] to the doctor all the same. Dilorom, 60-year-old Tashkent 
Muslim mother-in-law, individual interview. 

Commonly, families seek help through all available channels (but not always at the same 

time or for all health complaints), appealing to doctors, healers, mullahs, and learned 

neighbors. Far from being seen as incompatible with modern medicine, alternative 

treatments are sought out as complements where modern medicine is thought to fall short. 

As one Tashkent Muslim man said, “The kinnacha and tabib do not interfere with 

medicine, but supplement it. It is a supplement, but in no way a replacement,” (Olim, 55-

year-old Tashkent Muslim man, individual interview). Given the varied range of health 

care options presented here, especially for Muslims, decisions about where to seek 

treatment may have a significant impact on children’s health outcomes. 

Responsibility for Health Care Choices 

While families, particularly Muslim families, often decide to turn to multiple 

types of traditional and modern health care providers, decisions about where to turn 

initially for health care intervention are nonetheless considered important by study 

respondents across location, gender, and family status groups. In contrast to results 

presented in Chapter 5 for decisions about health care during pregnancy, the Muslim 

groups in this study were very much divided on who in the family takes primary 

responsibility for the health of the child and determines the course of treatment when the 

child is sick. In Jizzakh, daughters-in-law were fairly evenly split, with half saying that 

the mother of the child is responsible for his or her health and half saying that it is the 



 212 

mother-in-law who makes the final decision about health care. The Jizzakh men 

interviewed were also divided, emphasizing the role of the daughter-in-law, the father-in-

law, and, most frequently, asserting that health care decisions regarding the child are 

made by the entire family (mother, father, mother-in-law, and father-in-law) as a unit. 

Only the group of mothers-in-law was unified, saying that it is the mother-in-law who 

takes responsibility and has the final say in determining what to do when her grandchild 

is sick: 

And the daughter-in-law, what can she do? If the child is crying hard, she will be 
very frightened, carry him to us in her arms, and say that he will not calm down. 
[She will] ask that we try to calm him. First of all, we ask what she has done. 
Maybe she fed him something rotten. We ask how he slept, how he woke up, what 
were his circumstances before he started to cry. Then we listen to what she has to 
say. We immediately do kinna; we run to the old woman (the kinnacha)... I have 
grandchildren. Now they live in Tashkent. One is 7 years old. As soon as he is not 
healthy, my daughter-in-law calls me, “Mama, [my child] is crying and crying.” 
And I tell her that they should take him to the mullah and recite... Iroda, 56-year-
old Jizzakh Muslim mother-in-law, focus group. 

Contrary to previously presented findings of the importance of co-residence in explaining 

the influence of Muslim mothers-in-law on matters related to child health, mothers-in-law 

in the Jizzakh group asserted that, even when their grandchildren live separately from 

them, they continue to play a primary role in health care decision making. However, as 

this phenomenon was not mentioned by women or men in any other group, it may reflect 

bias or posturing before the group on the part of some mothers-in-law, rather than a 

completely accurate representation of their continued role in child health care decision 

making for non-resident grandchildren. 

None of the Muslim groups in Tashkent reached consensus on this issue. Among 

Muslim women in the daughters-in-law group, most respondents said that the child’s 

mother (alone or together with her husband) has primary responsibility for her children’s 

health care. Several other Muslim daughters-in-law said that, in their families, final 
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health care decisions for children are made by mothers-in-law. Similarly, most members 

of the group of mothers-in-law said that daughters-in-law are responsible for the health 

care of their children, but they also said that, in cases where the daughter-in-law is young 

and inexperienced, her mother-in-law will undoubtedly step in to make sure that the 

daughter-in-law makes the right decision: 

JB: When parents have a sick child, who usually makes the decision about where 
it is necessary to go? 

Dilorom: All the same, the mom decides that. The daughter-in-law decides. But 
there are sometimes daughters-in-law who are not experienced, young. And so the 
mother-in-law rectifies that. Dilorom, 60-year-old Tashkent Muslim mother-in-
law, individual interview. 

This finding points to life course variations in the authority of the mother-in-law over the 

daughter-in-law, as daughters-in-law may have increasing levels of decision making 

ability regarding their children’s health care as they advance in both age and experience. 

Compared to all of the other Muslim groups, Tashkent Muslim men were less certain 

about who in the family takes responsibility for child health. Among those who did have 

an opinion, most argued that the mother-in-law tends to make health care decisions for 

her grandchild, largely because the young mother does not have the experience to make 

the right choices.  

Although mothers-in-law were not universally thought to take primary 

responsibility for making health decisions for children in the family, respondents in most 

Muslim groups agreed that mothers-in-law play a crucial role in making health care 

decisions for their grandchildren, but this was not consistently the case in Orthodox 

families. The influence of the mother-in-law in the family, as I discuss in more depth in 

Chapter 5, is partially perceived in religious terms, based on the belief that elders should 

have authority over all things in the family. Mothers-in-law are also important here 

because, like their daughters-in-law, they are likely to spend a great deal of time with the 
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child and to be among the first to notice when the child becomes ill. Additionally, some 

Muslim respondents noted that, because the family power dynamics are such that the 

daughter-in-law will be blamed if anything goes wrong with her child, she will be certain 

not to make decisions about the child’s treatment without at least consulting the mother-

in-law and other family members. 

In Orthodox groups, both men and women agreed that the mother of the child, in 

the first place, makes decisions about the child’s health care, chiefly because mothers 

tend to spend more time with the children while fathers are absent during the day. 

Orthodox men frequently stressed that they have a strong secondary role in determining 

the course of treatment for the child, but Orthodox women tended to downplay the 

responsibility of the father. Orthodox men and women said that the primary role of the 

mother in making health care decisions is explained by her close proximity to the child 

throughout the day, when the husband is likely to be away at work. Both groups said that 

grandparents (paternal and, especially, maternal) may in some cases give advice based on 

their experience with childrearing if they happen to live nearby, but no one in these 

groups thought that grandmothers are primarily responsible for the health of their 

grandchildren. As one woman said, “[The grandmother and grandfather] may help with 

advice, but their time has already passed. They have already raised their children” (Anna, 

23-year-old Tashkent Orthodox woman, focus group). In terms of child health, Orthodox 

respondents tended to downplay the role of mothers-in-law and argue that her assistance 

in making health care decisions would (sometimes) be welcomed but was not the norm, 

nor was it considered to be her obligation.  

CONCLUSION 

In this chapter, I have explored multiple pathways through which religion comes 

to affect decisions related to children’s health. This chapter has focused on infant and 
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child health at several stages of children’s lives, examining religious effects on planning 

for the health of future children, protecting the health of infants, endeavoring to maintain 

good health during childhood, and determining the appropriate health care intervention 

once a child becomes ill. In the first section, I find that religious doctrine relating to the 

quantity and quality of children is important to Muslim study participants. Most Muslim 

respondents felt that there is a preference in Islam for large families. However, many also 

asserted that this preference is trumped by the religious importance of raising healthy, 

happy children, are there are clear links to the importance of economic limitations and 

material problems associated with raising, educating, and protecting many children from 

harm. Citing extreme economic challenges to raising a large number of children well, 

many Muslim respondents felt that it was their duty to consider the health of their future 

children ahead of time and plan their families in light of their material resources to 

provide for their children and therein keep them healthy. The idea that parents are 

religiously obligated to provide their children with the necessary conditions to maintain 

good health combined with a high level of concern over individual and structural 

economic obstacles and a perceived basis for birth spacing in Islam (breastfeeding) 

contributed to widespread support of careful birth spacing for the purpose of health 

protection, even among Muslim religious leaders. Orthodox respondents reported less of 

an association between religious beliefs and planning for the health of future children, 

generally. 

In the second section, quantitative findings demonstrated the overall extent of 

continued infant health problems on the national level. Evidence indicates that infant 

mortality has remained high across the population and that it may be increasing in rural 

areas and for mothers with lower levels of education. In this context of a continuing 

health crisis, many families rely on traditional rituals (which are often cast in terms of 
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religion) thought to protect infant health and on the culturally ingrained experience older 

women in the family. The most extended ritual related to infant health is the 40-day 

period of chilla, observed almost universally among Muslim study participants. The 

state-run health care system has adapted to this practice by bringing care to women 

through a highly structured system of home visits in the postnatal period. Additionally, 

although most respondents believed that chilla is health protective, they were willing to 

violate the rules of chilla in cases where it conflicts with providing their children with 

timely modern medical care. The practice of chilla was considered religious by many, but 

not all, respondents. Similarly, the importance placed on listening to the advice of the 

mother-in-law was described as at least partly rooted in religion, but her obligation to 

provide information and assistance in the first stage of her grandchild’s life was largely 

regarded as a part of secular tradition and culture. 

In terms of health maintenance behaviors regarding children, Muslim participants 

in this study saw a clear link between religion and health protection, while Orthodox 

respondents more often described religion and health as existing in separate spheres. 

There was a great deal of support for the importance of breastfeeding and of maintaining 

good cleanliness practices for child health, but only Muslim respondents saw these as 

linked to religious values. Knowledge of a Qur’anic verse on breastfeeding led some 

Muslims to see breastfeeding, in addition to being important for purely secular reasons, 

as a religious obligation of mothers, and perceptions about the general significance of 

health and cleanliness in Islam led Muslim respondents to see children’s hygiene as 

religiously important. Descriptive quantitative data on current breastfeeding practices 

provides some evidence that Muslims in Uzbekistan, as a whole, tend to breastfeed 

longer then Orthodox affiliates. A potentially harmful practice that was occasionally 

linked to religion involves the tendency to breastfeed girl children less often, especially in 
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urban areas, and to stop breastfeeding girls earlier in life. These practices are certainly 

deserving of future work both in terms of motivations and potential impact on differential 

health outcomes for girls and boys. 

When a child is ill, Muslim and Orthodox families choose from a variety of 

treatment options both inside and outside the formal health care sector. In general, the 

role of trained health care professionals in restoring sick children to health is highly 

valued, and respondents across groups said that they turn to doctors in the first place 

when their children are ill. However, respondents expressed some lack of confidence in 

the formal health care system, and Muslim study participants saw alternative treatments, 

including religious treatments, as valuable supplements to modern medicine, especially in 

a time of unclear quality and increasing costs in modern medicine. Muslim respondents 

often turned to traditional healers when they doubted the ability of doctors to treat their 

children’s illnesses, when they were dissatisfied with their children’s responses to 

medical treatments, or in an effort to try every channel possible to restore their children to 

health. Although several respondents said that there are families that rely exclusively on 

traditional healers, no participants in this study claimed personally to rely on traditional 

healing to the exclusion of modern medicine. Rather, most Muslim respondents saw 

traditional healing as complementary to modern medical diagnostics and treatment. 

Religious beliefs and values contribute positively to individuals’ attitudes toward 

child health. For some participants in this study, perceptions of religious principles and 

regulations provide an added motivation to protect children’s health. While Muslim 

participants in this study often viewed child health as closely tied to religion, Orthodox 

respondents saw fewer clear links between religiosity and child health. All groups 

reported placing a high value on child nutrition, cleanliness, and general quality of life, 
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but religious sanctions may provide an additional level of community and personal 

incentives for Muslims to adopt or maintain practices beneficial for child health. 

There is a great deal of complexity in how individuals, within a context of limited 

resources, approach topics of child health and health care. Certain issues were seen as 

largely out of the realm of human control and left to unseen forces (but usually only in 

part). Religiously motivated attitudes and practices that might initially seem to suggest 

fatalism and lack of agency (e.g., potentially not seeking medical care during chilla, 

expressing the idea that God determines family size, relying upon traditional healers), 

may appear much different in both motivation and consequence upon closer 

investigation. For example, rather than indicating an attitude of powerlessness or 

acceptance of poor infant health outcomes, the practice of chilla tends to be followed 

with the specific goal of protecting babies from environmental hazards.80 The 

construction of potential threats to child health during this period incorporates religious 

concepts with a basic understanding of the germ theory of disease (that disease is caused 

by microorganisms found in the environment). Results from this study support the 

findings of Aubel and colleagues (2003:41) that families often choose an “integrated 

approach” to health care, involving both modern medicine and alternative treatments. 

Similarly, religious values are rarely perceived as being at odds with practices conducive 

of good child health. Where certain religious regulations do seem to conflict with 

principles of modern medicine, Muslim respondents often used the greater importance of 

health in religious doctrine to outweigh other concerns. 

However, respondents’ continued efforts to try additional methods of treatment 

(both religious and secular traditional methods) may indicate a lack of satisfaction with 

the health care system beyond what was readily expressed by participants. This is 
                                                 
80 See Winch et al. (2005) for a similar argument about health agency in postnatal confinement in 
Bangladesh. 
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especially true as concerns about payment for services or a lack of confidence in doctors 

to treat their children were often listed as reasons for appealing to healers outside the 

formal health care sector. Although traditional methods of treatment appear to be used 

most frequently in conjunction with modern medicine, practices such as chilla and 

turning to traditional healers for treatment may, especially in cases of acute illness, lead 

to a dangerous delay in turning to medically trained professionals for assistance. The 

practice of breastfeeding girls less and for shorter durations, partially motivated for some 

participants by religious belief, may also be harmful to children’s health, and this custom 

should be addressed directly by future child health initiatives. Additionally, the strong 

role of mothers-in-law in providing information, caring for children, and in making health 

care decisions when children are ill may, in some cases, restrict mothers’ agency and lead 

to compromised health outcomes for children. However, as Aubel and colleagues (2003) 

argue, the influence of grandmothers is not necessarily a negative influence on child 

health, and their key role in child health care merits their inclusion in culturally aware 

programs working to improve the health of children in the region.  
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Chapter 7: Conclusion 

This work has explored the multi-faceted influence of religious affiliation, belief, 

and practice on reproductive, maternal, and child health in Uzbekistan. Drawing on 

secondary survey data as well as newly-collected qualitative data from observation, 

interviews, and focus group discussions, this project adds support to a growing body of 

work documenting the continued importance of religion in modern social life. 

Specifically, this research contributes to the field of religion and health by a) focusing on 

a largely non-Judeo-Christian context outside of the United States, b) investigating 

potential causal mechanisms between religiosity and health, and c) exploring 

reproductive, maternal, and child health, an aspect of health that has received surprisingly 

little treatment in previous research on religion and health. To address the central 

research questions, I begin this chapter with a brief review of some of the key findings of 

this dissertation, followed by an evaluation of the theoretical implications and an 

overview of limitations and directions for future research. 

SUMMARY OF MAIN FINDINGS 

Religion, Gender, Family, and Health Decision Making  

Throughout this dissertation, the religiously-motivated influence of roles 

associated with gender and familial status on decisions relating to the health of mothers 

and children is clear. Particularly important decision makers in the family, in addition to 

the woman herself, are her husband and, in some cases, her mother-in-law. In focus 

groups and individual interviews, female Muslim respondents explained that being a 

good Muslim woman includes obedience both to her husband (Chapter 4) and to her 

mother-in-law (Chapters 5 and 6). In terms of contraceptive decision-making, Orthodox 
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groups agreed that the ultimate decisions were made by women themselves, while 

Muslim groups diverged along residential lines; members of the Tashkent Muslim groups 

said that the final decision rests with the husband, while rural groups emphasized the role 

of the woman, with input from other family members.  

Mothers-in-law often made decisions related to maternal health for Muslim 

women participating in this study (see Chapter 5), particularly when the mothers-in-law 

judged the young mothers to be inexperienced. The strong voice of Muslim mothers-in-

law in these health decisions appears to be partly motivated (or justified) by 

interpretations of religious doctrine, but respondents also saw secular culture as very 

influential in establishing this role for the mother-in-law. Primary responsibility for 

making decisions regarding child health maintenance and intervention was assigned to 

the mother of the child in most cases, but the mother-in-law was still said to have 

significant input into these choices (see Chapter 6). Evidence from this study indicates 

that co-resident mothers-in-law, especially in Muslim households, have a significant 

impact on a variety of health-related factors, including the utilization of antenatal care, 

maternal and child nutrition, hygiene, and rest and exercise. For Muslim respondents, the 

influence of the mother-in-law was tied to residence patterns, secular culture, and 

religious values. Muslim study participants described the value of the role of the mother-

in-law in maternal and child health decisions with ambivalence. On the one hand, the 

mother-in-law is concerned about the health of her future grandchild, and she has 

experience with pregnancy and child care that she can use to provide useful information 

and advice. On the other hand, the daughter-in-law may have very little agency in 

determining her own health care and that provided to her child, and participants in this 

study reported that mothers-in-law sometimes offer potentially harmful health advice 
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(e.g., refusing to allow the daughter-in-law to go to the doctor, encouraging the daughter-

in-law to ignore the doctor’s recommendations, etc).  

One thing that seems certain is that, in many Muslim households, the decisions of 

mothers-in-law are crucial in determining outcomes related to reproductive, maternal, and 

child health. Further, although the specific duties associated with the mother-in-law role 

are perceived to be drawn from secular culture, the overall authority and power of 

mothers-in-law in the family was described as stemming from religious doctrine and 

values. 

Health Care Utilization and Choices 

In Chapters 5 and 6, I explain that overall access to and utilization of antenatal 

and postnatal care (in the first two months after birth) is highly standardized and 

controlled, leading experts and ordinary people in Tashkent and Jizzakh to assert that an 

individuals’ personal religious characteristics may have little effect on the utilization of 

this type of routine care. Across groups, almost all respondents said that, in the first 

place, it is necessary to turn to modern medicine for care during pregnancy and after the 

child is born. Many respondents, especially Muslim mothers-in-law, perceived maternal 

health to be rapidly deteriorating in the present difficult ecological and economic 

circumstances (see Chapters 4 and 6). Although there may be little room for religious 

variation in the utilization of minimal antenatal and postnatal health care services, 

women’s experiences of interacting with these services depend in part on religious 

characteristics. 

Young Muslim women sometimes said that they initially tried to avoid going to 

the gynecologist for care after getting pregnant because of religious proscriptions against 

being seen unclothed by a strange man (see Chapter 5). There was also some evidence of 

Muslim women sometimes being uncomfortable giving birth with a male obstetrician for 
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the same reasons (see Chapter 6). There was a great deal of variation between study sites 

in the implications of religious preferences for a female doctor. Many facilities 

(polyclinics and delivery hospitals) in Tashkent appear to be equipped to accommodate 

such preferences, whereas the rural medical center and delivery hospital used by residents 

of the villages in Jizzakh were not. 

Although respondents were unequivocal on the importance of medical care for 

mothers and children, some were also critical of specific aspects of available health care 

services. One area of concern for study participants was the necessity of making informal 

payments to doctors and purchasing medications and basic equipment, especially during 

the delivery process (See Chapters 5 and 6). Almost all births take place in state-run 

delivery hospitals. Both survey findings and qualitative results indicate that the vast 

majority of families do not seek out alternative places for delivery.  

When a health concerns arise during pregnancy or with a small child, there may 

be more options for treatment. Among the possible alternatives to turning to doctors 

when children (or occasionally pregnant women) are ill is appealing to traditional healers 

for assistance. These healers were often described by respondents as providing 

religious/spiritual healing, and each of the healers interviewed in this study said that they 

had received the gift of healing from Allah. These healers, along with prayer (alone or 

with a religious leader), provide a system of alternative care to which people can turn, 

especially when they are dissatisfied with the health care options available to them 

through the official health care sector. Both Orthodox affiliates and Muslims in this study 

said that they turned to prayer when they were concerned about their health during 

pregnancy or about the health of their children, but among respondents in this study only 

Muslims said that they appealed to traditional healers for assistance. In addition to 

frustration or lack of confidence in the health care system, Muslim respondents also 
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turned to traditional healers for help with problems that they did not believe doctors can 

treat (e.g., the evil eye) or in an effort to explore every possibility of treatment (especially 

for children). 

It is important to note, as discussed in Chapters 5 and 6, that participants in this 

study did not generally conceptualize treatment with healers or through prayer as 

incompatible with modern medicine. Rather, they described modern and traditional 

healing as two means to the same end. Both types of healing are part of a larger set of 

options from which to choose when a pregnant woman or child needs care. Many Muslim 

respondents reported turning to both types of treatment, often simultaneously. 

Participants in this study almost universally expressed the idea that traditional healing is a 

necessary, but secondary, complement to medical treatments. No respondents said, in 

either the focus groups or individual interviews, that traditional treatments can substitute 

for medical care. 

Overriding Importance of Health 

A final theme, evident throughout this project, involves participants’ perceptions 

of the overriding importance of health in religion. This is seen in Chapter 4, as concerns 

about maintaining the health of mothers and children in difficult social and economic 

circumstances are often seen to justify the use of contraception despite overall assertions 

that God determines the number of children that will be born into a family. This chapter, 

in particular, demonstrates the adaptability of other aspects of religious doctrine around 

the larger, guiding principle of the importance of health. Although Orthodox affiliates 

and Muslims agreed that abortion is sinful, most participants in all groups said that 

concessions would be made in cases of severe threats to women’s health and some 

Orthodox respondents argued for the necessity of considering the circumstances 

surrounding each case individually. Likewise, Muslim respondents usually said that it is 
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religiously acceptable for a woman to disobey her husband or mother-in-law in cases 

where their instructions conflict with good health practices for her or for her children 

(Chapters 4, 5, and 6). Findings in Chapter 6 indicate that, although many Muslim 

respondents felt that Islamic doctrine is in favor of large family size, equally important to 

having many children is having healthy children. Religious leaders and ordinary Muslim 

men and women expressed their support for birth spacing on the grounds that it is 

necessary, especially in today’s difficult economic circumstances, in order for parents to 

fulfill their religious obligation to provide children with appropriate nutrition, clothing, 

education, medical care, and all the other conditions necessary for the maintenance of 

good health. 

The theme of the overriding importance of health is pervasive throughout the 

three substantive chapters in this dissertation. The importance of health in religious 

doctrine was mentioned by both Orthodox and Muslim study participants, but it was 

stressed most often and most strongly by Muslims, indicating a more concrete link 

between religion and the value of health, generally, among Muslims. In general, 

respondents felt that it is religiously legitimate to suspend religious restrictions and 

preferences when they might be at odds with protecting the health of mothers and 

children. Additional examples of religious preferences that respondents commonly 

described as rescindable when necessary to prevent health risks include not leaving the 

home during the 40 days of chilla, choosing only female obstetricians and gynecologists, 

religious fasting, and regular prayer. 

THEORETICAL IMPLICATIONS 

This dissertation includes tests of two sets of hypothesized mechanisms linking 

religion and maternal and child health, incorporating relevant insights both from literature 

on the religion-health connection, overall, and from demographic research relating to 
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religious influences on fertility and reproductive health. Although I did not conduct 

formal tests of these hypotheses, my analyses (both quantitative and qualitative) were 

designed to explore the usefulness of each hypothesized mechanism of influence for 

explaining connections between religion and reproductive, maternal, and child health in 

the Uzbek context.  

Hypothesized Mechanisms of Religious Influence on Health 

The health behaviors hypothesis asserts that religious influences on health 

outcomes can be attributed to a specific set of practices that are encouraged by religion 

and beneficial for health. This research supports the idea that some of the impact of 

religion on maternal and child health operates through positive health behaviors. 

Religious motivations were commonly cited for practices relating to hygiene, nutrition, 

and substance use, particularly among Muslim participants in the study. Despite overall 

beliefs about the importance of health in religious doctrine, religiosity does not appear to 

be a strong predictor of regular utilization of health care services for pregnant women and 

young children, as these services are highly standardized and controlled. The finding that 

the effect of religion may operate, in part, through healthy behavioral choices leaves the 

precise nature of the mechanism unspecified. Religion may lead to the adoption of 

healthy lifestyles through a variety of pathways, including the internalization of health-

positive religious doctrine, reducing opportunities to or motivations for engaging in 

harmful behaviors, or the social encouragement of healthy living. Overall perceptions of 

the high value of health in religion also clearly influences health behaviors, as making 

healthy choices, generally, is seen as in keeping with religious doctrine. 

In addition to encouraging lifestyles beneficial to health and discouraging 

detrimental behaviors, the larger religious community may contribute to good health by 

serving as a resource for tangible and intangible forms of social support. Although formal 
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religious attendance is not normative for most groups in the Uzbek context, Muslim 

respondents reported regular interaction with co-religionists at sex-segregated religious 

gatherings. At these gatherings, women provide each other with general moral support 

thought by respondents to be especially necessary for good health during pregnancy. For 

both men and women, these groups also serve as important contexts for discussing 

maternal and child health practices. I find less in the way of evidence for other tangible 

forms of social support being offered through religious networks. Orthodox respondents, 

regardless of their reported level of religious involvement, did not report gaining 

knowledge or support from groups formed around religious networks. 

A third proposed mechanism of religious influence on health involves religious 

coping and other psychological resources that may serve to mitigate the negative impacts 

of stress on physical health. Indeed, both Muslim and Orthodox respondents pointed to 

the beneficial effects of prayer and reliance on God when they were concerned about 

their health during pregnancy and when their children were ill. Although I could not 

conduct a direct test of the overall influence of these coping mechanisms on health, 

respondents repeatedly stressed the importance of religious belief for psychological 

health and, in turn, the significance of psychological health for physical well-being, 

particularly during pregnancy. 

This dissertation also expands research on religion and health by investigating 

potential negative associations between religion and maternal and child health in 

Uzbekistan. Findings lend a limited amount of support to the small number of previous 

studies documenting how specific religious beliefs may discourage the utilization of 

necessary medical care, both through turning to traditional treatment options and through 

contributing to gender and age differentials in power within the family. For some Muslim 

participants in this study, interpretations of Islamic doctrine justify a lack of authority for 
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women, especially young women, to make health and health care decisions for 

themselves and for their children. Although respondents to this study see traditional 

healing (often regarded as religious healing) as fully compatible with modern medical 

care, the possibility remains that seeking out alternative forms of treatment may lengthen 

the amount of time between symptom onset and the initiation of modern medical 

treatment. In some cases, particularly when the health problem is acute, this delay may 

result in detrimental health outcomes. It is worth reiterating here that, although treatment 

with traditional healers is often thought of as “religious treatment,” individual families 

turning to these healers are believers, but they are not necessarily especially motivated by 

religion. In terms of specific religious beliefs, the idea of differential breastfeeding needs 

of girls and boys is obviously potentially harmful to girl children if they are fed less or if 

the total duration of breastfeeding for girls is reduced. The potential harmful effects on 

the health of mothers and children of the practice of post-delivery confinement during 

chilla and the religiously-motivated reluctance of some women to go to a male 

gynecologist have been diminished to a large degree by the structure of health care 

services in Uzbekistan. Providing home care to women in the first two months after 

pregnancy eliminates the need for them to leave the home with their infants for regular 

care. The high degree of control exercised over women during the antenatal period makes 

avoidance of care for religious reasons unlikely, though religious beliefs do appear to 

have an impact on mothers’ experiences of interactions with these health care services. 

Overall, this project finds significant support for the hypothesis that religion 

comes to affect maternal and child health partly through the encouragement of positive 

health behaviors. There is a great deal of secular support for good hygiene and nutrition 

of pregnant women and children. Even in this context of overall high support for these 

practices, perceptions of the religious importance of healthy behaviors (and of health, 
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generally) provide an additional incentive to adopt healthy lifestyles for respondents 

identifying a religious link to cleanliness, nutrition, and other beneficial health practices. 

Given the fact that it was Muslims in this sample who most often tied religion to specific 

health behaviors, this finding is also suggested by quantitative results indicating 

Muslim/Christian differences in alcohol consumption, breastfeeding practices, and ratings 

of overall child health. 

The absence of findings of multiple tangible forms of social support operating 

through religious networks is striking, and it may highlight an important point of contrast 

between the Uzbek case and the U.S., the geographical focus of most previous 

investigations of religious influences on health (see Chapter 1).  In the Uzbek context, 

formal religious attendance is non-normative. Among Muslim respondents generally, and 

Muslim women in particular, religious participation involves interaction with informal 

social groups, gatherings linked to religious ceremonies, and discussions within the 

family more often than mosque attendance. In the absence of regular formal religious 

participation as it is largely understood in Western contexts, the idea of “religious 

community” may take on an entirely different meaning. Rather than identifying with a 

relatively small religious group, Muslim participants in this study often interpreted their 

religious community to include all co-religionists in their neighborhood or village. 

Informal religious gatherings in Uzbekistan are organized by individual women and men, 

and most do not take place on a set schedule or always include the same groups of 

people. It is possible that attendance at regular formal religious meetings and membership 

in a relatively constant religious group engenders a sense of cohesiveness that is not 

produced to the same extent through less formal interactions. As religious participation 

does not provide a consistent, smaller group of religious peers, close network connections 

are much more likely to be perceived among neighbors or work colleagues or along 
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family lines. This suggests a new insight into how bonds are formed and how exchanges 

of social support develop within religious groups, generally.  

A further contribution of this study is that it offers an investigation of individuals’ 

conscious perceptions of links between religion and health outcomes. This provides a 

sharp contrast to most existing work linking religion and health, which largely draws on 

only secondary data analysis. Although quantitative investigations of the influence of 

religion on health outcomes have specific strengths, they are generally unable to establish 

the existence of cognitive links between religion and health for survey respondents.  

Hypothesized Mechanisms of Religious Influence on Reproduction 

According to the characteristics hypothesis, any observed influence of religion is 

actually due to other social and economic background factors, and the relationship 

between religion and reproductive outcomes can be explained by controlling for these 

factors. Consistent with most studies testing the characteristics hypothesis worldwide, I 

find very little support for this argument. In most cases, where I found an association 

between religious affiliation and maternal or child health outcomes, the association 

persisted after including social, economic, and demographic controls. 

Second, the particularized theology hypothesis holds that it is necessary to refer to 

the (official or locally understood) content of religious texts in order to understand 

relationships between religion and reproduction. Following this hypothesis, it is an active 

understanding and internalization of specific religious doctrine that leads people to alter 

their behavior. The Uzbek case provides a useful context for examining this hypothesis, 

as findings indicate a high level of relatively direct governmental control over the content 

of religious sermons at official mosques. According to expert respondents, topic sheets 

sent to individual mosques from higher levels sometimes instruct mullahs to focus 

specifically on subjects related to maternal and child health practices. Despite the 
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widespread perception among respondents that the level of religious knowledge is low, 

this study finds strong support for the importance of understandings and interpretations of 

religious teachings. In focus groups and interviews, ordinary respondents often referred 

to scripture, particular sermons of mullahs or otin-oyis, or conversations with priests in 

answering questions about reproductive, maternal, and child health practices. However, 

as was most noticeable in the villages, the views of formal and informal religious leaders 

on health-related topics were not necessarily echoed by ordinary women and men. This 

finding points to the importance of investigating opportunities for accessing relevant 

religious messages through multiple sources in addition to evaluating the content of these 

messages. Relatedly, I find additional support for the influence of “broadly based norms” 

surrounding religion (Goldscheider 1999:312; See Chapter 1). For example, the accepted 

role of women in health care decision-making and the importance of mothers-in-law were 

often mentioned by study participants and were often consciously motivated, at least in 

part, by religious beliefs. Although these specific principles may not be commonly found 

in official religious doctrine, people do see them as linked to religion and, as this 

dissertation has shown, they have great deal of influence on both maternal and child 

health.  

The minority group status hypothesis holds that individuals in a minority group 

may either limit or increase their fertility based on perceptions of group circumstances 

and priorities. This research does not support the group response expected under this 

hypothesis. Despite discussions of current economic hardships, I find no evidence of 

influence of this sort of social force on individuals’ decisions about reproduction. 

Although Russian Orthodox affiliates interviewed in Tashkent are clearly a minority 

group, they did not express a conscious desire to protect their interests as a group. 
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A fourth proposed mechanism linking religion to reproductive outcomes involves 

evaluating the potential of religious organizations to act as ordinary social networks, 

providing access to relevant information and venues for discussing attitudes. As 

knowledge of modern methods of contraception is quite high (see Chapter 4), I stretch the 

application of this mechanism a bit beyond its original outcome of interest. In this study, 

Muslim women in particular reported learning about health from participation in 

meetings with other religious women. After the otin-oyi had spoken about topics, 

sometimes including topics related to health, from a religious perspective, women 

reported talking amongst themselves about their experiences with pregnancy, 

breastfeeding, and childcare. Women usually did not describe these extended 

conversations as religious in nature, although they originated as part of a religious 

gathering. 

Fifth, previous work has found some support for the interaction hypothesis, in 

which religion comes to matter less for reproductive decision-making over time as 

society modernizes. The interaction hypothesis, though an incomplete explanation, is 

quite relevant to these data, especially for explaining changes over time in the 

relationship between religion and family planning (see Chapter 4). Many respondents 

asserted that their clergy had taken note of the difficult economic situation and changed 

their views on contraception in order to protect the health of women and the well-being 

of the family. This reported flexibility puts an interesting twist on the interaction 

hypothesis.81 Rather than being supplanted by the pressures of growing socioeconomic 

forces encouraging small family size, interpretations of religious regulations on family 

planning may be actively adapted to retain authority while fitting with present life 

circumstances.   

                                                 
81 This possibility is implied, in part, by Knodel and colleagues (1999). 
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Additionally, much has been said about fatalism, religion, and demographic 

outcomes in Muslim societies. Muslim participants in this study often expressed the idea 

that health outcomes ultimately depend on God, but I find very little support of the all-

encompassing religious fatalism sometimes hypothesized to impede health progress in 

Muslim contexts. On the contrary, most Muslim respondents in this study displayed a 

high level of agency in health care decisions, pursuing all possible channels (medical, 

traditional, and religious) of health intervention for mothers and children. Although many 

respondents expressed concern over the quality of health care services available to them, 

and there are clear religious variations in individual responses to perceptions of public 

crisis, none of the participants in this study was opposed to modern medicine as a matter 

of course. 

A key mechanism of influence left out of both frameworks described here is the 

influence of religious characteristics of the larger context. Although this mechanism was 

not one that I originally set out to examine, analysis of the qualitative data indicate the 

potential importance of the religiosity (or perceived religiosity) of friends, neighbors, and 

relatives for individual women’s health and health care choices. As suggested in Chapter 

1, the nature of religious affiliation in the Uzbek context also allows for an examination 

of potential effects of nominal, ethnically-ascribed membership in a religious group in a 

way that would be impossible in most Western contexts. Findings point to the importance 

of religious group membership as a status, especially among Muslims. Because of the 

sampling criteria, each participant in this study asserted a (non-atheist) religious 

affiliation, but I made no attempt to select only strong or active believers. Even self-

described non-active, weak believers had a strong conception of what a good 

Muslim/Christian does and does not do, and it was not uncommon for these respondents 
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to express an interest in whether neighbors, especially religious neighbors, perceived 

them to be acting in accordance with these regulations. 

LIMITATIONS 

Although this dissertation makes several important contributions, it is important 

to mention a few limitations. First, as noted in previous chapters, the quantitative analysis 

in this project is limited by the measure of religiosity on the 1996 UDHS and the 2002 

UHES. On both surveys, the only measure of individual religiosity is a coarse measure of 

religious affiliation. The absence of measures of other dimensions of religiosity and 

religious context places clear limits on the types of questions I am able to address using 

this survey data. A related problem is that, due to a high degree of overlap between 

ethnicity and religious affiliation, the quantitative section of this study is unable to 

separate religion from ethnicity as a predictor of health outcomes. The quantitative 

analyses in this study are also limited by a restricted sample of Christian women, and this 

is more of a limiting factor when the unit of analysis is children instead of women. The 

restricted sample size has placed limits on the types of models I was able to test. 

Additionally, this project included limited direct observation at delivery hospitals 

and polyclinics, both because of access issues and time constraints. At different points in 

the research process, experts and ordinary men and women mentioned the impact of the 

implementation of recent health reforms relating to antenatal and delivery care. In 

previous sections, I have presented study participant views on how the implementation of 

these reforms may relate to religious influences on maternal and child health, but it was 

beyond the focus of this study to conduct a careful examination of this process. 

It is important to stress again that, because of the purposive nature of the selection 

of respondents for the qualitative stage of this project, results from focus groups and 

interviews should not be assumed to be representative of attitudes and behaviors in any 
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larger group or region. Readers should exercise caution when interpreting the meaning of 

these results for the larger context. There is potentially a great deal of regional variation 

in the effect of religion on maternal and child health outcomes in different parts of 

Uzbekistan, and the findings of this project should be localized in the regions and 

communities where the research was conducted. Extrapolating the findings from this 

study to the entire country or, worse, the entire region, would be precarious and in all 

probability misleading. 

FUTURE DIRECTIONS FOR RESEARCH 

These study limitations serve to highlight several important areas for future 

exploration. First, the collection of more detailed information on multiple aspects of 

religiosity in Uzbekistan is necessary to allow for a more nuanced investigation of 

religious influences on health. The relationship between religion and maternal and child 

health could be clarified further through quantitative tests of hypotheses, incorporating a) 

multiple measures of key aspects of individual religiosity and b) ample sample size for 

comparison across religious groups, especially for studies focusing on children. 

Comparing individuals in terms of specific religious beliefs, practices, and attitudes 

would have the additional benefit of separating religiosity from ethnicity. Unfortunately, 

to the best of my knowledge, this type of quantitative analysis remains impossible with 

existing secondary data sources on Uzbekistan. 

This study has pointed to the importance of a number of health care reforms 

relating to maternal and child health, both for medical experts and for individual women. 

Future research might explore ethnographically the development, adoption, 

implementation, and negotiation of these health care reforms, rooted in an understanding 

of how the structural factors of the Soviet and post-Soviet health care systems may 

continually influence patients and health care providers. Of particular interest might be 
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the move toward allowing partner births, post-delivery visitation, and a range of changes 

in initial breastfeeding practices inside delivery hospitals. This study has indicated that 

implementing these changes may in some cases confront religiously-motivated 

challenges. To understand the overall context of health and health care, it is important to 

discover how women and health care providers interpret these changes and how concerns 

they have about their implementation may influence the process. 

The nature of the data collection for this study prevents me from examining 

regional variation using qualitative results. It is likely that many of these findings would 

differ substantially across regions within Uzbekistan, due to social, economic, and 

cultural variation. This may justify a larger scale qualitative project with the aim of 

assessing regional variation in the influence of religion on maternal and child health. 

Beyond Uzbekistan, future studies should consider these issues in the larger region and 

also in other locations. 

CONCLUSION 

Across contexts, there are multiple mechanisms through which religion may be 

linked to maternal and child. Drawing on relevant insights from the sociology of religion 

and from demographic literature, this dissertation makes a contribution toward specifying 

conceptual models of association explaining the relationship between religion and health, 

generally, and between religion and maternal and child health, specifically. I incorporate 

qualitative and quantitative analysis of data from Uzbekistan, a theoretically useful 

context, to test the ability of existing theories to explain the influence of religion on 

maternal and child health. In sum, this dissertation finds support for several specifications 

of the pathways linking religion to maternal and child health, especially the health 

behaviors hypothesis, particularized theology, and the interaction hypothesis. Moving 

beyond existing hypotheses, I also describe several new potential mechanisms that are 
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suggested by the analysis of data from Uzbekistan, including the consideration of a) the 

religious characteristics of the larger community context and b) adaptations and 

reinterpretations of religious doctrine over time.  

In sum, I have shown that religion plays an important role in determining 

decisions related to reproductive, maternal, and child health in Uzbekistan. Religion has 

both potentially positive and potentially negative effects, operating through direct and 

indirect connections. Knowing what the potential channels of influence are and how it is 

that they function will allow both researchers and policymakers interested in health in the 

region to develop a more complete understanding of the values, motivations, and 

behaviors contributing to health outcomes. It is my hope that this study will influence 

other scholars working on maternal and child health, both in the region and beyond, to 

consider the effect of religion. I also hope that researchers working on larger concerns 

relating to religion and health generally will begin to incorporate insights from 

demographic literature on religion and reproduction and to give more thought to 

reproductive, maternal, and child health as outcomes of interest. 
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Table A1. Participants in Expert Interviews 

 

Health Care Workers 

Clinic Gynecological Nurse Tashkent   Delivery Hospital OB/GYN Nurse Tashkent  

Clinic Gynecologist Tashkent   Delivery Hospital Physician (terapeft) Tashkent  

Clinic Gynecologist Tashkent   Hospital Pediatrician Tashkent  

Clinic Pediatric Nurse Tashkent   District Center OB/GYN Jizzakh 

Clinic Pediatrician Tashkent   Rural Medical Center Head Doctor Jizzakh 

 Delivery Hospital Nurse (ICU) Tashkent   Rural Medical Center Nurse Jizzakh 

Delivery Hospital OB/GYN Tashkent   School Nurse Jizzakh 

Religious Leaders 

 Mullah Tashkent   Otin-oyi Tashkent  

Mullah Tashkent   District Center Mullah (assistant) Jizzakh 

Mullah (assistant) Tashkent   Otin-oyi Jizzakh 

Orthodox Priest Tashkent   Otin-oyi Jizzakh 

Otin-oyi Tashkent   Otin-oyi Jizzakh 

Otin-oyi Tashkent   Village Mullah Jizzakh 

Otin-oyi Tashkent   Village Mullah Jizzakh 

Healers 

Kinnacha Tashkent  Kinnacha/Tabib Jizzakh 

Tabib Tashkent    

NGO Workers/Researchers 

Researcher, Religion Specialist Tashkent  NGO Worker, Reproductive Health* Tashkent 

Researcher, NGO Collaborator Tashkent    

     
Note: * I interviewed this NGO worker twice, with participation from two other workers at the same NGO in the 
second interview. 
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Table A2. Characteristics of Focus Groups and In-depth Interview Participants 

 

 Name
a
 Age Marital Status Children Education Employed 

       

Muslim Mothers-in-law, Tashkent   

Aziza 43 Married 3 High School Yes 

* Dilorom 60 Married 2 High School No 

Durdona 66 Widow 3 Some Higher No 

Farida 54 Widow 3 Complete Higher No 

* Fatima  58 Married 5 High School No 

 Mastura 45 Married 3 Complete Higher Yes 

Mohira 48 Widow 3 High School No 

* Nargiza 68 Widow 5 <High School No 

 Robiya 46 Widow 1 Complete Higher Yes 

* Shoira 40 Married 3 Complete Higher Yes 

Muslim Daughters-in-law, Tashkent   

 Barno 35 Married 3 Complete Higher Yes 

 Fatima  24 Married 1 High School Yes 

 Feruza 36 Married 2 High School No 

 Lobar 27 Married 2 High School Yes 

 Mamura 34 Widow 2 High School Yes 

* Mashkura 37 Married 3 High School No 

 Munisa 45 Married 3 Complete Higher No 

* Nargul 33 Married 2 Complete Higher Yes 

* Ozoda 24 Married 1 Some Higher Yes 

†* Ra'no 27 Married 2 Complete Higher Yes 

 Shohida 34 Widow 2 High School Yes 

Muslim Men, Tashkent    

 Akmal 23 Married 1 High School No 

 Anvar 30 Married 4 Complete Higher Yes 

 Azim 30 Married 1 <High School No 

* Aziz 28 Married 3 High School Yes 

 Farhod 31 Married 2 High School Yes 

* Olim 54 Married 3 Some Higher Yes 

* Rustam 65 Married 2 Complete Higher Yes 

 Sanjar 49 Married 4 Complete Higher Yes 
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 Ulug'bek 21 Married 1 High School Yes 

 Umid 24 Married 1 Complete Higher Yes 

Orthodox Women, Tashkent   

 Anna 23 Married 1 High School No 

 Elena 39 Married 1 Complete Higher Yes 

 Irina 25 Married 3 High School No 

* Larisa 20 Married 1 High School No 

 Lena 25 Divorced 1 High School Yes 

 Lyuda 31 Married 3 High School No 

 Nataliya 33 Widow 1 High School No 

* Oksana 35 Divorced 1 High School Yes 

 Svetlana 46 Married 2 Complete Higher Yes 

* Vera 23 Married 1 High School No 

Orthodox Men, Tashkent    

 Anton 53 Married 1 High School No 

* Boris 25 Married 1 High School Yes 

 Denis 29 Married 1 High School Yes 

* Maksim 25 Married 1 <High School Yes 

 Nikolai 52 Divorced 1 High School Yes 

* Oleg 56 Married 1 Complete Higher Yes 

 Sergei 32 Married 1 High School Yes 

 Vadim 69 Widow 1 Complete Higher No 

Muslim Mothers-in-law, Jizzakh   

 Gulnora 52 Widow 7 High School No 

* Iroda 56 Married 9 High School No 

* Marhamat 66 Widow 9 <High School No 

 Muhabbat 56 Married 8 <High School Yes 

Nargul 50 Married 5 High School No 

* Nigora 55 Widow 9 <High School No 

* Nilyufar 52 Married 5 High School No 

 Yulduz 56 Married 5 High School Yes 

Zahra 53 Married 5 High School No 

Muslim Daughters-in-law, Jizzakh   

* Dilfuza 36 Married 4 High School Yes 

* Gulnoza 36 Married 4 High School Yes 
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* Lola 39 Married 3 Complete Higher Yes 

 Malika 26 Married 3 High School Yes 

 Manzura 26 Married 2 High School No 

Matluba 35 Married 5 High School Yes 

Salomat 39 Married 4 High School Yes 

* Saodat 40 Married 7 High School No 

Muslim Men, Jizzakh    

 Adham 76 Married 9 <High School No 

 Alisher 39 Married 4 High School Yes 

 Azizbek 60 Married 7 Complete Higher No 

* Eldor 30 Married 4 High School No 

Muzaffar 33 Married 7 High School Yes 

* Otabek 60 Married 7 Complete Higher No 

 Ravshan 52 Married 10 Complete Higher Yes 

Shavkat 55 Married 6 Complete Higher Yes 

* Uktam 53 Married 6 Complete Higher Yes 

      
Notes: aAll listed names are pseudonyms. * Participated in individual interview. † Did not participate 
in focus group.  
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Appendix B: Consent Forms 

Figure B1. Consent Form for Focus Groups 

 
IRB#  _2005-06-0073___  

Informed Consent to Participate in Research 
The University of Texas at Austin 

 
You are being asked to participate in a research study.  This form provides you with information 
about the study. The Principal Investigator (the person in charge of this research) or his/her 
representative will provide you with a copy of this form to keep for your reference, and will also 
describe this study to you and answer all of your questions. Please read the information below 
and ask questions about anything you don’t understand before deciding whether or not to take 
part. Your participation is entirely voluntary and you can refuse to participate without penalty or 
loss of benefits to which you are otherwise entitled.   
 
Title of Research Study: Religion and Maternal and Child Health in Uzbekistan 
 
Principal Investigator(s) (include faculty sponsor), UT affiliation, and Telephone 
Number(s): Jennifer Barrett 
 Doctoral Student in Sociology at the University of Texas at Austin 
 Telephone (Austin): 512-232-1713 
 Telephone (Tashkent): [phone number omitted] 
Cynthia Buckley 
 Associate Professor of Sociology at the University of Texas at Austin 
 Telephone (Austin): 512-232-6337 
 
Funding source:  
Institute of International Education Fulbright US Student Grant, Andrew W. Mellon Foundation 
Fellowship in Demography of Developing Countries, and National Science Foundation 
Dissertation Improvement Grant 
 
What is the purpose of this study?   
The overall purpose of this study is to look at how different social groups, institutions, and 
affiliations are related to the health of women and children. In our discussion today, we will focus 
on how maternal and child health may be linked to ideas and actions of groups such as the 
mahalla, trade organizations, religious groups, family, and governmental organizations. We will 
also discuss the roots of ideas people have about women’s and children’s health and how these 
may change or be reinforced by interaction with different groups. 
 
What will be done if you take part in this research study?   
If you choose to participate in this study, you will participate in a focus group discussion lasting 
less than 2 hours today.  You will also be asked if you are interested in further participation in this 
study. If you are interested, you may be contacted at a later date to arrange a personal interview, 
but continued participation is not required. Approximately 112 people will participate in similar 
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focus groups in and around Tashkent as part of this project. 
 
What are the possible discomforts and risks?   
You are unlikely to experience more risk in the context of this discussion than you experience in 
your daily life. However, the focus group discussion will consist of 8 to 10 individuals, and, as 
such, cannot be completely structured beforehand. It is possible that a topic may arise that makes 
you uncomfortable. Participation in this study is completely voluntary. If you decide at any time 
that you do not want to continue to participate in the study, you may withdraw with no penalty. If 
you choose to withdraw, just let me know.  If you wish to discuss any potential risks you may 
experience, you may ask questions at any time today or call the Principal Investigator listed on 
the front page of this form. Any information you provide during this discussion will be kept 
confidential. 
 
What are the possible benefits to you or to others?   
No benefit exists at this time. 
 
If you choose to take part in this study, will it cost you anything?   
No, participating in this study will not cost you anything. 
 
Will you receive compensation for your participation in this study?   
Yes, you will receive $2 for your participation in the focus group discussion today.  
 

What if you are injured because of the study?   
Although it is highly unlikely that you will be injured in the course of this discussion, no 
treatment will be provided if any such injury does occur and no payment can be provided in the 
event of a medical problem. 
 
If you do not want to take part in this study, what other options are available to you?  
Your participation in this study is entirely voluntary.  You are free to refuse to be in the study or 
to withdraw from the study at any time. Deciding not to participate or to withdraw from the study 
will not influence current or future relationships with The University of Texas at Austin or 
[organization name omitted]. 
 
How can you withdraw from this research study and who should you call if you have 
questions? 
If you wish to stop your participation in this research study for any reason, you should contact: 
Jennifer Barrett at [phone number omitted].   You are free to withdraw your consent and stop 
participation in this research study at any time without penalty or loss of benefits for which you 
may be entitled. Throughout the study, the researchers will notify you of new information that 
may become available and that might affect your decision to remain in the study.  
 
In addition, if you have questions about your rights as a research participant, or if you have 
complaints, concerns, or questions about the research, please contact Clarke A. Burnham, Ph.D., 
Chair, The University of Texas at Austin Institutional Review Board for the Protection of Human 
Subjects, (512) 232-4383.  You may also contact the Office of Research Compliance and Support 
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at (512) 471-8871. 
 

How will your privacy and the confidentiality of your research records be protected? 

All media containing information you share in this focus group will be kept secure. Access to this 
material will be limited to the researcher and her affiliates. Consent forms and any other 
information that might be linked to your identity will be stored separately from records of your 
participation in the focus group. 
 
If in the unlikely event it becomes necessary for the Institutional Review Board to review your 
research records, then the University of Texas at Austin will protect the confidentiality of those 
records to the extent permitted by law.  Your research records will not be released without your 
consent unless required by law or a court order. The data resulting from your participation may be 
made available to other researchers in the future for research purposes not detailed within this 
consent form. In these cases, the data will contain no identifying information that could associate 
you with it, or with your participation in any study. 
 
If the research project is sponsored (e.g., receives funding from outside UT-Austin) then the 
Institute of International Education, the National Science Foundation, and the Andrew W. Mellon 
Foundation will also have the legal right to review your research records. 
 
Today’s focus group will be audio recorded. The cassettes and digital sound files will be coded so 
that no personally identifying information is visible on them. They will be kept in a locked filing 
cabinet by the principal investigator or her affiliates at [organization name omitted]. The 
recordings will be heard only for research purposes by the investigator and her associates. After 
the recordings have been transcribed or coded, they will be erased. 
 
If the results of this research are published or presented at scientific meetings, your identity will 
not be disclosed.  
 
Will the researchers benefit from your participation in this study?  
Your participation in this focus group is of potential benefit to the researchers as it would increase 
the number of ideas to be shared in today’s discussion by adding an additional voice. 
 
Signatures:   
 
As a representative of this study, I have explained the purpose, the procedures, the benefits, 
and the risks that are involved in this research study: 
 
 
 
_____________________________________ ___       
Signature and printed name of person obtaining consent      Date 
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You have been informed about this study’s purpose, procedures, possible benefits and risks, 
and you have received a copy of this form. You have been given the opportunity to ask 
questions before you sign, and you have been told that you can ask other questions at any 
time. You voluntarily agree to participate in this study.  By signing this form, you are not 
waiving any of your legal rights. 
 
 
 
__________________________________________________________________________ 
Printed Name of Subject                         Date 
 
 
__________________________________________________________________________ 
Signature of Subject                          Date 
 
 
__________________________________________________________________________ 
Signature of Principal Investigator                        Date  
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Figure B2. Consent Form for In-depth Interviews 

 
IRB#  _2005-06-0073___  

Informed Consent to Participate in Research 
The University of Texas at Austin 

 
You are being asked to participate in a research study.  This form provides you with information 
about the study. The Principal Investigator (the person in charge of this research) or his/her 
representative will provide you with a copy of this form to keep for your reference, and will also 
describe this study to you and answer all of your questions. Please read the information below 
and ask questions about anything you don’t understand before deciding whether or not to take 
part. Your participation is entirely voluntary and you can refuse to participate without penalty or 
loss of benefits to which you are otherwise entitled.   
 
Title of Research Study: Religion and Maternal and Child Health in Uzbekistan 
 
Principal Investigator(s) (include faculty sponsor), UT affiliation, and Telephone 
Number(s): Jennifer Barrett 
 Doctoral Student in Sociology at the University of Texas at Austin 
 Telephone (Austin): 512-232-1713 
 Telephone (Tashkent): [phone number omitted] 
Cynthia Buckley 
 Associate Professor of Sociology at the University of Texas at Austin 
 Telephone (Austin): 512-232-6337 
 
Funding source:  
Institute of International Education Fulbright US Student Grant, Andrew W. Mellon Foundation 
Fellowship in Demography of Developing Countries, and National Science Foundation 
Dissertation Improvement Grant 
 
What is the purpose of this study?   
The overall purpose of this study is to look at how different social groups, institutions, and 
affiliations are related to the health of women and children. In our interview today, we will focus 
on how maternal and child health may be linked to ideas and actions of groups such as the 
mahalla, trade organizations, religious groups, family, and governmental organizations. I will 
also ask you about the roots of ideas people have about women’s and children’s health and how 
these may change or be reinforced by interaction with different groups. 
 
What will be done if you take part in this research study?   
If you choose to participate in this study, I will interview you on this topic. I will ask you a series 
of questions lasting less than 2 hours. Approximately 20 people will participate in similar in-
depth interviews in and around Tashkent as part of this project. 
 
What are the possible discomforts and risks?   
You are unlikely to experience more risk in the context of this interview than you experience in 
your daily life. However, it is possible that a topic may arise that makes you uncomfortable. 
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Participation in this study is completely voluntary and you should feel free to skip any questions 
you would rather not answer. If you decide at any time that you do not want to continue to 
participate in the study, you may withdraw with no penalty. If you choose to withdraw, just let me 
know.  If you wish to discuss any potential risks you may experience, you may ask questions at 
any time today or call the Principal Investigator listed on the front page of this form. Any 
information you provide during this interview will be kept confidential. 
 
What are the possible benefits to you or to others?   
No benefit exists at this time. 
 
If you choose to take part in this study, will it cost you anything?   
No, participating in this study will not cost you anything. 
 
Will you receive compensation for your participation in this study?   
Yes, you will receive $5 for your participation in the interview today.  
 

What if you are injured because of the study?   
Although it is highly unlikely that you will be injured in the course of this interview, no treatment 
will be provided if any such injury does occur and no payment can be provided in the event of a 
medical problem. 
 
If you do not want to take part in this study, what other options are available to you?  
Your participation in this study is entirely voluntary.  You are free to refuse to be in the study or 
to withdraw from the study at any time. Deciding not to participate or to withdraw from the study 
will not influence current or future relationships with The University of Texas at Austin or 
[organization name omitted]. 
 
How can you withdraw from this research study and who should you call if you have 
questions? 
If you wish to stop your participation in this research study for any reason, you should contact: 
Jennifer Barrett at [phone number omitted].   You are free to withdraw your consent and stop 
participation in this research study at any time without penalty or loss of benefits for which you 
may be entitled. Throughout the study, the researchers will notify you of new information that 
may become available and that might affect your decision to remain in the study.  
 
In addition, if you have questions about your rights as a research participant, or if you have 
complaints, concerns, or questions about the research, please contact Clarke A. Burnham, Ph.D., 
Chair, The University of Texas at Austin Institutional Review Board for the Protection of Human 
Subjects, (512) 232-4383.  You may also contact the Office of Research Compliance and Support 
at (512) 471-8871. 
 

How will your privacy and the confidentiality of your research records be protected? 

All media containing information you share during this interview will be kept secure. Access to 
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this material will be limited to the researcher and her affiliates. Consent forms and any other 
information that might be linked to your identity will be stored separately from records of your 
participation in this interview. 
 
If in the unlikely event it becomes necessary for the Institutional Review Board to review your 
research records, then the University of Texas at Austin will protect the confidentiality of those 
records to the extent permitted by law.  Your research records will not be released without your 
consent unless required by law or a court order. The data resulting from your participation may be 
made available to other researchers in the future for research purposes not detailed within this 
consent form. In these cases, the data will contain no identifying information that could associate 
you with it, or with your participation in any study. 
 
If the research project is sponsored (e.g., receives funding from outside UT-Austin) then the 
Institute of International Education, the National Science Foundation, and the Andrew W. Mellon 
Foundation will also have the legal right to review your research records. 
 
Today, I will audio record the interview. The digital sound files will be coded so that no 
personally identifying information is visible on them. They will be kept on a password-locked 
computer inside a locked file cabinet by the principal investigator. The recordings will be heard 
only for research purposes by the investigator and her associates. After the recordings have been 
transcribed or coded, they will be erased. 
 
If the results of this research are published or presented at scientific meetings, your identity will 
not be disclosed.  
 
Will the researchers benefit from your participation in this study?  
You were selected for this follow-up interview because, judging from your participation in the 
focus group, the researchers thought that you might represent an important type of ideas about the 
questions of interest. Your participation in this interview is of potential benefit to the researchers 
as it might increase the depth of our understanding about your particular viewpoint. 
 
Signatures:   
 
As a representative of this study, I have explained the purpose, the procedures, the benefits, 
and the risks that are involved in this research study: 
 
 
 
_____________________________________ ___       
Signature and printed name of person obtaining consent     Date 
 
You have been informed about this study’s purpose, procedures, possible benefits and risks, 
and you have received a copy of this form. You have been given the opportunity to ask 
questions before you sign, and you have been told that you can ask other questions at any 
time. You voluntarily agree to participate in this study.  By signing this form, you are not 
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waiving any of your legal rights. 
 
 
 
__________________________________________________________________________ 
Printed Name of Subject                         Date 
 
 
__________________________________________________________________________ 
Signature of Subject                          Date 
 
 
__________________________________________________________________________ 
Signature of Principal Investigator                        Date  
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Figure C1. Focus Group Protocol 

 
Hello, my name is ___________ and I work with the [organization name omitted] in Tashkent. 
First of all, I want to thank you for coming today. For many of you, this kind of group discussion 
is new, so let me explain the goals to you. Such discussions are part of our research work. We 
have discussions with groups including yours in order to find out the opinions of people on 
different topics. Today we want to talk about important influences on the health of mothers and 
children in Uzbekistan. Besides that, we would like to find out what you consider to be important 
social, economic, cultural, and religious factors that can influence the health of mothers and 
children in Uzbekistan. This research is being carried out by Jennifer Barrett from the University 
of Texas, USA. 
 
Besides you, about other 80 people will take part in the research. The results of this research will 
help us to understand what kinds of factors influence the health of mothers and children in 
Uzbekistan and help to distinguish which of them are more important. The results of our 
discussion will be analyzed and compared with results of other studies carried out in Uzbekistan 
in 1996 and 2002. We are not experts in this area and we are not here in order to teach you or 
answer questions. We are interested only in your personal opinion. Your participation in the 
discussion is completely voluntary, and you may not answer individual questions or ask about 
withdrawing at any time. If you have any questions about the study, please ask me. 
 
Method of carrying out the discussion.  Allow me to explain a few special rules of our 
discussion. 
 
• Our discussion will last about 2 hours and will be audio recorded. Several people working on 
this project will take notes in order not to miss even one of your thoughts or ideas. We are 
interested in fully hearing out all of your opinions during the flow of the discussion. 
• Everything that you will say will be kept in confidentiality and will not go beyond our 
research. We are interested only in the information itself and not in from whom it came. We will 
use the received information without revealing the name of the person who gave it. 
• Here there are no right or wrong answers. We want to hear what you think based on your 
beliefs and experience. You may not agree amongst yourselves in stating positive and negative 
remarks. If you do not agree with one of the speakers, please express yourself. 
• It is important that we hear everyone out, so please speak loudly when you have something to 
say. As we are taking notes, please try to speak in turns because only in that way can we hear 
every speaker. Try to make your answers brief. Our task in this discussion is to gather various 
opinions. 
• I will not express my opinion. My role is to direct the discussion so that everyone has the 
change to speak and be heard. If I interrupt you and switch to another topic, please do not be 
offended. We have many topics for discussion and sometimes I will need to quickly switch from 
one topic to another. We can talk more after the discussion if you feel that I have missed 
something.  
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Do you have any questions? If you have decided to participate, then please fill in this consent 
form. 
 
I. Ice breaker/Introductions (5 minutes) 
(name, age, family, occupation, etc.) 
 
II. Health of pregnant women (30 minutes) 
Our discussion today will be devoted to customs and traditions that influence the health of 
mothers and children. Now let’s talk about the influence of religious customs and traditions on 
the health of pregnant women. We are interested in the experience of your family and your 
friends, relatives, and acquaintances. 
*MODERATOR: IN CARRYING OUT THE FOCUS GROUP DISCUSSION (FGD), DO NOT 
SAY THE RESPONSES SPECIFIED IN PARENTHESES UNTIL AFTER EVERYONE HAS 
EXPRESSED THEIR OPINION.* 
 

1. What must a pregnant woman do in order not to harm her health and the health of her 
future child? (not carry out heavy physical labor; visit the doctor regularly even if the 
pregnancy is going normally; appeal to traditional healers (tabibs, znakharkas, someone 
else) for advice; keep a special diet or fasts; do special exercises; abstain from alcohol, 
smoking, using tobacco, narcotics and so on; pray and carry out other religious 
ceremonies; listen to religious sermons; read religious texts; appeal for advice to 
respected believing people (priests, otins, someone else); or health depends on the will of 
God/Allah.) 

2. In your opinion, who answers for the health of a pregnant woman? What exactly must 
these people do who are responsible for the health of the pregnant woman? (the woman 
herself; the husband; the mother-in-law, parents, other relatives; friends; religious 
community; someone else – who?) 

3. Who usually has the last word in decisions related to the health of a pregnant woman? 
(the woman herself; her husband; her husband; the mother-in-law; parents, other 
relatives; members of the religious community) 

4. If in a family where there is a pregnant woman there are not enough resources to buy 
food or other necessary things, from whom can they get help – in the form of money, 
things, or groceries? (from relatives; from neighbors in the mahalla; from friends; from 
the religious community; from the workplace – workers, workers’ association, collective; 
from the government – help given through the mahalla; from charitable 
establishments/nongovernmental organizations (NGOs)) 

5. Do you know any families with a pregnant woman who received help? From whom 
exactly? (from relatives; from neighbors in the mahalla; from friends; from the religious 
community; from the workplace; from the government; from charitable 
establishments/NGOs) 

6. Under what circumstances can a pregnant woman receive that help? To receive help is it 



 252 

Figure C1. Focus Group Protocol 

 
necessary to be a religious person or to associate with some religious community? 

7.  Are there any religious rules or instructions directed specifically at the care and health of 
pregnant women? (general instructions about the importance of the care and health of 
pregnant women; specific rules of behavior and medical rules for the period of 
pregnancy; sexual restrictions during pregnancy; abstaining from the use of alcohol, 
smoking, tobacco, drugs, etc.; avoiding any housework; avoiding heavy physical labor) 

*MODERATOR: GIVE THIS QUESTION (8) SEPARATELY FOR EVERY POSITION THAT 
WAS LISTED ON QUESTION 7.* 

8. Where did you get that information? Who told you? Describe the situation when you 
gained access to that information – where and under what conditions. (from religious 
texts – Qur’an, Hadiths, Bible, Evangelia, others); from mullahs, otins, other clerics; 
from your husband (and where did he get that information?); from your mother-in-law, 
mother, elder married relatives; from other people (friends, acquaintances, neighbors 
and others); it is something everyone of the religious group knows and does; it is 
something that has always been done.) 

9. What kinds of consequences for the health of women and children can the things named 
in question 7 have? (general instructions about the importance of the care and health of 
pregnant women; specific rules of behavior and medical rules for the period of 
pregnancy; sexual restrictions during pregnancy; abstaining from the use of alcohol, 
smoking, tobacco, drugs, etc.; avoiding any housework; avoiding heavy physical labor) 

10. What do you think, do your co-religionists carry out these religious rules for pregnant 
women that you have named? If not, then why? If yes, then what motivates them to carry 
out these rules? How do neighbors, acquaintances, and coreligionists relate to the 
carrying out or not carrying out of these rules? (indifferently, with condemnation, 
approvingly)  

11. What do you think, does affiliation with your religious group (of the respondents) or the 
religious beliefs of a woman or members of her family influence going to medical 
institutions for health services during pregnancy? (encourages them to go, limits their 
going, or makes no difference) 

12. Can the religious affiliation or religious beliefs of a woman or members of her family 
influence the volume and quality of necessary health services [received] during 
pregnancy? (undesirability of going to a male doctor; undesirability of having an 
operation; reactions to the introduction of drugs or treatments; reactions to abortion for 
medical indications) 

13. Do the older generations (her parents or parents of her husband or other elder relatives or 
someone else) influence the making of decisions related to the health of a pregnant 
woman? If yes, then in what way? Is it usually linked to the influence of religious 
instructions? Examples? 

 
III. Family Planning and Abortion (30 minutes)  
Some couples plan their families and decide in advance how many children they want to have, 
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when those children will be born, and so on. These decisions have important meaning for the 
family and for the health of mothers and children. 

14. Does your religion say something about how many children there should be in the 
family? (there should be as many children as God/Allah sends; the quantity of children 
depends on the opportunities of the family to support those children; it depends on the 
wishes of the husband, wife, other relatives, or other people; it depends on the health of 
the mother) 

15. Where did you find out about that information? Who told you about it? Describe the 
situation – when you gained access to that information, where and under what conditions. 
(from religious texts – Qur’an, Hadiths, Bible, Evangelia, others); from mullahs, otins, 
other clerics; from your husband (and where did he get that information?); from your 
mother-in-law, mother, elder married relatives; from other people (friends, 
acquaintances, neighbors and others); it is something everyone of the religious group 
knows and does; it is something that has always been done.) 

16. What are the consequences for the health of women and children of the religious rules 
related to the quantity of children that you have listed? 

17. Many married couples use methods of protecting from pregnancy in order to limit the 
number of births or to plan the time of the birth of children. Does your religion say 
anything about family planning? Is that linked with protecting the health of mothers or 
children? (is it possible to use any method of protection from pregnancy; what kinds of 
methods are acceptable/not acceptable and why) 

*MODERATOR: GIVE THIS QUESTION (18) SEPARATELY FOR EVERY POSITION 
THAT WAS LISTED ON QUESTION 17* 

18. Where did you find out about that information? Who told you about it? Describe the 
situation – when you gained access to that information, where and under what 
conditions? (from religious texts – Qur’an, Hadiths, Bible, Evangelia, others; from 
mullahs, otins, other clerics; from your husband (and where did he get that 
information?); from your mother-in-law, mother, elder married relatives; from other 
people (girlfriends, acquaintances, neighbors and others); it is something everyone of the 
religious group knows and does; it is something that has always been done.) 

19. What kinds of consequences can restrictions in methods of protection from pregnancy 
have for the health of women and children? 

20. What do you think, do your co-religionists carry out these religious? Why or why not? 
How do neighbors, acquaintances, and coreligionists relate to the carrying out or not 
carrying out of these rules? (indifferently, with condemnation, approvingly)  

21. Can your coreligionists break religious restrictions concerning the ways of protecting 
from pregnancies if it is necessary for the health of mothers or children? In what cases? 
(If the woman does not have enough health to have children; if the parents consider that 
there are enough children in the family; if there is already a boy child in the family; if the 
interval between two births is too short; if the mother is too young; if the family does not 
have the means to provide for another child) 
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22. Who makes decisions about protection from pregnancy and methods of protection? Do 

the older generations (parents of the wife or her husband, other elder relatives) influence 
decisions of married couples about contraception? Who specifically has influence? Is it 
linked with religious instructions? 

23. What does your religion say about the possibility of abortion? Is abortion acceptable from 
the opinion of religious leaders in the case where the birth is harmful for the health of the 
mother or if there is too short an interval between two births or for other reasons? 

*MODERATOR: GIVE THIS QUESTION (24) SEPARATELY FOR EVERY POSITION 
THAT WAS LISTED ON QUESTION 23* 

24. Where did you find out about that information? Who told you about it? Describe the 
situation – when you gained access to that information, where and under what conditions. 
(from religious texts – Qur’an, Hadiths, Bible, Evangelia, others); from mullahs, otins, 
other clerics; from your husband (and where did he get that information?); from your 
mother-in-law, mother, elder married relatives; from other people (friends, 
acquaintances, neighbors and others); it is something everyone of the religious group 
knows and does; it is something that has always been done.) 

25. Can your coreligionists break religious restrictions concerning abortion if it is necessary 
for the health of mothers or children? In what cases? (If the woman does not have enough 
health to have children; if the parents consider that there are enough children in the 
family; if there is already a boy child in the family; if the interval between two births is 
too small; if the mother is too young; if the family does not have the means to provide for 
another child) 

 
IV. Health of young children (30 minutes) 
Now let’s talk about the health of young children, which depends on many factors and influences. 
Most of all, we are interested in children up to 1 year old. 

26. What do you think, according to your experience and the experience of your relatives and 
friends, what must the parents do in order for their children under 1 year to grow up 
healthy? (regularly take the child to the doctor for checkups; keep a special diet and 
nutrition regime; breastfeed until a certain time (when specifically?); the health of the 
child depends on the will of God/Allah; the health of the child depends on the strict 
observance of religious practices and rules) 

27. Who carries the responsibility for the health of children younger than a year? Who 
decides what needs to be done when the baby is sick? (mother, father, grandmother, 
other relatives – who specifically?) 

28. Are there any rules related to protecting the health of children under a year old or 
children in general in your religion? Is there a difference in religious rules for caring for 
boys and girls under one year so that they grow up healthy? (Instructions on who should 
mostly care for the children; religious laws or traditions about how to bring up healthy 
children – certain rituals, norms, diet and nutritional regime including breastfeeding 
until a certain time) 
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*MODERATOR: GIVE THIS QUESTION (29) SEPARATELY FOR EVERY POSITION 
THAT WAS LISTED ON QUESTION 28* 

29. Where did you find out about that information? Who told you about it? Describe the 
situation – when you gained access to that information, where and under what 
conditions? (from religious texts – Qur’an, Hadiths, Bible, Evangelia, others); from 
mullahs, otins, other clerics; from your husband (and where did he get that 
information?); from your mother-in-law, mother, elder married relatives; from other 
people (friends, acquaintances, neighbors and others); it is something everyone of the 
religious group knows and does; it is something that has always been done.) 

30. What consequences can religious rules of caring for children under one year have for the 
health of women and children? 

31. What do you think, do your coreligionists carry out these religious rules? Why or why 
not? How do neighbors, acquaintances, and coreligionists relate to the carrying out or not 
carrying out of these rules? (indifferently, with condemnation, approvingly) 

32. If parents are in need of health in order to provide young children (under a year) with 
everything necessary (food, clothes, etc), where could they receive this help? (from 
relatives; from neighbors in the mahalla; from friends; from the religious community; 
from the workplace; from the government; from charitable organizations/NGOs) 

33. Do you know any families with children who received help? From whom exactly? (from 
relatives; from neighbors in the mahalla; from friends; from the religious community; 
from the workplace; from the government; from charitable establishments/NGOs) 

34. Under what circumstances can parents receive that help? To receive help is it necessary 
to be a religious person or to associate with some religious community? 

35. If parents are in need of help in order to care for a sick child, who usually helps them? 
(activists from the mahalla committee or women’s committee; friends; neighbors; in-
laws; religious community; older children; organizations where members of the family 
work; other relatives) 

36. Do the older generations (grandfathers, grandmothers, or others) influence decisions 
about caring for the health of young children (under 1 year)? Is this linked to religious 
instructions? 

 
V. Religion and religiosity (10 minutes) 
We are especially interested in customs that exist among people following different religions. So 
let’s talk a little about what we understand under the word “religion” and “religious person.” 

37. In your opinion, who can be called a “religious person?” MODERATOR: WE ARE 
TALKING ABOUT THE RELIGION WITH WHICH THE MEMBERS OF THE FGD 
IDENTIFY. (god-fearing, high morals and spiritual quality; keeping all religious 
customs, rituals; visiting religious sermons; reading religious texts; keeping the fast and 
special diets; abstaining from alcohol, smoking, using tobacco, drugs; respect and 
obedience to spouse, mother, mother-in-law, elder relatives, or others – who 
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specifically?) 

38. Are there any differences between the concepts of a “religious man” and “religious 
woman?” Of what specifically do these differences consist? 

39. In the last 10-15 years in Uzbekistan there has appeared greater possibility for free 
religious behavior, expression of religious belief, receiving information about religion. 
Concretely, what changes have you and your coreligionists felt and what continues to 
change? (changes in the number of believing people, religious beliefs became 
stronger/weaker; sources of religious information have changed; changes in how people 
express their religious beliefs; changes in religious customs, rules, rituals, or traditions) 

 
VI. Influences of religion on health in general (15 minutes)  
We already talked about how different religious and other social groups and establishments may 
influence the health of women and children. Now let’s talk a little about the link between religion 
and health in general. 

40. Some people think that religious people are healthier than non-religious people. Do you 
agree with that or not? (because of a healthy way of life – they do not use alcohol, 
tobacco, drugs. They keep the fast and are moderate in diet. They keep hygienic rules. 
Etc; They pray; psychological protection) 

41. Can religiosity have negative consequences for health? If not, then why? If so, then in 
what cases? (religious beliefs can in some cases reduce access to health care; strict 
observance of fasts and other ceremonies; excessive submission to the authority of elders, 
etc.) 

42. What do you think, do different religions influence people’s health in an identical way? 
(Muslims and Orthodox; men and women; those who are more or less religious) 

43. What positive influence does carrying out religious laws and ceremonies have on health 
(even for nonreligious people)? What positive influence does living in religious 
surroundings (family or community) have on health? (the possibility of receiving material 
or social support; something different) 

44. What negative consequences does carrying out religious laws and ceremonies have on 
health (even for nonreligious people)? What negative influence does living in religious 
surroundings (family or community) have on health? (the necessity of carrying out 
additional duties connected with religious practices and rules; the neceessity of bearing 
additional expenses – charitable payments, expenses of rituals and so forth) 

 
IF IN THE COURSE OF THE DISCUSSION WE HAVE MISSED SOMETHING 
IMPORTANT, THEN YOU CAN SAY SOMETHING ABOUT IT NOW AND WE WILL 
DISCUSS IT. 

 
INFORMATION FOR PARTICIPANTS OF THE FGD: 

 
We are planning to conduct in depth personal interviews on this theme with some participants 
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from these discussions in order to find out about their personal life experience. Would you want 
to take part in this interview? If  “yes,” then on your form that we are passing out now, put an X 
on the upper right corner. Specify in what language you would prefer to talk. Write “Uzb” or 
“Rus” next to the X. If you speak two languages fluently, then write both languages. 

 
THANK YOU FOR YOUR PARTICIPATION IN THE STUDY. 
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First, I would like to thank you for participating in our previous conversation and for your 
participation in today’s research. My name is Jennifer Barrett and I am a graduate student in the 
Sociology Department at The University of Texas in the United States. This research will be a 
part of my dissertation. Today I want to talk about the most important things that influence the 
health of mothers and children in Uzbekistan. I would also like to find out, in your view, what 
social, economic, cultural, and religious factors may influence the health of mothers and children 
in Uzbekistan.  
 
Our discussion will last approximately 2 hours, and I will record it on a tape recorder. Everything 
that you say will be kept confidential and will not go beyond the bounds of my research. For me, 
the interest is in only the information itself and not in from whom it came. I will use the received 
information without indicating the name of the person that gave it. Your participation in the 
discussion is completely voluntary, and you can not answer individual questions or ask for an 
explanation at any time. If you have any questions about the research, please ask me. 
 
Women’s Health 
Let’s talk about women’s health in general and especially about women’s health during 
pregnancy. 

1. What kinds of relationships usually form for a young wife with her husband’s family and 
with her husband himself? Please describe the role of the daughter-in-law in her new 
family. What accounts for the treatment of the daughter-in-law in the family? 

a. Living together with the parental family (mother-in-law and other relatives) 
b. The living space available to the young family 
c. The age, education, work status, or social status of the daughter-in-law 
d. National or cultural traditions? (What is the source of these traditions?) 
e. The religious affiliation, beliefs, or behavior of the family? (How might this 

relationship be linked with religious beliefs, rules, or traditions?) 
 

2. Do you consider that the role of the daughter-in-law changes over time? Does the 
treatment of the daughter-in-law change when she gets pregnant for the first time?  

a. What happens during that time? 
b. Will it happen like that always when she gets pregnant afterwards or only during 

the first pregnancy? 
 

3. In our discussions, some people talked about how husbands and mothers-in-law do not 
allow their young women to go to the doctor during pregnancy. Why does this happen? 
Do you know of examples of this? 

a. Economic reasons (no money for the doctor, for medicines, for treatment, or for 
the trip to the hospital, etc.) 

b. Worry that neighbors might think that the daughter-in-law is not healthy 
c. Do they not want to let their daughters-in-law leave the house at all? (Is this 

linked to religion?) 
d. Do they not want their daughters-in-law to go to male doctors? (Is this linked to 
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religion?) 

e. Do they believe that everything depends on God/Allah and does not depend on 
what doctors do? 

 
4. In the course of our conversation, some women said that when they experienced worry 

about their pregnancies they prayed. Some visited religious or traditional healers (tabib, 
kinnacha, znakharka, povetukha, or another old woman). Please tell me how a woman 
makes the decision about when she needs to turn to the tabib or znakharka or pray or go 
to the doctor. 

a. Does the woman herself make the decision? Her husband? Other members of the 
family? 

b. Do they make the decision about treatment during pregnancy only after 
consulting with doctors or not? 

 
5. When they pray, what do they ask for? 

a. A safe birth for the health of the woman? 
b. A healthy child? 
c. A son? 

 
6. Have you heard that some women prefer to give birth not at the delivery hospital? Why 

do they make that choice? To whom do they turn for providing assistance during birth? 
 
Children’s Health 
Now I would like to give a few questions about the health of young children. 
 

7. Some participants from our groups said that boys are more fragile than girls and that 
boys’ health must be watched more closely. Several people also mentioned that boys 
should eat more than girls. What do you think about that? If it is true, then until what age 
does it happen? 

 
8. From where do you know about that? 

a. Is it linked with national or cultural traditions? If everyone knows it, where does 
that knowledge come from? 

b. Is it written in religious texts? (In which texts? In the Qur’an? In religious 
pamphlets? In other texts?) 

c. Do mullahs/priests or other religiously-knowledgeable people talk about it? 
 

9. What do you think, is breastfeeding important for the health of the child? Until what age 
is it necessary to breastfeed? 

 
10. From where do you know about that? 

a. Is it linked with national or cultural traditions? If everyone knows it, where does 
that knowledge come from? 

b. Is it written in religious texts? (In which texts? In the Qur’an? In religious 
pamphlets? In other texts?) 
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c. Do mullahs/priests or other religiously-knowledgeable people talk about it? 

 
11. [Muslims only] Several discussion participants mentioned that hygiene of young children 

is important in Islam. Is that linked with any concrete religious rules? 
a. Sunnat (circumcision)? 
b. Takorat (ablution) for the person who is caring for the child or for any person 

who approaches the child? 
c. Takorat (ablution) for the child? 
d. The use of a special bed for the child (the beshik)? 

 
12. Some participants during the discussion said that when they experienced worry about the 

health of their young children they prayed. Some visited religious or traditional healers 
(tabib, kinnacha, znakharka, povetukha, another old woman). Please tell me how the 
parents make decisions about when they need to go to the tabib or znakharka or pray or 
go to the doctor? 

a. Does the mother herself make this decision? Her husband? Other members of the 
family? 

b. Do they make decisions about treatment of the child only after consulting with 
doctors or not? 

 
13. When they pray, what do they ask for? 

a. A miracle 
b. That the treatment will help the child 

 
14. In your opinion, are there cases when people trust religious or traditional healers more 

than doctors in policlinics, hospitals, or delivery hospitals? 
 
Number of Children 
Now let’s talk about how many children should be in the family. 
 

15. In our conversation, many people noted that however many children God/Allah gives is 
how many children should be in the family. ([Muslims] Many also said that many 
children are desirable in Islam.) Please tell me more about what that means and from 
where you know about it. 

 
16. Many also said that according to religion family planning is accepted (and even 

necessary) in order to protect the health of women and children. How can we reconcile 
these two statements? 

 
17. Some consider it absolutely necessary that a boy be born in the family. Do you agree with 

that idea? Why might a family prefer the birth of a boy or of a girl? 
a. Economic reasons – The son will care for his parents in their old age. 
b. Economic reasons – Large expenses for weddings. 
c. To have an heir, to continue the line. 
d. Is this lined with religious beliefs, rules, or traditions? 
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e. [Muslims] some mentioned that in Islam if a family has three daughters, one of 

their parents will go to heaven. Is this a reason? 
 
Family Planning 
Let’s talk about family planning. Some couples plan their families and decide in advance 
how many children they want to have, when their children will be born, and so on. These 
decisions have great meaning for the family and for the health of mothers and children. 
 

18. In our discussions, we talked a little about various methods of contraception. Does your 
religion allow the use of any methods of contraception? If so, then which? 

a. Breastfeeding 
b. The calendar method, withdrawal 
c. Sterilization, the IUD, the pill, injections, condoms  

 
19. [If some methods forbidden] What do you think, why are some methods forbidden by 

religion? 
a. Are they against other religious rules? (Which ones?) 
b. Do they interfere with having children in the future? 
c. Do they harm the health of women? 
d. Do they kill the child/are they abortive methods?  

 
20. From where do you know about that? 

a. Is it linked with national or cultural traditions? If everyone knows it, where does 
that knowledge come from? 

b. Is it written in religious texts? (Which texts? In the Qur’an? In religious 
pamphlets? In other texts?) 

c. Do mullahs/priests or other religiously-knowledgeable people talk about it? 
 

21. In our discussions, some participants talked about how now the attitude of religion 
toward contraception has become more tolerant. Do you think that mullahs and other 
religiously knowledgeable people changed their attitude toward contraception? Why? 

a. Now is a difficult time and it is hard to raise many children? 
b. Women have become less healthy and they cannot have many children? 
c. Because ecology is changing? 
d. In order to prevent abortions? 

 
22. Under what conditions does religion allow the use of contraceptives? 

a. Because of poor health of the woman? 
b. For keeping an interval between the births of children in order to protect health? 
c. Economic conditions do not allow raising and providing for a larger number of 

children? 
d. In order to prevent abortion? (Why is that important?) 

 
23. Who makes the decision that a certain condition gives the possibility of using 

contraception from the point of view of religion? 
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24. It is possible that other members of the family may participate in decisions about family 
planning. If a woman needs to use methods of contraception in order to protect her 
health, but her husband, mother-in-law, or other members of the family do not allow that, 
what can she do? 

a. Can she use methods of contraception without the permission or knowledge of 
her husband? 

b. Can she turn to the mullah/priest? Or to the religious community? 
 
Abortion 

25. In our discussions, many people talked about the view of religion on abortion. In your 
opinion, does your religion forbid abortion in all cases or not? 

a. Is abortion accepted from the point of view of religious declarations in cases 
when births are harmful to mothers or if between two births there is too short a 
break? 

b. If a woman is pregnant with a girl but the family wants to have a boy? 
 

26. Why does your religion forbid abortion? 
a. It is against other religious rules (Which?) 
b. It interferes with having children in the future 
c. It harms the health of women 

 
27. Some people in our discussion said that in religious families they have fewer abortions. 

Why is it so? 
a. Personal beliefs of the person that abortion is a sin 
b. Influence of other family members, neighbors, etc. 

 
28. Finally, who in the family makes decisions about abortion? 

 
29. If the husband, mother-in-law, or other members of the family want a woman to have an 

abortion, then what can the woman do if she does not want to have an abortion? Can she 
tell them that religion forbids that? 

 
Influence of Others 
We have already talked about the influence of other people on the health of mothers and children. 
I want to understand why certain people can strongly influence the health of mothers and 
children. 
 

30. Does your religion require you to obey elders? [Does your religion require] daughters-in-
law to obey their mothers-in-law? 

 
31. What can a woman do if she must choose between protecting her health or the health of 

her child and obeying her mother-in-law? 
a. For example, what can she do if she is pregnant and her mother-in-law asks her 

to carry heavy buckets of water? 
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b. Where or from whom can she seek help in that situation? From her husband or 

other relatives? From the mullah/priest? From religious texts? From the religious 
community? 

 
32. In general does your religion require that a woman obey her husband? If yes, is that 

related to the topic that we are now discussing? 
 

33. What can a woman do if she must choose between protecting her health or the health of 
her child and obeying her husband? 

a. For example, several people noted that sex during pregnancy may harm the 
health of the future child, but at the same time it is forbidden to refuse to have 
sex with the husband.  

b. Others noted that husbands may sometimes tell their wives to have an abortion. 
c. Where and from whom can she seek help in deciding these questions? From her 

mother-in-law or other relatives? From the mullah/priest? From religious texts? 
From the religious community? 

 
Community 
Now I would like to talk about relationships between neighbors, that is people living in one 
mahalla. 
 

34. Is it important for your family that your neighbors think that your family is religious? 
Why? 

 
35. How can any family demonstrate their religiousness to their neighbors? 

a. Hold traditional ceremonies (Which ones?) 
b. Give alms/zakot, help poor families in their mahalla (for example, distribute meat 

in the mahalla on holidays). 
c. Pray, visit the mosque/church, keep the fast, make the hajj  
d. Do not drink alcohol, smoke, or use drugs 

 
36. Some people in our discussions noted that when you have religious neighbors, then you 

will not drink alcohol, smoke, use narcotics, or cheat on your wife, but you will regularly 
pray and visit the mosque/church. Do you agree with that opinion? Why does it happen? 

a. There is a change in values 
b. People want their neighbors to think well of them 

 
37. Other people noted that religious neighbors help each other more, providing moral and 

also economic support. Do you agree with that? If so, then why do they do that? 
 
General Religion 
Finally, I would like to ask several questions about religion in general. 
 

38. [Muslims] Is it true that women do not visit the mosque? Where and from whom can 
women receive religious information besides receiving such information from older 
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family members? 

 
39. From where else do you receive religious information? 

a. Women – Qur’an, Hadith, other books, religious pamphlets, religious cassettes 
(with sermons or prayers), newspapers, shows on television or radio 

b. Men – the same as for women, + the mosque, Amir Marif 
 

40. Many people said that religion helps to improve psychological health because it gives 
peace. Why does it give peace, what do you think? What in religion helps a person to feel 
calmer? 

 
41. [Muslims] In our previous discussions, people talked about several special ceremonies 

that help to protect the health of young children (akika, chilla, kinna, sunnat). However, 
not all participants agreed about whether these ceremonies are religious. Opinions of 
people were divided – someone thought that these ceremonies were religious, someone 
else linked them to national or cultural traditions. What do you think, why do people not 
have a single opinion on this issue? How do you find out which of these two opinions is 
right? 
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