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Abstract

This study was conducted during the period of March 1996 to August 1997.
The objective was to assess the effect of mother’s education on women’s
practice in relation to herself and her child. Birth spacing was the practice
tested for the woman; while proper management of breastfeeding and
weaning practices were the main themes for the child. In addition , the
impact on child health was also tested. The study was organized in three
MCH centers in Cairo. The study group was recruited from two centers and
the third served as control. Results of the study revealed positive impact of
mother education on time of practice of family planning and sure
contraceptive method used among the study group. In addition, mothers of
the study group have exclusively breastfed their children for longer periods
and had better practice of weaning. This study indicates that mother
education during the prenatal and postnatal periods can have a positive

impact on both family planning and breastfeeding practices.

Key Words
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- growth monitoring - immunization- infancy.
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Introduction and Aim of the Work

Today’s children are the citizens of tomorrow’s world, their survival, protection and

development is the prerequisite for the future development of humanity.

President Mubarak of Egypt declared the years 1989-1999 a Decade for the Protection
and Development of the Egyptian Child, to “ensure that children occupy the forefront of
our national plans for development”. This Decade initiative - which is a pioneering
initiative at the international level- aims to reduce child and maternal mortality ratio,

and give priority to child-related projects in general. ) (Tucker, 1996)

Maternal health, nutrition and education are important for the survival and well-being of
women in their own right and are key determinants of the health and well-being of the
child in early infancy. According to the “International Child Health” published by
UNICEF and WHO in 1992, It is well known that the major health problems of mothers
and children are related to three synergetic conditions: malnutrition, infection, and the
consequences of unregulated fertility. If intervention activities (promotional, preventive,
and curative in relation to each of these three conditions) are integrated, the overall

results will be more than simple sum of their parts. (UNICEF & WHO, 1992)

The rationale of this study is based on the fact that, provision of adequate food during
pregnancy and lactation, promotion, protection and support of breast feeding and
complementary feeding practices, including frequent feeding ; growth monitoring with
appropriate follow-up actions ; and nutritional surveillance are the most essential needs,
for the young child and the pregnant woman. (UNICEF& WHO, 1992)

Several common priorities and possibilities have been identified worldwide including :
reversing declining trends in breast feeding particularly in urban areas ; improving
weaning practices; monitoring growth to detect malnutrition and to intervene before it
becomes serious; universal use of oral rehydration to replace body fluids lost during
diarrhea; and universal immunization of children against childhood diseases.
(Sulivan, 1995)
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The survival and optimal development of the infant is dependent on the interplay of the
socioeconomic circumstances in which the child lives and the illnesses he/she develops
or escapes. Family competencies to provide adequate infant care vary according to skills
and knowledge of mothers, living conditions and socioeconomic status. Teaching
mothers is a pediatric priority in our country, it could have a fundamental impact on
both infant’s survival rate and health aspects like nutrition, infection, growth and

development.

The period immediately before and after birth represents a crucial transition in the life of
both the infant and the family system and, this is the period when an educational program
should be implemented. Without education for health knowledge and understanding,
there can be no informed decisions and actions to promote health. Thus, health
education is a tool which enables people to make more control over their own health,
and over the factors which affect their health. Any successful health promotion activity
has to start “where people are”. What are the things that worry people? How prominent
are health worries among their other concerns? How they feel about health related
behaviors? The style of any health promotion activity must be guided by this sort of
information. (Ewles et al, 1985)

World’s “Declaration on the Survival, Protection and Development of Children” of 1990
declared major goals for children and development in the 1990s; among which are those
related to women and child’s health: '

1- Access by all couples to information and services to prevent pregnancies that are too
early, too closely spaced, too late or too many;

2- Access by all pregnant women to prenatal care, trained attendants during child birth
and referral facilities for high risk pregnancies and obstetric emergencies.

3- Empowerment of all women to breastfeed their children exclusively for four to six
months and to continue breast feeding, with complementary food, well into the
second year.

4- Global eradication of poliomyelitis by the year 2000.

5- Elimination of neonatal tetanus by 1995.

6- Reduction of measles morbidity and mortality.

Introduction and Aim of The Work 2



7- Maintenance of a high level of immunization coverage against diphtheria, pertussis,
tetanus, measles, poliomyelitis,, tuberculosis and against tetanus for women of child-

bearing age.(UN, 1990)

Aim of the Study is:

1- To dispose an educational program in order to help mothers to acquire knowledge
about breast feeding, weaning, family planning and child care.

2- To Examine the impact of a prenatal-postnatal mother education program on infant
health and well-being.

3- To respond to the question whether such educational program would affect mother’s
knowledge and practice of breast feeding, weaning and family planning.

Introduction and Aim of The Work 3
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Chapter One

Mother and Infant Health, a General Perspective

Over the past two decades, understanding has increased of the relationship among
population, the environment, and sustainable economic development. This better
understanding has led to a focus of attention upon human development and reproductive

health, especially women’s health and status. (Johnson, 1995)

Primary health care is the key to achieving the goal of health for all. Primary health
care is essential health care made universally accessible to individuals and families in
the community by means acceptable to them, through their full involvement. and at a
cost that the community and country can afford. Safe motherhood is an essential
component of primary health care. It aims at attaining optimal maternal and newborn
health. It implies reduction of maternal mortality and morbidity and enhancement of the
health of newborn infants through equitable access to primary health care including
family planning, prenatal, delivery and postnatal care for the mother and infant. and

access to essential obstetric and neonatal care. (ICPD. 1994)

Since 1988, there have been major international efforts to improve maternal and infant
health;, among which are these four important events:

1- The World Summit for Children and its plan of action.

2- The Convention on the rights of the child (CRC).

3- World’s Declaration on the Survival, protection and development of Children.

4- The International Conference of Population and Development (ICPD, 1994)

The Plan of Action of the World Summit for Children recognizes that promoting
maternal and child health programs and responsible planning of family size together
result in the reduction of both mortality and fertility rates, and contribute more to
lowering rates of population growth than either type of activity alone. However.
considerable effort is still needed to ensure safe motherhood as well as child survival.

(UNICEF, 1994)

Literature Review Mother & Infant Health. a General Perspective



The Convention on the Rights of the Child (CRC) is the legal and moral foundation for
improving children’s lives. It is the most widely ratified UN convention (168 countries
as of end-1994). Ratification means a country has committed itself to ensuring
children’s rights to survival and development; to protection from abuse, neglect, and

exploitation; and to participation in decisions affecting their well-being.

Ratifying the Convention on the Rights of the Child (CRC) commits a nation to the
protection and development of its children and to a process of monitoring and reporting
on its implementation of the CRC.  The Convention is an international blueprint for
sound social development beyond the Mid-Decade and Year 2000 Goals (Sulivan.
1995)

Since the unanimous adoption of the Convention on the Rights of the Child by the
United Nations General Assembly in 1989 and the World Summit for Children in 1990,
the leaders of the world have agreed to be guided by the principle of “first call” for
children. This principle appeals for the essential needs of children to receive high
priority in the allocation of resources, in bad times as well as good, from the family
circle to the highest levels of government and international organizations. (UNICEF.

1993)

World’s Declaration on the Survival, protection and development of Children of 1990

declared major goals for children and development in the 1990s. among which are those

related to women and children's health

1- Access by all couples to information and services to prevent pregnancies that are too
early, too closely spaced, too late or too many,

2- Access by all pregnant women to prenatal care, trained attendants duning childbirth
and referral facilities for high risk pregnancies and obstetric emergencies

3- Empowerment of all women to breastfeed their children exclusively for four to six
months and to continue breastfeeding, with complementary food, well into the
second year.

4- Global eradication of poliomyelitis by the year 2000

5- Elimination of neonatal tetanus by 1995

6- Reduction of measles morbidity and mortality
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7- Maintenance of a high level of immunization coverage against diphtheria, pertssus,
tetanus, measles, poliomyelitis,, tuberculosis and against tetanus for women of child-

bearing age. (United Nations, 1990)

The International Conference on Population and Development, (ICPD) was held in Cairo
from 5 to 13 September 1994. The Program of Action of the ICPD aims for the further
reduction of infant, child and maternal mortality levels. It also builds on the agreement

reached at the 1990 World Summit for children and the 1993 World Conference on
Human Rights.

Important progress has been made in reducing infant and child mortality everywhere.
However, the mortality of children under age S varies significantly between and within
countries and regions  Poverty, malnutrition, and decline in breast-feeding, and
inadequacy or lack of sanitation and health facilities are all associated with high infant

and child mortality. (ICPD Program of Action. 1994)

The United Nations has recently developed an index to measure human development.
The Human Development Index (HDI) has three components: life expectancy at birth.
educational attainment and income The HDI value for each country indicates how far
that country has to go to attain certain defined goals. an average life span of 85 vears.
access to education for all and a decent level of income. Egypt is ranked as number 107
on this index. Bahrain, United Arab Emirates, Qatar, Kuwait. Lib_\ﬁ. Tunisia, Saudi
Arabia, Syria, Jordan, Algenia, Oman. Lebanon and Iraq are ranked as 44, 45, 56,61, 73.

75, 76, 78, 80, 85,91, 101 and 106 respectively. (UNDP, 1995)

The Current Status of Mothers and Children in the Developing World:

According to the “Health and Population Policy Statement. 1993, resources for health
care in all developing countries are imited In the poorest. public expenditure for health
may amount to less than 35 per person per vear (Overseas Development Admunistration,

1992)
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Arkutu, (1995) believes that the root causes of poor health in the developing world are:
poor nutrition, violence, female genital mutilation, lack of education, early marriage

age, heavy workload, and low socioeconomic status.

Maternal health, nutrition and education are important for the survival and well-being of
women in their own right and are key determinants of the health and well-being of the
child in early infancy. Major risk factors for maternal mortality claiming the lives of
500,000 young women each year. Accordingly, special attention should be given to

health, nutrition and education of women. (United Nations, 1990)

According to the “International Child Health” published by UNICEF and WHO in
1992, It is well known that the major health problems of mothers and children are
related to three synergetic conditions: malnutrition, infection, and the consequences of
unregulated fertility. If intervention activities (promotional, preventive, and curative in
relation to each of these three conditions) are integrated, the overall results will be more
than simple sum of their parts. The lack of integration of MCH/FP programs has
resulted in inefficient management, resources waste, fragmentation and gaps in services,
and confusion at the community level and within the health care system. The vertical
approach appeals particularly to funding agencies which require tangible results to

present to their governing bodies within a short period of time

In terms of education, we find that in most of Arab countries a majority-of adult women
are illiterate, and are not engaged in formal employment. Access to good quality health

services is low in both urban and rural areas (Zuravk. 1994)

The low status of women has been identified as a root cause of maternal deaths, poor
health and high fertility in many societies. A reproductive health program forms one
component of a comprehensive effort to transform power relations in the family, the
community and the society. It challenges females subordination in the sexual and
reproductive spheres, as well as in other spheres of women's lives

(Family Health International, 1994)
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In one of the regional papers published by the Population Council, Zurayk, (1994) has
stated that the health situation of women is rarely used in formulating measures of status
and well-being. Rather, health is often dealt with as a specialized technical domain.
when in fact it interacts with the demographic and socio-economic conditions to
influence the very quality of women’s lives. A simple example shows that the lifetime
risk of maternal death, is 1 in 28 for women in North Africa versus 1 in 6366 for wormen

in the united States and Canada.

According to Zurayk, (1994), in the Arab world, the majority of women marry at a
young age and experience high levels of fertility. Moreover. many of these women live
in poor socio-economic environments and do not have access 1o quality health services
The same study examined the age of marriage for females Fora majority of Arab
women, this is the stage at which reproduction starts, (often within a vear of marriage)
and early reproduction below age 18 is known to impose severe drains on a woman's

body that are detrimental to her health and to that of her infant.

In terms of maternal mortality, teenage women are twice likely to die in pregnancy or

childbirth, compared to women 20 to 34 years old. (FHI. 1994)

The World Health Organization (WHO) defines maternal death as “the death of a
woman while pregnant or within 42 days of termination of pregnancy. irrespective of
the duration and the site of the pregnancy, from anv cause related to or aggravated by
the pregnancy or its management but not from accidental or incidental causes ™

(McCauley, et al 1994)

The death of a woman during childbirth is a catastrophe for her existing children
because their own survival is immediately and seriously jeopardized by the loss of their
mother. Maternal montality is a symptom of the underlying neglect of women's health
and well-being. (WHO. ICPD. 1994)

Reducing maternal mortality is an important goal of public health programs around the

world.  Available evidence indicates that the frequency of deaths associated with

Literature Review Mother & Infant Health. a General Perspective



pregnancy and childbirth is dramatically higher in developing countries than in
developed ones.(Kane, et al, 1992)

The gap between industrialized and developing countries is wider in terms of maternal
mortality rates than for any other health indicator. A woman’s risk of death related to
maternity is 1 in 58 in the Middle East and North Africa. (UNICEF 1996)

According to UNICEF’s report “The World’s Women, 1995, an African woman's
lifetime risk of dying from pregnancy-related causes is estimated at 1 in 23. while a

North American woman’s is 1 in 4,000.

Kane, et al, (1992), have reported that maternal mortality continues to be a serious
public health problem in Egypt, which is one of the relatively few developing nations
that has estimated and reported national rates of maternal mortality. On the other hand,
Nassar, (1993), believes that maternal mortality in Egypt showed a progressive decline
from 110 deaths per 100000 live births in 1970 to 54 deaths per 100000 live births in
1988. Maternal mortality rates differ by governorates from 40 9 deaths per 100000 live
births in urban governortes to 52.2 in Lower Egypt and 59 in Upper Egypt. This reflects

again differences in socio-economic conditions among governorates

WHO has stated that, internationally, for each maternal death there are 16 cases of
reproductive illnesses. If we take into consideration the high rates of maternal mortality
and the socioeconomic differences, we would acknowledge that reproductive illness is a
crucial public health problem specially for deprived women in developing countries

(WHO, 1994)

According to the State of Nations UNICEF report of 1994, almost 600,000 women die
each vear in pregnancy and child birth. For every woman who dies. approximately 30
more incur injuries, infections and disabilities which are usually untreated and unspoken
of, and which are often humiliating and painful, debilitating and lifelong (UNICEF,
1994)
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The issue of maternal mortality and morbidity, fast in its conspiracy of silence, is the
most neglected tragedy of ourtimes. The implications for children are too significant
Obviously, these women who die each year in childbirth leave behind them at least a

million motherless children. The physical and emotional cost is immeasurable.

The causes of maternal death are similar around the world and that substandard care is a
major contributing factor. Traditional birth attendant (TBA) training, on its own. has a
limited impact upon maternal mortality and morbidity. Antenatal care, on its own. will
not reduce maternal mortality. Furthermore, communities do not have the information
they need to make appropriate decisions on the use of heaith services. Accordingly, an
integrated approach to maternal health care is essential within a broader reproductive
health framework. (Abou-Zahr, 1995)

In addition, The foundation for successful programming is not any particular technology
but an attitudinal change assigning maternal and neonatal health and nutrition a high
priority and the coordination of care that will address women's needs. (Mother Care

Matters, 1994)

Reproductive health is another important domain that has recently received special
interest. According to Zurayk (1994), this interest evolves from two sources (1) from
the emphasis that has been placed on inter-linkages between fertility and child survival
on the one hand, representing areas of long-term concern at the international and
national spheres, and women’s reproductive health on the other: and (2) from the safe
motherhood initiatives that have arisen following the recent “discovery” of the tragedv
of maternal deaths in developing countries where maternal mortality levels are almost

10 times higher than for developed countries.

In 1988, recognizing the magnitude and seriousness of these problems and the
complementary of safe motherhood programs to ongoing projects in family planning
and child survival, the United States Agency for International Development developed a
ten-year maternal and neonatal health and nutrition project known as “Mother Care™ to

improve pregnancy outcomes and better the health and nutrition of women of
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reproductive age and their newborns in developing countries. Mother Care program
aims at: first, Ensuring good maternal and neonatal health and nutrition, and second.

services at the health center level should be woman-focused.

The World Health Organization estimated that safe motherhood programs could reduce
maternal mortality by half by the year 2000. (Mother Care Matters, 1994)

Child survival is closely linked to the timing , spacing and number of births and to the
reproductive health of mothers. Early, late, numerous and closely spaced pregnancies
are major contributors to high infant and child mortality, especially where health care
facilities are scarce. Women’s health and safe motherhood complications related to
pregnancy and child birth are among the leading causes of mortality for women of
reproductive age in many parts of the developing world, resulting in the death of about
half a million women each year, 99 percent of them in developing countries. All
countries are called upon, with the support of the international community, to expand
the provision of maternal-health services in the context of primary health care. All
countries should also aim to further reduce maternal mortality through measures to
prevent, detect and manage high-risk pregnancies and birth. The ICPD’s plan of action
urges countries to give high priority to the protection. survival and development of
children and youth and to make every effort to eliminate the adverse effects of povertv
on children. The conference also called for reproductive rights These rights rest on the
recognition of the basic right of all couples and individuals to decide freelv and
responsibly the number, spacing and timing of their children and to have the
information and means to do so, and the right to attain the highest standard of sexual

and reproductive health. ( 1CPD Program of Action. 1994)

In respect to infant and child mortality, Sommerfelt & Stewart (1994) state. in their
review of international demographic and health surveys, that child survival is measured
by mortality rates. Many different factors contribute to high mortality rates among
children in developing countries. These include repeated and improperly treated
infectious illnesses, diseases caused by waterborne organisms (due to inadequate food
intake and illness, and short spacing between births) ~ While montality rates do not

provide information about the cause of death, they are important in assessing overall
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child heaith in a country or in a population subgroup. Similarly, nutritional, or
anthropometeric, status is the end result of a number of factors that lead to high
mortality rates. Assessing the nutritional status of children complements mortality
information. As child survival improves, periodic nutritional assessments of children
can serve as a barometer of the health of those children who survive In about two-
thirds of the countries surveyed, at least 1 in 10 children die before reaching their fifth
birthday. In most countries, about 400 to 600 of the original 1,000 children are either

dead or undernourished by the fifth anniversary of their birth.

Another strategy to enhance child survival and support family planning is breastfeeding
Exclusive breastfeeding for the first four to six months of life could save more than 1.5
million infants in developing countries, many of whom die from the diseases and
malnutrition associated with over-dilution baby formula, often with unsafe water
Breastfeeding also inhibits ovulation and has historically been one of the most important
means of spacing births. It i1s believed that breastfeeding averts an average of four

births per woman in Africa and Asia. (UNICEF. ICPD 1994)

UNICEF supported the Middle East and North Africa to establish its Mid-Decade goals
for mother and child well-being: among these goals

e Halving of 1990 rates of malnutrition among the world’s under fives (to include the
elimination of micro-nutrient deficiencies, support for breastfeeding by all maternity
units, and a reduction in the incidence of low birth weight to less than 10%)

e Achievement of 90% immunization among under-ones, the eradication of polio. the
elimination of neonatai tetanus, a 90% reduction in measles cases. and a 95 0%
reduction in measles deaths (compared to pre-immunization levels)

e Universal access to high-quality family planning information and services in order 1o
prevent pregnancies that are too early. too closelv spaced. too late. or too manv

(Sulivan. 1993)
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PRENATAL CARE:

According to (Worthington et al, 1981), the goal of prenatal care is so important to the
extent of being a measure of social and economic development among nations
throughout the world. International comparisons of maternal and infant health statistics
reveal that promoting the health of mothers and infants requires solutions to problems

that still affect a sizable proportion of the population.

One of the most important messages directed towards women is the need to attend
prenatal care routinely even when feeling healthy. Prenatal care in addition to labor and
delivery, postpartum and neonatal care and family planning constitute the essential
components of a community obstetric service, all components must receive balanced

attention. (Mother Care Matters, 1994)

Monitoring the health of the pregnant woman and her fetus is very important. Prenatal
care provides an opportunity to treat diseases aggravated by pregnancy and to deliver
preventive services to improve the health of both mother and newborn. One of the most
important measures is immunization against tetanus. The vaccine has long been available
and the estimated rate of immunization in developing regions rose steadily up to 45 per
cent in 1990, but since then is estimated to have fallen to just over 40 per cent. UNICEF
and WHO estimate the tetanus still kills as many as 600,000 newborns and 50.000
mothers every year. (UNICEF, 1995)

National Maternal Mortality Study conducted in Egypt during the period 92-93 found
out that lack of antenatal care or poor quality care contributed to 33 3% of deaths Of
these, 40.2% of the women had sought antenatal care but were judged to have received

poor quality care.

Provision of adequate antenatal care, in developing countries, faces many challenges
among which are:
1-In most developing countries, prenatal and curative care was provided in separate

clinics/locations by health personnel, while birthing services took place commonly at
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home, assisted by traditional birth-attendants, family members, or neighbors. (UNICEF
& WHO, 1992)

2- It has been revealed repeatedly in studies that investigate prenatal care. that women
view pregnancy as a normal happening and do not feel the need to seek care unless they
experience a complaint and often if it is of a serious nature. (Zuravk, 1994)

3-In developing countries only 56.0% of births take place with a trained birth attendant
and only 37.0% in hospitals or clinics. (UNICEF, 1996)
4- There has also been a tendency in many countries for programs to become
compartmentalized with separate managerial structures for components such as prenatal
care, family planning, provision of immunization, dirraheal disease control, growth
monitoring, nutrition supplementation, control of acute respiratory infections, etc. The
management and supervisory structures tend to be vertical and technology oriented
because of the inequality of available resources (funds, transportation. manpower for
each program component). (UNICEF & WHO, 1992)
5-Prenatal care clinic should conduct group counseling and discussions about mother
nutrition, breastfeeding and its advantages and how to prepare the breast for a successful

breastfeeding experience (*aa' ,asiy)

6-Haas, et al (1995), believe that if prenatal care is provided by more qualified or

experienced physicians, birth outcomes might improve

Furthermore, Affonso et al (1996), undertook psvchological assessment and
intervention during and after pregnancy. They suggest that for improving prenatal care.
there is a need for evaluating different approaches for addressing culturally sensitive
care. they finally recommend that use of talk-story could be useful for delivering
psychological care. It could d be included in the design of health care services for

pregnant women in the general population.

Mother Nutrition During Pregnancy:
The nutritional status of a woman before and during pregnancy is critical to both her
infant’s and her own health and survival. It determines her well-being and that of the

fetus and child, and in turn the health and reproductive capacity of the next generations

mothers. (WHO, 1995)
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According to the World Declaration on the Survival, protection and development of
children, 1990 maternal health, nutrition and education are important for the survival
and well-being of women in their own right and are key determinants of the health and
well-being of the child in early infancy. For the young child and the pregnant woman.
provision of adequate food during pregnancy and lactation; promotion, protection and
support of breastfeeding and complementary feeding practices. including frequent
feeding; growth monitoring with appropriate follow-up actions; and nutritional

surveillance are the most essential needs. (UN, 1990)

Johnson (1995), comments that according to WHO, many infants in the Arab world are
born disadvantaged in terms of their health. They carry the burden of poverty and poor
maternal health embodied in a low maternal caloric intake or inadequate weight gain
during pregnancy, a low pre-pregnancy weight, a short stature. malaria. and

reproductive tract infections, all of which are factors that influence birth weight

Worthington et al (1981), believe that the diet a women chooses during pregnancy and
lactation is a result of the many influences since infancy on her feeding pattern There
is definitely increased nutritional demands during pregnancy These demands focus on
nutritional needs basic to human growth and development. increased protein, vitamins.
and minerals to sustain the necessary building process, as well as sufficient energy input
from calories to do the work This basic concept provides a logic framework for

nutrition education and guidance in prenatal care

Homnstra, et al (1995) examined the importance of essential fatty acids in pregnancy and
early human development. Their study suggest that increasing the maternal intake of

essential fatty acids during pregnancy may be beneficial to both mother and child

Another study conducted by Wolff & Wolff in (1995) investigated the relationship
between maternal diet and infant birth weight The results of their study indicate that
the nutrient dense (fruits, vegetables, low fat diary) and protein rich (low fat meats. and

dairy desserts) eating patterns were associated with increased birth weight and that the
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transitional eating pattern (fats and oils, breads and cereals, high fat meats. sugar) are
associated with decrease birth weight  Study findings suggest that the eating pattern

methodology may be an appropriate tool for targeting dietary interventions.

Godfrey et al’s study in 1996 have proved that mothers who had high carbohydrate
intake in early pregnancy had babies with low birth weight. Low maternal intake of

diary and meat protein in late pregnancy was also associated with lower birth weight.

On the other hand, Wothington et al (1981), believe that, in the very early months of
pregnancy, a severe limitation on the supply or transport of nutrients would have to
occur because the quantitative requirements of the embrvo are extremely small
Nevertheless, a restriction of materials and energy needed for cell svnthesis and cell
differentiation could produce malformations or cause the embryo to die. Malnutrition
after the third month of gestation would not have teratogenic effects. but it could
interfere with fetal growth  Nutrient requirements are greatest in the last trimester of
pregnancy. Increasing evidence indicates that positive nutritional support of pregnancy.
rather than past restrictions born of limited knowledge and false assumptions. builds for
a positive outcome of pregnancy and increased health and vigor of mothers and infants
alike. New perspectives of nutrition in pregnancy focus strongly on the preventive
aspects of nutrition programs, identifving women at nsk through careful assessment and

planning follow-up nutritional care

Worthington adds that. the reasons for increased protein requirement are. the rapid
growth of the baby. development of the placentas. enlargement of the maternal tissues.
increased maternal circulating blood volume, formation of amniotic fluid and finallyv

storage reserves. (Wothington et al, 1981)

INFANT AND CHILD CARE:

The health of infants and children is the foundation upon which the current and future
health of societies is built. Healthy children will contribute to all aspects of social.
economic and human development By contrast, infant and childhood mortality and

morbidity not only impose a burden in terms of current health care but also represent a
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adulthood.  Accordingly, the health of the individual during gestation, infancy and
childhood is a critical determinant of his/her future health status. (WHO, ICPD, 1994)

UNICEF’s “Children of Egypt” report indicates that a fair index of the health status of
children, indeed of the community, is provided by the infant mortality rate. Its estimates
vary because of under-registration in the official recording system. The infant mortality
rate reflects a cluster of correlated factors influencing the situation of children like
attention at and around the time of birth (about a fifth of the infant deaths occur in the

first month of life). (UNICEF. 1987)

The report consecutively states that as fewer children die, parents are more readily
persuaded to space births and limit family size. Maternal and child health interventions
and the family planning effort have to become parts of the same effort and program.
Policy makers too need to be persuaded that family planning taken up in isolation from

child health and survival will not yield results. (UNICEF, 1987)

According to the World’s Women Report, infant mortality has declined over the past
two decades in large part due to increasing control of the major childhood and
communicable diseases and the widespread improvements in maternal health services

(UNICEF, 1995)

In September of 1990 a very important document was published, “The World
Declaration on the Survival, Protection and Development of Children™ Its Plan of
Action stated that enhancement of children’s health and nutrition is a first duty. and also
a task for which solutions are now within reach. The lives of tens of thousands of bovs
and girls can be saved every day, because the causes of their death are readily
preventable. Child an infant mortality is unacceptably high in manv parts of the world.
but can be lowered dramatically with means that are already known and easily accessible

(United Nations, 1990)
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Furthermore, according to this declaration, half a million mothers die each year from
causes related to childbirth. Safe motherhood must be promoted in all possible ways.
Emphasis must be placed on responsible planning of family size and on child spacing.
The family, as a fundamental group and natural environment for the growth and well-
being of children, should be given all necessary protection and assistance. (United
Nations, 1990)

On the same basis this Same document “The World Declaration on the Survival
Protection and Development of Children, 1990”, made a commitment towards the
world’s children. Three components of such commitment are directly related to mother
and infant health,; these are:

1- All nations would work for a solid effort of national and international action to
enhance children’s health, to promote pre-natal care and to lower infant and child
mortality in all countries and among all people.

2- All nations would work for optimal growth and development in childhood. through
measures to eradicate hunger, malnutrition and famine, and thus relieve millions of
children of tragic sufferings in a world that has the means to feed all its citizens.

3- All nations would work to strengthen the role and status of women. They will
promote responsible planning of family size. child spacing, breastfeeding and safe

motherhood. (United Nations, 1990)

This Plan of Action calls for the concerted national action and international cooperation
to strive for the achievement, in all countries, of major goals for the survival, protection
and development of children by the year 2000. Of these goals. some are directly related
to maternal and child health, these are:

1-Reduction of 1990 under-5 child mortality rates by one third or a level of 70 per 1.000

live births, whichever is the greater reduction;
2-Reduction of maternal mortality rates by half of 1990 levels;
3-Reduction of severe and moderate malnutrition among under-5 children by one half of

1990 levels. (United Nations, 1990)
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The Middle East and North Africa led the world in reducing deaths of young children
by halving the under-five-old mortality rate between 1980 and 1992.  (Sulivan, 1995)

Undoubtedly President Hosni Mubark’s decision to establish the National Council for
Childhood and Motherhood in 1988 and his declaration that the nineteen nineties would
be the Decade of the child were a turning point in upgrading chiidhood and the

development of human resources for the well-being of the Egyptian child

There are still great challenges to meet. According to Nassar et al, (1993). in Egypt,
neo-natal death rates reached 12.7 per thousand live births in 1988 and post-neonatal
death rate accounted for 30.6 per thousand live births. In spite of a significant decline in
the infant mortality rates from 87 per thousand in 1976 to 43 per thousand in 1988, it is
still high when compared with many other developing countries. Still the Egyptian
situation is unusual for a country which has an extensive network of national health
services. The Egyptian DHS conducted in 1995 indicated that the infant mortality rate

now is 63 per thousand.

Recent data from Egypt indicate that rural infant mortality rates are about 50 percent
higher than urban rates. The urban-rural contrast is largest in Upper Egypt. where rates
are over 60 percent higher in rural areas than inurban areas, compared to about 40
percent in Lower Egypt. The slowest improvement was in the region with the
highest infant mortality rates to start with, rural Upper Egypt, which now has mortality
rates more than two and a half times as high as Cairo and Alexandria These results
indicate the regional targeting may be necessary to tackle the specific needs of lagging

regions like rural Upper Egypt (Assad, 1995)

Diarrhoeal dehydration, which after pneumonia and other respiratorv infections kills the
most children in the developing world, claims the lives of nearly 3 million children each

year. (MOH.CSP 1993)

In Egypt, according to Nassar et al (1993), the leading cause of death in infancy

according to vital statistics was diarrhea and other intestinal diseases, which are
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responsible for more than half of all deaths over the last two decades (1991). The
second most important cause is acute respiratory infections which accounts for one fifth
to one quarter of all infant deaths. Deaths due to pregnancy complications are third.
Almost 10% of infant deaths are due to pregnancy complications. It is believed that the
decline in infant mortality rates reflect the impact of two major programs directed at

child survival; the National Control of Diarrhea Project and the Child Survival Project

Assad (1995) believes that much of the observed improvement in life expectancy is due

to improved survival chances in the first year of life

Furthermore, Tubia et al (1994) confirm that, there is still a boy preference in the Arab
world.  When allowed to survive, the female baby may suffer from abbreviated nursing.
inadequate feeding, and lack of attention to infectious disease. which then leads to

malnutrition and, ultimately, to an increased risk of death

BREASTFEEDING:
According to Worthington et al (1981), lactation is an ancient physiological process
accomplished be females since the origin of the human race Today. as in times past.

the process of breast-feeding is successfully initiated by at least 99.0% of women who

try.

The “Koran™ in Islam, had clearly indicated the proper time period for breastfeeding It
is mentioned in the Koran that carrying of the child to his weaning, is a period of thirtv

months.

Warner et al (1987) state that in the 1980’s bottle feeding and the use of antificial.
canned and powdered milks were popular in many parts of the world. in spite of the fact
that the old tradition of breast-feeding is safer, better, and cheaper. The popularity of
bottle feeding is partly due to promotion by international companies, like Nestle's
They continue pushing their products with misleading advertising despite widespread
protest. Some countries, like Papua New Guinea, have forbidden the sale of babv

bottles without a doctor’s prescription.
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Whitehead (1995) documents UNICEF and WHO's regimes which support exclusive
breastfeeding for the first 4-6 months. In his study he confirms this recommendation.
Based on field research in infant dietary energy requirements, he has provided a firm
quantitative basis for the widely quoted pediatric view that exclusive breastfeeding

should provide sufficient nourishment for the average child until 4-6 months of age.

Wilmoth & Elder (1995) have assessed current breastfeeding promotion strategies in
developing countries. Their assessment revealed that breastfeeding and its impact on
child survival in developing countries have been well documented. Governments are
being urged to encourage breastfeeding through legislation and promotional campaigns.
The success of promotional programs depends not only on the interventions themselves
but on the acceptance and acquisition of the desired knowledge, skills and behaviors
During the past decade, a variety of strategies have been used in an attempt to promote
breastfeeding. These efforts include: (1) modify hospital policies, (2) using social
supports, (3) providing incentives; (4) educating mothers and health workers; and (35)
initiating legislation and political action to create policies aimed toward healthier infant

feeding practices.

Jacobson et al (1996) have studied the reasons for termination of breastfeeding and the
length of breastfeeding. Their study concluded that, in third world countries, the length
of breastfeeding often has a major influence on child montality. morbidity and
nutritional status. When evaluating the impact of length of breastfeeding the reason
why mother terminates breastfeeding is usually not taken into consideration Jacobson
et al’s study in 1996 found out that. illness of the child, new pregnancy of the mother
and illness of the mother were associated with significantly shorter lactation period
compared with children weaned because they were "heaithy™ or "old enough™ These
explanations had an impact independent of other determinants for weaning. including
ethnic group, mother's age, mother’s education. birth order and number of dead
siblings.  The authors finally suggest that health workers should pay special attention to
the encouragement of breastfeeding in connection with illness of the mother or child.

these considerations may also be important in the planning of breastfeeding promotion
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campaigns.  Since premature termination of breastfeeding is associated with new

pregnancy, family planning should be part of any breastfeeding promotion program.

Fidler and Costello (1995) believe that infant feeding practices are influenced by many
factors including culture, household income, literacy, advice from health care workers

and advertising.

In addition, according to (Ibrahim, 1981), women are not the similar in their ability to
breastfeed. Simply some women have greater ability to breastfeed than others. This
difference is due to both genetic factors as well as simple individual physiological

differences.

The first few days after labor are considered crucial, when the milk is formulating, the
mother is at recovery stage from labor stress. In addition. she is worned about her
ability to breastfeed and to be a good fulfilling mother. These first few davs will decide
the faith of breastfeeding If there i1s a good start. most probably breastfeeding will
continue satisfactorily and without major problems for both mother and child On the
other hand, little stress or obstacles could have adverse negative effects on
breastfeeding. Preparing the mother to successfully breasifeed should start before
delivery through one-to-one as well as group discussions in the MCH clinic. These

discussions will help her build a positive attitude towards breastfeeding.(*24* o2 .

In Egypt, the Ministry of Health in cooperation with UNICEF and WHO. 1994 have

established a breastfeeding policy. The prime messages of which are the following

1- The Egyptian national policy protects and promotes breastfeeding

2- The Egyptian national policy protects breastfeeding through the implementation of
the WHO international code for marketing of breast milk substitutes The scope of
this code states that “Any food or drink given before complementarv feeding 1s
nutntionally required may interfere with the initiation or maintenance of
breastfeeding and therefore should neither be promoted nor encouraged for use by

infants during this period. Accordingly, the code prohibits the distribution of low
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supplies including donations of infant milk formula to health professionals or potential

users.

3- The Egyptian national policy promotes and supports breastfeeding through the
implementation of the 10 steps of the joint WHO/UNICEF statement for successful
breastfeeding. The Egyptian policy also calls for:

a- Early exclusive from birth up to 4 to 6 months with continued breastfeeding, and
introduction of other foods, for two years. It is crucial to note that prolacteals
interfere with initiation and maintenance of breastfeeding and that there are a few
conditions in which supplementary feeds are considered.

b- Adequate orientation of health professionals and provision of health education to
women concerning benefits and management of breastfeeding.

c- Prohibition of use of bottles, teats and pacifiers from birth onwards.

d- Establishment of breastfeeding support system within communities using family
members, health care providers, key women leaders and non-governmental
organizations.

4- All health workers should be made aware of the components of the policy and its plan

of action.

The Egyptian policy for promotion of breastfeeding necessitates that all pregnant women

should be informed about the benefits and management of breastfeeding This could be

achieved through:

1- Emotional and physical preparation of mothers for breastfeeding during pregnancy.
This approach will ensure successful lactation

2- All mothers and mothers-to-be should be made aware of the factors and practices that
help successful breastfeeding

3- Breastfeeding ensures a healthy baby and mother

4- Bottle feeding may lead to serious illness and increase the infant mortality rate.(MOH,

UNICEF & WHO, 1992)
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Advantages of Breast-Feeding for the Child:
In the past decade, research has conclusively documented the significance of
breastfeeding for child survival, maternal health, child spacing and lower fertility. The

benefits of breastfeeding are many, and its costs are low (Ramalingaswami, 1988)

Breastfeeding is the best start for the newborn. It guarantees good health and nutrition
during infancy and early childhood. Breastfeeding Hospital Initiative (BFHI) is a trial
that UNICEF and WHO implements to make sure that all hospitals provide the proper

advice and support to mothers who want to make a decision about breastfeeding their

children. (1440 . Ugakall uzxzal! M'y'- B

According to Lawrence (1980), monality is less at all ages for breast-fed infants.
Overwhelming evidence of the impact of human milk on mortality is displaved in the
widely publicized statistics currently available on third-world countries where infant
formulas are rapidly replacing human milk. The death rate is higher. malnutrition starts
earlier and is more severe, and the incidence of infection is greater in formula-fed
infants.  The incidence of illness, or morbidity, among artificiallv fed infants in third
world countries is equally as dramatic as the mortality Lawrence (1980) has proved
that, breastfeeding is associated with significantly less illness during the first vear of
life. It also confirmed that breast-feeding was associated with a higher level of parental
education, but controlling for that factor, the difference in morbidify 1S even more

significant.

Breastfeeding has many advantages, among which are the following:

1- Anti-infective properties of breast milk:

Worthington et al (1981) believe that around the turn of the century there was little
knowledge of microbiology or of immunology, and bottle-fed infants suffered from
much higher incidence of diarrhea and acute gastrointestinal infection. For many vears
researchers have reported that breast-fed infants are more resistant to gastrointestinal
infections, particularly those caused by Escheruchia coli organisms  Studies have
proved that breast milk contains factors for the control of many bacterial and viral

infections.  Specific antibodies to many potential fatal diseases have been found in
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breast milk, as well as significant quantities of other immune components. There is
evidence that the protection conferred by breast milk diminishes upon weaning. So the
anti-infective properties of breast milk strongly contribute to the superiority of lactation

in all cultures, developed as well as developing nations. (Worthington et al, 1981)

They add that the neonate dose not have sufficient innate defenses to protect himself
against the highly contaminated environments he enters from the usually sterile
environment of the uterus. Secretory IgA immunogiobulins are found in human milk
and provide local protection on the mucous membrane of the gastrointestinal tract. The
lowered incidence of intestinal and respiratory infections seen in breast-fed infants has
been recognized. It has been established by other investigations that the mammary
glands and their secretion of milk are of importance in protecting the infant. not only
through the colostrum but through mature milk from birth through the early months of
life. Milk immunization is a dynamic process because a mother’s milk has been found
to contain antibody to virtually all her infant’s strains of intestinal flora (Worthington.

et al, 1981)

Lawrence (1980) adds that the properties of human milk do appear to control infection
There are specific disease entities that have shown clear differential in the incidence
between infants fed cow’s milk and those fed human milk Breast milk IgA has
antitoxin activity against enterotoxins of E Choli and Vibrio cholera. which may be
significant in preventing infantile diarrhea. Breast milk contains antibodies against
poliovirus, coxsakievirus, echovirus, influenza virus, reovirus, and rhinovirus. It has
been confirmed that human milk inhibits the growth of these viruses in tissue culture
In addition to the antinfective properties of breast milk. breastfeeding also protects the

newborn from allergies

Bax et al (1990) state that human milk contains a growth factor for Lactobacillus
bifidus, which facilitates colonization The acetic and lactic acids produced increase the
acidity of the intestinal contents and inhibit the growth of pathogens. Whev-soluble
proteins include lactoferrin and the enzyme lysozyme Lactoferrin encourages iron

absorption and lysozyme inhibits bacterial growth.
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2- Nutritional value of breast milk:

Diaz et al (1995) believe that when mothers and infants are healthy. breast milk is
sufficient to support adequate infant growth and health during first months of life. The
main variables that affect the duration of breastfeeding. nutrition and suckling
frequency, are susceptible to interventions by health services. The results of their work
reinforce the need to care for maternal nutrition during pregnancy and to provide the

support that women need to sustain a high suckling frequency.

Bax et al (1990) also believe that, breastfeeding is the safest method of feeding is poorly
developed countries but, if maternal nutrition is inadequate, supplements from local
foods will probably be needed for the mother during pregnancy and lactation and for the

baby from three months onwards to prevent under-nutrition

Finger et al (1992) add that breastfeeding is well known for its nutritional benetfits for
the child.  Yet promotion of breastfeeding for any of its benefits- either as a
contraceptive method or for its nutritional value- is generally not a priority for medical

staff in many hospitals.

Breast milk can and should provide almost all the nutritional requirements for the
growing infant up to the age of six months Even in the second vear of life it can be an
important supplement of nutrients. including protein. fatty acids. vitamins and calories

(Kleinman et al, 1984)

Furthermore, Worthington et al (1981). believe that one of the main advantage of
breast-feeding is freedom from “formulogenic disease™ The complication of improper
dilution such as incorrect caloric densitv and excessive renal solute load are not

concerns for breast-fed babies

3- Impact of breast milk on infant’s growth and development:
The effects of undernutrition on human well-being and on socioeconomic development

are varied and far-reaching In infants and voung children, undernutrition as well as
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being part of the malnutrition-infection complex is also associated with growth
retardation and reduced physical activity, impaired intellectual development and

cognitive abilities and increased morbidity and mortality. ( WHO, ICPD 1994)

Worthington et al (1981), state in their report that bottle-fed and breast fed infants
follow similar growth curves from birth till the third month of age. From the fourth
month on, the bottle-fed infant gains weight at a faster rate. The growth of the breast-
fed infant, although slower, continues at a sufficient rate for size discrepancies to
disappear in the preschool period. Long-term studies suggest that this slow steady
growth pattern may be more desirable for overall health and well-being of the voung
child.

According to Lawrence et al, study in (1980) early assessment of newborns in the first

or second week of life shows more body activity with breast-fed than bottle-fed infants.

Growth monitoring is crucial. Progress in physical growth is one of the criteria used to
assess the nutritional status of the population and of individual children Children who
are undernourished are shorter and weigh less than their well-nourished peers The rate
of gain in weight is affected more than is the rate of gain in height. but if the nutritional
deficit is severe enough and continues long enough, linear growth will be retarded or
may cease. Children grow at their individual predictable rates. the range of growth rates

at any age is large. (Pipes and Trahms. 1993)

According to Warner et al (1987), at best. baby weighing serves a valuable purpose It
helps health workers and mothers to discover problems in children’s growth and correct
them before they become severe. So baby weighing helps to protect and improve
children’s health. Worthington et al (1981) believe that the health worker should weigh
the baby each month and explain the weight and what it means to the mother She
should give appropriate advice and demonstrations to mother about child health and
nutrition.  If possible, provide at the same time and place vaccination, early

identification and treatment of health problems and family planning services
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Senanayake et al (1997) presume that the design of the growth chart has a powerful
effect on maternal comprehension of growth patterns. Length of schooling rather that
literacy alone is a marker of a comprehending mother. The policy implications of their
findings are that govemnments and agencies may need to redesign parent held growth

charts to achieve better comprehension by mothers.

Studies conducted in Egypt by Nassar et al (1993) have found maternal education level
independent of household income, to be positively related to better nutrition status of

children and to lower infant mortality.

Another study conducted by Melville et al (1995) has concluded that community health
volunteers can play an important role in primary health care programs in developing
countries. One of the fields where they could be of great benefit is children growth

monitoring.

Cai et al (1994), have studied the relationship between breastfeeding and infant physical
development. Their study revealed that breastfeeding can promote infant physical
development and growth. The analysis of their results revealed that protein intake with
breast milk as its main source brought about infants to develop phvsically tall and iean
at first, which might support the theory that protein intake affects more on their

development and growth.

4- Breast milk ant-allergic properties:

According to Worthington et al (1981), breast-feeding is to be encouraged among
infants at high risk for allergic conditions. Breast milk and an allergen avoidance diet
when solids are introduced have shown to decrease the incidence of allergic response
among infants in the high risk category. Allergy to breast milk is uncommon: some

researchers question whether it exists at all.

Bax et al (1990), further add that asthma and eczema appear to be less common in

breast-fed infants though the subject is still highly controversial. However. sensitization
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to food allergies can occur in fully breast-fed infants, presumably because aliergens

ingested by mothers are excreted in milk.

5- Impact of breast milk on psychological development:

Worthington et al (1981) believe that, the period of breast-feeding is considered the
period of “exterior gestation” because it provides continuity with the intrauterine
environment while providing security and nourishment. It is now known that the
experiences of the first few hours of life can be critical to the relationship established
between the child and his parents. Breast-feeding, particularly if begun soon after birth.

promotes strong emotional ties while meeting the infant’s most basic physical need.

In addition, Lawrence (1980) believes that there is critical impact in return to breast-
feeding in modem cultures which rests with the issue of the mother’s role and her
perception of breastfeeding as a biological act. The maternal influence include
psychological reactions during nursing, long-term psychological effects. maternal
behavior, sexual behavior, and attitudes toward men. All professionals providing
support care in perinatal period will also need to have a clear view not only of the
biological benefits but also of their own psychological hang-ups regarding the breast
itself. It has been generally accepted by proponents of breastfeeding. that the major
reason to breastfeed is to provide that special relationship and closeness that
accompanies nursing. Some researchers have identified the devastating effects on the
infant when he is deprived of long-term maternal contact These investigators
demonstrated major deficits in development, both mental and motor. as well as general

failure to thrive.

Lawrence’s study in 1995, revealed that the direct eye contact that is natural to breast-
feeding fosters bonding. and the close body contact promotes a sense of security in the
child. These advantages, so natural to breastfeeding, are likely to be absent from bottle
feeding unless some of the natural techniques associated with breastfeeding are adopted

(Lawrence, 1995)
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She further pointed out that a woman’s joy in and acceptance of the female biological
role in life may be an important factor in her psyco-sexual behavior. which includes
lactation.  She found that women who wished to bottle-feed also believed that the male
role was the more satisfying role. Nulliparous women who planned to breast-feed their

children more often stated their satisfaction with the female role. (Lawrence. 1995)

Breastfeeding behavior has been related to woman’s role in life as influenced by her
cultural locale, education, social class, and work. In addition |, the attitudes of the
husband, close family, and friends have an influence on the mother's attitude towards
breastfeeding. More important. their attitudes influence the rate of success and the age

of weaning more negatively than positively. ( Lawrence, 1995)

Bax et al (1990) believe that most mothers find suckling an infant an enjovable
experience. Satisfaction may be derived from the feeling that the infant is being
nourished from the mother’s own body. Skin-to-skin physical contact is pleasurable to
mother and infant and cements abond between them On the other hand. thev states
that, although most of us feel instinctively that breast-feeding has emotional benefits
there is very little hard evidence to support this. Probably a baby who is bottle-fed in a

loving and caring manner is just as likely to fare well emotionallv as a breast-fed infant

According to UNICEF and WHO. 1992, and in conclusion. breast milk is best because

1-The nutrients in breastmilk are uniquely suitable for the normal and preterm babyv
Under normal circumstances breast milk provides all energy and nutrients needed by
the infant for the first four to six months of life. Afterwards. additional food must be
introduced so that the infant gradually and progressively adapts to the full adult diet
Due to several biologic and environmental factors. the weaning period is one of the
most critical periods in child’s life particularly in developing countries. Klienman et
al (1984), add that breastfeeding has central purposes It obviously plavs an essential
role in nutrition, but it also protects the infant from exposure to infection which is
more likely with bottle feeding in unhygienic circumstances. It is the major facet in
the natural regulation of human fertility, and has an important function in mother-
child bonding
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2-Colostrum and breast milk contain antibodies, cells, and anti-infective substances
which are unique, specific, and cannot be otherwise provided.

3-Breast milk feeding is associated with lower infant mortality and morbidity, especially
in areas where infant mortality is high.

4-Breast-feeding is cheaper.

5-Breast-feeding ensures good mother/baby skin contact, which may facilitate bonding.

6-Exclusive and frequent breast-feeding helps family spacing until ovulation and
menstruation begin again.

7 Breast-feeding is much easier for the mother and family.

8-Breast-feeding may be beneficial economically by reducing imports in a country

which does not manufacture safe infant formula.
9- Breast-feeding helps the mother’s recovery of normal health after delivery
10- Breast-feeding is easier to learn and more hygienic than any other method

( UNICEF&WHO, 1992)

UNICEF’s regime indicates that breast milk should be the exclusive food for four to six
months, after which safe, suitable supplements should be added for up to two vears to

prevent growth faltering. (UNICEF. 1993)

Furthermore, Gale and Martyn (1996) examined “the relationship between breastfeeding
and adult intelligence”. They concluded that although earlier studies showed that
children who were breastfed as babies gain higher scores on intelligence tests than those
who were bottle-fed, the mechanisms that link type of feeding in earlv life with later
intelligence may have more to do with the child's social environment than with the

nutritional qualities of milk

Worthington et al (1981) documents that the decision to breast-feed is a significant one
and is usually made relatively early in the pregnancy The establishment and
maintenance of lactation in the human are determined by at least three factors

1) The anatomical structure of the mammary tissue and the adequate development of

alveoli, ducts, and nipples.
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2) The initiation and maintenance of milk secretion.

3) The ejection or propulsion of milk from the alveoli to the nipple.

According to Kemm and close (1995), the infant’s ability to suck at the mother’s
breast, which is affected by the maturity and physical condition of the infant. is an
important condition for establishing breastfeeding. The infant’s behavioral capacity and
responses to the mother, and especially her perception and interpretation of this
behavior, is also thought to affect the breastfeeding relationship. The method of infant
feeding is an important facet of child-care. They believe that. the nurse is in a very
important position within the health care delivery system to promote successful
breastfeeding. It is through antenatal classes and counseling that the nurse can be most
effective in promoting breastfeeding and helping the woman to acquire the knowledge
required for successful breastfeeding After the birth of the infant, in the immediate
postpartum period, it is the nurse who is instrumental in fostering the conditions leading
to successful initiation of a satisfying breastfeeding experience between a woman and

her newborn.

It 1s widely accepted that breastfeeding is more than an instinctive or biological activity
on the part of the mother. Rather, it is now recognized that breastfeeding is a complex

physiological and behavioral pattern involving both mother and infant

The infant’s ability to suck at the mother’s breast. which is affected bv the matunity and
physical condition of the infant, is an important condition for establishing breastfeeding
The infant’s behavioral capacity and responses to the mother, and especially her
perception and interpretation of this behavior, is also thought to affect the breastfeeding

relationship. (Kemm and close, 1995)

Maternal Benefits of Breastfeeding:
1- Involution of the uterus:
One of the earliest documented maternal benefits of breast-feeding is the effect of

oxytocin on involution of the uterus. Early breast-feeding, even on the dehvery table,
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stimulates contractions of the uterus that help control biood loss. An increased
incidence of thrombo-embolism has been noted among women who do not lactate

(Worthington et al, 1981)

2- breastfeeding may also offer women psychological benefits through the emotional
bond that develops between the breastfed infant and its mother (Ramalingaswami.

1988)

3- Protection against mammary carcinoma:
Worthington et al, (1981) state that, it has been reported that failure to lactate might be a

contributing factor in the increased incidence of mammary carcinoma.

4- Economy:

Bax et al (1990) believe that although breast-feeding involves the cost of extra food for
the mother it is cheapest than the cost of artificial milk. bottles. teats and sterilizing
equipment. However, the cost factor appears not to influence mothers™ choice. since the

least well-off mothers are least likely to breast-feed.

5- Convenience:

According to Bax et al (1990), most mothers find that having breast milk available to all
times is far easier than making up bottles. One advantage is that the father cannot take
over if the mother is tired. but there are other ways in which fathers can become
involved with child care to help the mother. On the other hand. they found out that
many mothers lack confidence in their own ability to breastfeed They need
encouragement and practical support of fathers, health workers, relatives and friends.

women groups, the mass media. trade unions and emplovers

They add that, mothers who are not confident that they have enough breast-milk often
give their babies other foods or drinks in the first few months of life  But this means
that the baby sucks at the breast less often. So less breast-milk is produced. To stop
this happening, mothers need to be reassured that they can feed their young babied

properly with breast-milk alone (Bax et al. 1990)

Literature Review Mother & Infant Health. a General Perspective

ta)
%)



6- Ovulation suppression:

In addition, Worthington et al (1981), also believe that the stimulation of the nipples and
resulting secretion of prolactin suppress ovulation in many women, particularly when
supplements and solids are not offered.  This is believed to be major significance in

promoting short-term child spacing in developing countries.

McCann and Potter (1994) add that, women who are fully breastfeeding. that is.
providing no supplemental foods, rarely start ovulating before six months postpartum
For this reason, the breastfeeding itself can act as the backup method of contraception in
the first six months. On the other hand, breastfeeding women who are providing
supplemental foods and/or have resumed menses have a higher risk of ovulation and

therefore should use another backup method as carefully as non-breastfeeding women.

Ramalingaswami (1988), believe that in parts of the developing world where
breastfeeding is declining and family planning programs are not wideiv used. an
investment in promoting breastfeeding and the Lactational Amenohoea Method for
child spacing is an effective and inexpensive way to reduce fertility. and it complements
other family planning methods. An increase in breastfeeding could reduce the burden on
family planning and maternal and child health programs due to the decreases in fertility

and illness.

Kleinman et al (1984) also believed that chances of ovulation. and consequently of
pregnancy, are much higher in women in developed countries than among women from
developing societies at exactly comparable stages of lactation.  The reason for this
difference may be the patterns of breastfeeding and whether the mother feeds on

demand or according to an artificial schedule

In Egypt, in many rural communities it has been observed that in absence of any
contraceptive method, when the mother breastfeed her baby the interval between two

pregnancies is Ithan if she does not. (VRAY b
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Finger et al (1992) believe that, when performed correctly as the Lactational
Amenorthea Method, breastfeeding provides contraception that is 98.0 percent
effective. For centuries, women have noticed the natural protection against pregnancy
from breastfeeding. Yet until recently, family planning providers have been slow to

promote its contraceptive benefits.

Breastfeeding can assure effective contraception only until any of the following occurs:
the mother starts to menstruate again, she gives her infant a significant amount of food
other than breast-milk, or the baby reaches six months of age Breastfeeding suppresses
fertility by inhibiting ovulation, and this state of infertility is achieved by a sufficient
degree of nipple stimulation from breastfeeding. If the guidelines are followed. LAM is
98.0 percent effective in preventing pregnancy for up to six months Another
contraceptive method should be used when any of the three conditions occurs that signal
the conclusion of LAM’s contraceptive protection. Counseling constitutes an important
element in LAM.  Field research indicate that mother-to mother approach has made a
significant impact on use of LAM. This technique, known as “peer counseling”, has
been used for years to promote breastfeeding for child health purposes. Some experts
think that promoting LAM as an alternative to modern methods is not realistic. despite

the physiological evidence and findings from clinical trials (Finger et al. 1992)

Appositely, Lawrence (1980). confirms that of the lactating women not using
contraception, more than half will become pregnant during the first 9 months of
lactation. The amount and frequency of sucking are closeiv related to the continued
amenorrhea in most women When a totally breast-fed infant sleeps through the night at
an early age, requiring no sucking for 6 hours or so at night, the suppressive effect on
menses diminishes.  Although lactation provides some degree of protection early in the
postpartum period, a woman who is seriously concerned about avoiding conception
should be informed of her options. There are potential adverse effects of oral
contraceptives on milk production, uterine involution, and growth and development in a

breast-fed infant
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Whether for family planning, child survival, or nutrition and weaning program.
consistent messages across sectors are necessary for successful breastfeeding and the
effective use of LAM. Providers are encouraged to adapt or modify these matenals to
meet specific interests, cultural variations, local terminology. and available resources of

individual programs. (labbok et al, 1994)

Factors Associated With Successful Breastfeeding:

According to Worthington et al (1981), these factors are:

1- Influences on a woman’s decision to breastfeed, e.g. sociological. cultural and
psychological. Emotional support both ante-natal and postnatal periods. mainly from
husbands, parents and friends, is also crucial. Health care svstems and health
professionals also influence women's beliefs, choices and decisions.

2- Preparation for breastfeeding.  This preparation is in the form of physical
preparation which involves various actions taken by the woman to prepare her
nipples and breast for the suckling infant. These preparations consist of nipple
conditioning to toughen the nipples. and nipple rolling exercises to increase nipple
protactlity  There is also the educational preparation which 1s another essential
component to a successful outcome in breastfeeding the woman planning to
breastfeed has certain educational needs.  Prenatal classes. printed materials.
audiovisual presentations, advertising, and information from health professionals.
family and friends constitute the main sources of formal and informal educational
preparation. Prenatal classes are one of the most important means of formal
education for breastfeeding and are known to have positive effects. depending on the
quality of information presented. It was found that lack of information was related to
all the reasons given by the mothers for early discontinuation of breastfeeding The
quality of information is related to successful breastfeeding

3- Initial contact and feeding experiences with the newborn infant  The benefits of early
initiation of breastfeeding are many. among which are benefits for the infant. mother.
infant-mother dyad and inciude physical. immunological. and psvchological
advantages.

4- The immediate postpartum environments. It is frequently in the early postpartum

period that the woman first experiences difficulties related to breastfeeding
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Prevention of breastfeeding problems, which often lead to discouragement and
discontinuation of breastfeeding, is the role of the nurse in the ante-natal period. The
nurse’s role may be accomplished through prenatal classes and/or through one-to-one

interaction of the nurse with the client. (Worthington et al , 1981)

In addition they believe that the responsibility of ensuring success of breastfeeding is
shared between professional services which include nurses. midwives and health
visitors, and community support from family and women’s groups and society itself.
The nurse involved in the care of the nursing mother should be aware of the problems
associated with breastfeeding, the physiological principles of lactation. and of the best
means of providing support. This may be by knowledgeable counseling and advice, or
may be by referral to lay counselors. Itis highly recommended that a change in the
pattern of postnatal care is required; not necessarily the provision of more resource. but
a rational reorganization of the existing professional and community resources. may be

an effective, practical and economical solution. (Worthington et al | 1981)

They add that the best time for the first feeding, providing that mother and baby are
physically able, is within half hour after birth. This can even be accomplished on the
delivery table. The sucking reflex is strongest 20 to 30 minutes after birth If the infant
is not fed at this time, the vigorous sucking reflex diminishes and does not return until
the end of the second day oflife. Work on maternal-infant bonding shows that close
contact with the infant during the first 45 minutes of life is critical to the tvpe of

achievement that is eventually formed between the nursing pair

The infant’s ability to suck at the mother’s breast, which is affected by the maturity an
physical condition of the infant, is an important condition for establishing breastfeeding
The infant’s behavioral capacity and responses to the mother. and especially her
perception and interpretation of this behavior, is also thought to affect the breastfeeding

relationship. (Kemm and close, 1995)

Silva et al (1995) have developed a breastfeeding index, theyv called it the

“Discontinuity Index (DI)”, which measures the percentage of infants who were
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exclusively breastfed (EBF) at the beginning of a given age interval and had abandoned
this mode of feeding at its end. They believe that discontinuity indices are useful
complements to prevalence rates in epidemiological studies of breastfeeding. They add
that the separate analysis of discontinuation in different periods can be highly useful
when comparing trends and in the study of the impact of breastfeeding promotion

programs focused on different age intervals.

Another study conducted by Leff et al (1995), examined maternal perceptions of
successful breastfeeding. In this study, mothers described successful breastfeeding as a
complex interactive process resulting in mutual satisfaction of maternal and infant
needs. This concept broadens definitions of successful breastfeeding often used by

health professionals, which emphasize breastfeeding duration and nutritional aspects

Wang YX et al conducted a study in 1994 to determine the effect of earlv suckling and
emptying the breasts after nursing on exclusive breastfeeding. The results of the studv
showed that the early suckling could help the newborns to latch on the breast readily
and correctly than the newborns in control group and enhance the mothers’ confidence
on exclusive breastfeeding. Emptying the breasts after nursing tended to increase the
volume of breast milk; thereby facilitating the exclusive breastfeeding rate dunng four
months after birth. Accordingly, early suckling and emptying the breast after nursing
are to be recommended as important measures to supporting breastfeeding.(Wang et al.

1994)

In addition , Pezzati et al (1994), have studied the influence of early mother-infant
contact in the delivery room on short or long term breastfeeding. The results of the
study suggest a positive influence of early mother-child contact on breast-feeding and
on its duration. They further add that such behavior will bring benefits to both mother
and child.

According to Lawrence (1980), the incidence of illness, or morbidity, among artificially
fed infants in third world countries is equally as dramatic as the mortality = Breast-

feeding is associated with significantly less iliness during the first year of life. He
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believes that breastfeeding is associated with a higher level of prenatal education , but
controlling for that factor, the difference in morbidity is even more significant. In the
United States, diarrhoeal disease is uncommon in breast-fed infants. and the treatment 1S
usually to continue to breast-feed. Similarly, breastfed infants have fewer episodes of
respiratory illness and otitis media. When afflicted with such febrile illness, the breast-

fed infant does not become dehydrated and rapidly toxic.

In conclusion, breast-feeding is the most cost-effective means of preventing
malnutrition and infant mortality, particularly that due to infectious diseases. Its
promotion, protection and support, as well as efforts to combat influences that interfere
with it, are therefore crucially important health interventions. Efforts must be made to
help women to carry out this vitally important and bonding activity, and to ensure that
they are not hampered in doing so. Exclusive and frequent breast-feeding during the
first 4-6 months of the infant’s life prolongs Lactational amenorrhoea which contnbutes

to child-spacing and thus leads to a reduction in child mortality. (WHO, ICPD, 1994)

Mother Nutrition During lactation:

Lawrence (1980) studied diet and dietary supplements for the mother and infant He
comments that most writings for the nursing mother make the sweeping statement that
maternal diet during lactation should be simple and well balanced with several glasses
of milk and extra calories On the other hand, all over the world women adequate and
even abundant milk on very inadequate diets. An inadequate diet seems to affect
volume and not the composition because the breast depletes the maternal stores of
nutrients to maintain the proper composition of milk. The quantity, protein content, and
calcium content of milk are independent of maternal status and diet. Amino acids,
lysines and methionine, certain fatty acids, and water-soluble vitamin contents vary with

intake.

In addition, Lust et al (1996) have assessed relationships among components of
maternal diet and the presence of colic symptoms among exclustvely breast-fed infants

aged < or =4 months The results of their study provide initial evidence that maternal
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intake of cruciferous vegetables, cow’s milk, onion, or chocolate during exclusive

breast-feeding is associated with colic symptoms in young infants.

Role of IEC and Training In Breastfeeding Promotion:

Lettenmaier, et al state in their counseling guide that well-designed information.
education and communication campaigns can greatly affect the prevalence and duration
of breastfeeding. Such efforts can educate and motivate mothers. health care providers.
community leaders and national policy-makers by presenting the benefits of
breastfeeding and discouraging the early introduction of unnecessary supplements.
Radio, television, newspapers, magazines and even comic books have been used

successfully to promote breastfeeding. (Lettenmaier et al. 1987)

They add that ideally, a commitment should be made to a long-range communication
strategy, which, whenever possible, links breastfeeding promotion to direct support of
mothers and to other maternal and child health programs, including nutrition. diarrhoeal

disease control, family planning and growth monitoring.

Kemm and Close (1995) indicate that. It is widelv accepted that breastfeeding is more
than an instinctive or biological activity on the part of the mother Rather. it is now
recognized that breastfeeding is a complex physiological and behavioral pattern

involving both mother and infant.

National Policies and Breastfeeding:

"Breast is best” for mother and child, and therefore ultimately for the familv. This

policy is widely accepted now by health organizations and governments world wide In
1982, WHO and UNICEF drew up a code which banned the advertising and promotion
of formula milk in an effort to curb the deleterious effects of bottle feeding in

developing countries (UNICEF &WHO. 1993)

The responsibility of ensuring success of breastfeeding is shared between professional
services which include nurses. midwives and health visitors. and community support

from family and women’s groups and society itself The nurse involved in the care of
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the nursing mother should be aware of the problems associated with breastfeeding, the
physiological principles of lactation, and of the best means of providing support. This
may be by knowiedgeable counseling and advice, or may be by referral to lay
counselors. It is highly recommended that a change in the pattern of postnatal care is
required; not necessarily the provision of more resource, but a rational reorganization of
the existing professional and community resources, may be an effective, practical and

economical solution. (Kemm and Close. 1995)

Contraindications to Lactation:

Heart disease, diabetes, hepatitis, nephrosis, and most other chronic medical conditions
are not in themselves a contraindication to breast-feeding. Usually. if the conditions can
be managed well enough to allow successful termination of pregnancy, breast-feeding
may be the feeding method of choice because it is less tiring for the mother. On the
other hand, a mother with a diagnosis of breast cancer should not nurse her infant in the

interest of having definitive treatment immediately

In addition, the transmission of hepatitis B from mothers whose blood contains hepatitis
B antigen to their infants has been described in several parts of the world Such
transmission of an infectious agent from mother to infant is termed vertical
transmission.  The mode of transmission is transplacentally in utero. at delivery. or

shortly after delivery. (Lawerence. 1980)

Common Reasons for Failure of Lactation:

Worthington et al, (1980), believe that the most common reasons for failure of lactation
are the following:

1- Probably the chief reason for failure of breast-feeding is a poor maternal attitude
toward lactation in the first place The mother who does not sincerely want to breast-
feed her infant but agrees to do so to placate her familv. friends. or nurse will have a
very difficult time. Fear, worry, distraction, anger. and other such emotions have a
potent effect on the let-down reflex.

2- Failure to establish adequate milk supply by frequent feeding on demand is a great

deferent to successful lactation
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3- Another common reason for failure of lactation is lack of information and lack of
support for the mother. Many women do not have the support of friends or relatives
who have successfully breast-fed infants. New breast-feeding mothers may have fears
of the milk supply being too low in quality or quantity to support the infant’s growth

requirements.

In addition, Bax et al (1990) gave the following reasons whv some mothers prefer
bottle-feeding;

1- Belief that they have insufficient breast milk.

2- Previous experience of breast-feeding unsuccessful

3- Revulsion from idea of breast-feeding.

4- Embarrassed by breast-feeding.

5- Too tying - wish to go out or go back to work

6- Fear of cracked nipples and painful encouragement.

7- Other people can help with feeding

Some Potential Problems with Breast-feeding:

UNICEF and WHO, (1992) have conciuded breastfeeding potential problems 1n the

following:

I- Each year 500,000 mothers die in childbirth. and many other babies are also
separated from their mothers A safe foster-mother or antificial feeding is required
for each of these babies.

2- Exclusive breast-feeding is ideal for four months, but growth faltering may then
occur unless safe, suitable supplements are added to breast-feeding thereafter
Occasionally, growth faltering occurs before four months if the volume of breast-
milk supplied is inadequate- hence the need for growth monitornng

3- Rare genetic diseases preclude normal breast-feeding (e.g. phenvl-ketonuria.
galactosemia).

4- Breast-milk may contain drugs, medicaments, chemicals, and isotopes 1n specific and
usually rare situations

5- Serious illness in the mother, including AIDS infection. requires an evaluation of

risks to mother and child Breast-feeding bv mother is the ideal. but a foster-mother
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in a developing country or artificial feeding where safe, economical, and available
may have to be used.

6- Some mothers for economic or social reasons opt not to breast-feed even when fully
informed of the hazards of this procedure. Better heaith education, longer paid
maternity leave, guarantee of re-employment, and create provision at workplaces all

help tip the balance the correct way.

Although exclusive breastfeeding for six months is likely to be beneficial for infant
health, according to Cohen et al (1995), mothers often cite time pressures as a reason to
introduce other foods. In this study, conducted in California. U.S.A., many women
introduced solids to their infants prior to 6 months because they believed that infants
should ‘learn’ how to eat other foods, to ‘acclimate’ the stomach and learn to
differentiate flavors. The researchers finally conclude that time constraints are not a
barrier to exclusive breastfeeding in the population under study. although theyv may be

perceived as a barrier.

Mbuli et al (1993), had practically proved through their study entitled “Working and
Breastfeeding” that breastfeeding and working had not to be in conflict. On the other
hand, they documented in their research various successful breastfeeding experiences
for working women in Sawziland, United Kingdom. Brazil and Burkina Faso These

working women have managed to breastfeed their children for two vears.

According to Vial et al (1989), mothers’ work did not affect the decision to initiate
breastfeeding, as most mothers did so, but it did affect its duration. shifting working

mothers to the use of mixed breastfeeding more frequentlyv than non-working mothers

Bax et al (1990), believed that there are some early problems with breast-feeding:
among which are the following:

1- Retracted nipples.

2- Difficulty fixing baby on breast.

3- Painful nipples.

4- Engorgement due to increased blood flow and accumulation of milk.
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5- Mastitis.

6- Breast-milk Jaundice.

Hawthorne’s study in (1994) confirms that primiparous women have a higher
breastfeeding failure rate. Women who gave later first feeds. or who were offered
supplementary feeds in the postnatal ward, were more likely to be bottle-feeding at eight

weeks.

"International Child Health” published by UNICEF and WHO n 1992, summarize

breastfeeding policy and practice as follows:

1-Promotion, protection, and support for breast-feeding is of critical importance to the
saving of life and health of large numbers of babies worldwide. especially in
developing countries.

2-Positive, easily understood programs should be agreed to by all involved atthe
national, regional, district, and community level. These must be acceptabie to the
community and their use encouraged by all advisers.

3-This is not simply a health or nutritional matter, but needs political and mass-media
support nationally. along with similar support from local equivalents

4-The ten-point plan for maternity facilities is satisfactory. but a similar plan is needed
for births outside institutions and for the social side of breast-feeding.

5- Health workers of all types must combine their efforts to produce optimal results

6-All infants must be weighted regularly to detect growth faltering. Then. or at four to
six months in any case. safe and suitable supplementary feeding. preferably from a
sterile cup, is needed

7-Looking to the future, local women should have a significant input into the planning
and design of antenatal and postnatal clinics, wards. labor rooms. and the general
ambiance surrounding births

8-Pediatricians as advocates for babies and children should plav leading roles in
initiating and pursuing support for lactating women and the breast-feeding of babies

9-Some babies will be formula-fed or foster-mothered for a variety of reasons. Itis
essential that all health workers be able to do this safelv and as economically as

possible (UNICEF, 1992)
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Isabella & Isabella (1994) undertook a study to find correlates of successful
breastfeeding in relation to social and personal factors. They found out that the most
prevalent problem encountered, by mothers under study, during the first postpartum
month was a concern of inadequate milk supply. In addition they concluded that
husbands and grandmothers provided the greatest degree of emotional and instrumental

support.

In addition, according to “Facts and Figures” report published by UNICEF in 1996,
breastfeeding averts more than 6 million child deaths annually. Over 1 million children
die each year, and millions more suffer impaired development because thev are not

adequately breastfed.

In Egypt, in an effort to promote optimal child survival and birth spacing. mothers
should be encouraged to :

1- Begin breastfeeding as soon as possible after the child is born

2- Breastfeed exclusively until the baby is 4 to 6 months old

3- Breastfeed frequently, whenever the infant is hungry. both dayv and night

4- Continue to breastfeed, even if the mother or the babv become ill

5- Avoid using a bottle, pacifiers (dummies) or other nipples

6- Continue to breastfeed while introducing supplement or semi-solid foods.

7- Eat sufficient quantities of a variety of foods (3ns @Y o cliuoi Laas)

According to Nassar et al (1993), there are important differences in feeding practices of
children under 2 vyears of age between rural and urban population and between general
urban population and the less privileged population of Cairo. Giza and Alexandria

Children in rural areas are exclusively breast fed longer and completely weaned at a
later age than the general population of urban children. The pattern of feeding in early
childhood in less privileged urban areas is closer to the general pattern than the general
urban pattern.  These differences suggest that among rural and less privileged urban
mothers, traditional patterns remain influential or that the availability of weaning foods,

either actual or in terms of cost, is less
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Millions of lives could be saved by encouraging a return to exclusive breastfeeding for
the baby’s first four to six months and by regular monitoring of children’s growth.
which enables mothers to detect the first signs of trouble and take steps to prevent

further deterioration. (UNICEF. 1993)

Finally, Ramalingaswami (1988) recommends that immunization programs should not
miss the opportunity to counsel mothers on breastfeeding’s anti-infective and protective
effects.  Family planning programs should promote breastfeeding for child spacing and
provide breastfeeding mothers with appropriate, complementary family planning
options. Guidelines are available to help primary health care and familyv planning

programs support breastfeeding,

Introduction of Solid Food:

According to Bax et al (1990), introduction of solid foods before the age of three
months has no proven nutritional advantage and evidence suggests that it mav
predispose to the development of obesity and allergy in addition to increase the risk of

hypernatraemia due to high solute load.

Furthermore, UNICEF and WHO policies are built on the fact that. before the age of
four months, breastfed babies do not need any juices. herbal drinks or water. as breast
milk contains enough water and vitamins Complementary food should be added oniy
after 4 months and not later than 7 months. starting with small amounts and increased
gradually  The food should be offered by spoon and drinks by cup (MOH. UNICEF &
WHO, 1994)

The World Health Organization and UNICEF currently recommend to start weaning
between four and six months and no later than six months with the gradual introduction
of solid food However, some studies show that voluntary exclusive breastfeeding for
about nine months is feasible and can sustain adequate weight gain and iron status in
infants. Borresen believes that in developing countries. health authorities and non-
governmental organizations should actively endorse exclusive breastfeeding for eight to

nine months to protect infants against malnutrition and infections. (Borrensen. 1995)
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Bohler and Bergstrim (1996), have studied child growth during weaning and its
dependence on whether mother is pregnant again or not. They have found out that
children who stopped breastfeeding during their mother’s subsequent pregnancy showed
a reduced growth rate during the last months before termination of breastfeeding when
compared to children weaned at the same age, but from non-pregnant mothers, and

when compared to children who continued breastfeeding.

Moreover, according to Nassar et al (1993), one of the main factors which cause
inadequacy of the child diet in the weaning period is that it is mostly part of the family
diet which is mostly vegetarian with high amount of dietary fibers. Also gruel. specially
prepared for the child from cereals or both cereals and legumes. become bulky and of
high viscosity by cooking. The mother resorts to more dilution to keep it semi-solid

with resulting lowering of energy and nutrient density.

Abul-Fadl (1989) stated that “It is evident from recent studies that there is a peak age
for the acquisition of the skill of weaning and like any other learning skill if not learnt at
the proper time we may have difficulties in acquiring it  Late introduction of
supplementary food (after 6 months) is not only a consequence of too early and
insufficient provision of supplementary food under unhygienic condition, but perhaps of
equal importance is the failure to stimulate the early acceptance of a varied eating

patterns during the weaning process (r2a2 pY - slao e )

Lawrence (1980) suggests that, the infant is ready to explore new feeding experience
around 6 months old Feeding is an important social as well as nutritional encounter
Eating solids and learning to dnnk from a cup are important social achievements as
well. That doesn’t mean the infant is taken from the breast, but his diet is expanded and
now includes solid foods, other liquids, and breast milk. Gradually replacing one
feeding at a time with solids or a bottle or cup, depending on the infant’s age and stage

of development, is usually preferable. After the adjustment has been made to on
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substitute feeding, then a second feeding is replaced with a substitute, usually at the
opposite time of day. This process is continued until only the morning and night

feedings remain.

He believes that diarrheas are strongly associated with weaning not only because of the
introduction of other foods, but also because of the loss of the protective properties of
human milk. In well-nourished mothers and their infants. diarrhea does not occur from
controlled gradual weaning unless there isa milk allergy or metabolic disorder in the

infant. (Lawrence. 1980)

In addition Worthington et al (1981), stated that sooner or later. baby will begin to
indicate that he is ready for something else to eat. He will eagerly accept the breast but
will look around in obvious expectation of more when he has finished This usually
happens around 4 to 6 months of age and is appropriate time for introduction of solids
Introduction of solids much earlier than this will provide no nutritional advantage and
may do harm.  Milk will continue to be the major source of protein and fluid for the
infant for several months yet. Therefore breast-feeding should be offered before or at
separate time from solid food. The introduction of solid food and eventuallv weaning to
a cup are met with mixed emotions by most women who have experienced a pleasant
breast-feeding relationship. Many mothers will maintain one or more feedings per day
even after the bulk of the infant’s needs are being met by table foods. (Worthington et

al, 1981)

According to Nassar et al (1993), lack of suitable weaning foods for low Income groups

is one of the important factors leading to child malnutnition

Serventi, et al (1995), examined early cessation of breastfeeding as a major cause of
severe malnutrition in under twos in Tanzania. Their study confirms the danger of
stopping breastfeeding before two years. They believe that, generalizations should not
be made unless the socio-economic conditions of a certain population under study were

as low as this study’s population.
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Mother and Child Immunization:
According to UNICEF’s report “Facts and Figures” of 1996, about 2.4 million children
worldwide under age five still die every year from six vaccine-preventable illnesses:

diphtheria, measles, pertussis, polio, tuberculosis and tetanus. (UNICEF, 1996)

UNICEF’s “Progress of Nations” Report, 1996 documents that deaths of 25.000
children every day from five causes for which we long ago discovered inexpensive
means of prevention or cure The dramatic increase in immunization is not a one-and-
for-all achievement but an effort that must be renewed with each generation of infants.
Every year immunization is saving the lives of over 3 million children- but complete
coverage with the vaccines already available would save 2 millions more
Approximately 13 million children die every year in the developing world. Many of

these deaths can be prevented by ensuring children are immunized (UNICEF, 1995)

According to the World’s Declaration on the Survival, Protection and Development of
Children, preventable childhood diseases- such as measles, polio, tetanus, tuberculosis,
whooping cough and diphtheria, against which there are effective vaccines, and
diarrhoeal diseases, pneumoma and other acute respiratorv infections that can be
prevented or effectively treated through relatively low-cost remedies- are currently
responsible for the great majority of the world’s 14 million deaths of children under 3
and disability of millions more every year. Effective action can and.must be taken to
combat these diseases by strengthening primary health care and basic health services in

all countries (United Nations, 1990)

Activities to eradicate polio opens the road for eradication of other illnesses.
Eradication of measles is the second goal for many countries  This is because measles
kills between one to two million children each vear and disables manv more millions.
There is another challenge. It is pneumonia that kills more than three million children

each year. It is considered the major killer for the world’s children  (Bax et al, 1990)

Immunization protects against several dangerous diseases. A child who is not

immunized is more likely to become undernourished. to become disabied, and to die
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Immunization is urgent. All immunizations should be completed in the first year of the
child’s life. If the child with a case of mild illness or malnutrition is brought for
immunization, health workers may advise against the injections. This is wrong advice.
It is safe to immunize a sick child. It is now known that it is safe to immunize a chiid

who is suffering from a minor illness or malnutrition. (UNICEF. 1995)

» A Momentum has been building up behind a great change for children...a momentum

not based on the shifting sands of sentimentality towards children. but a momentum of
practical achievement. The war on the age-old-diseases of childhood, the common
diseases that kill and maim so many of the world’s children, is in the process of being
won. Immunization levels have lifted from 20 per cent in the mid-1980s to 80 percent
today. This is one of the great public health achievements of this or anv other century”

UNICEF Executive Director James P. Grant. (UNICEE. 1994)

According to the World Health Organization), establishing sustainable immunization
programs with primary health care is a critical element in protecting child health. and
promoting child survival. (WHO. ICPD. 1994)

Expanded programs on immunization (EPI) are well established in ali countries, a fact
reflected in the region’s dramatic drop in child mortality rates. “National Immunization
Day’ (NID) campaigns, many including multiple-vaccination coverage. have been

successfully launched across the region. (Sulivan. 1993)

Communication activities in support of EPI (Extended Program for Immunization) have
often focused on creating consumer demand. Mass media have helped mobilize
populations and rapidly increase coverage. But health communication can also address
complex issues of long-term sustainability, hard-to-reach groups. and certain negative
repercussions of high rates (such as diminishing concerns about the serious of disease)
Many countries are now reporting data which indicate high access to immunization
services (good BCG, DPT1, and OPV1 rates) but lower complete coverage. due to drop-
outs. Drop-outs reflect a problem in one or both of two areas. service barriers(such as

missed opportunities to vaccinate). and consumer barriers (such as lack of correct
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information, fear of side effects, competing belief systems). In these cases
communication has a role to play, Communication offers practical strategies for
reducing both service and consumer barriers to complete coverage and for sustaining
appropriate immunization behavior among groups over the long term. Experience has
proved that communication strategies work in achieving substantial increases in
immunization coverage.  This will occur when the message 1s focused. everv
opportunity for vaccination is caught by health workers and integration of
communication efforts in support of routine service delivery. The mass media -
especially radio and television- can disseminate standard messages rapidly. They can
motivate and reinforce behavior over the long term. The can give legitimacy to
practices and mobilize support among policy makers. Print materials can be tailored to
specific  groups- even the illiterate- and provide detailed information that can be

referred to over time. (EPI Update. 1991)

Interpersonal channels give credibility to messages and can motivate both individuals
and groups. Finally we should always consider the power of combining channels to
reinforce messages in different ways and the use of any channel is advisable only to the
extent that quality control and cost are also sustainable A quality service delivery
system is the foundation for sustaining EPI coverage Vaccine shortage. high missed
opportunity rates, unmotivated health care workers, and minimal interaction between
clients and providers can undermine hard-won-gains. Communication can contribute to
reducing many-although not all-of these barriers Strengthening health care staff
communication skills will ensure higher coverage rates in the short term and make

health clinics more supportive places over the long term (EP! Update. 1991)

Bax et al (1990), believe that without immunization. an average of three out of every
hundred children born will die from measles  Another two will die from whooping
cough  One more will die from tetanus And out of every two hundred children, one
will be disabled with polio. Children can be protected against these diseases by
vaccines. But even when the service is available, many of the infants who need it are

not brought for the full course of immunizations
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Control of Diarrhoeal Diseases:
According to Bax et al (1990), diarrhea can be prevented by breastfeeding. bv
immunizing all children against measles, by using latrines. by keeping food and water

clean, and by washing hands before touching food.

Diarrhea is a major cause of short-term growth faltering in children of the developing
world.  If catch-up weight gain is delayed by inadequate dietary intake. or further bouts
of diarrhea, progressive growth failure occurs. Hoare, S et al. suggest that vigorous and
early feeding with a high-energy-protein supplement should be central to the
management of malnourished children with acute diarrhoea in developing countries. and
may be as important as control of diarrhoea in preventing malnutrition and growth
failure. This may be achieved in the community using locally availabie foods. in the

face of continuing diarrhea. (Hoare et al. 1996)

In a study conducted by Dewey et al (1995). the incidence of diarrhoeal iliness among
breastfeeding infants was half that of formula fed infants Thev believe that the
reduction in morbidity associated with breast-feeding is of sufficient magnitude to be of

public health significance

Furthermore, Kaki et al (1995), have conducted a study to examine the relationship
between breastfeeding and immumty to intesunal infections The study revealed that
breastfed children tended to have shorter duration of diarrhoea than either mixed fed or

bottle fed infants.

Brown and Bently (1989), have studied the dietary management of diarthea Thev
found out that chronic childhood malnutnition was a common problem beginning
relatively early in life, around the time of weaning Despite the high rate of adequate
duration of breastfeeding, other liquids were added to the infant diet unnecessarilv early
20 % of infants less than one month of age received other liquids in addition to breast
milk, increasing to approximately 80% at five months of age, infants in urban were
more likely to receive these other liquids A majority of infants began to receive solid

foods by five month of age and almost all infants were receiving solids by nine months
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In general, breastfeeding practices and introduction of weaning foods were consistent
with international recommendations. They recommend that additional effort is needed
to promote exclusive breastfeeding during the early months of life in order to avoid the
increased risk of diarrhea imposed by unnecessary complementary liquids and other
foods. Based on the research done in other developing countries, the most appropriate
intervention for dietary management of diarrhoea is the development and promotion ofa
nutritionally enhanced weaning food suited for use during diarrhea. This food should
have adequate energy, and nutrient density to treat diarrhea  Dissemination of
information about these recipes using mass media like television and radio as well as
face-to-face demonstration in community programs and rural marketplaces. In addition.
training of health professionals to promote the weaning food is crucial. (Brown and

Bently, 1989)

Children of Egypt report, (1987) indicated that the needs of children can be met within a

few years because of the following achievements:

e The successes achieved in the control of diarrhoeal disease.

e The current fast rate of coverage of immunization against childhood diseases.

e The substantial progress made in providing safe drinking water to settlements in the
rural interior.

e The effective training up of a large number of traditional birth attendants

e The promising results of the experimental project in controlling schistosomiasis. and

e The firm beginning made in enhancing the capacity of rural women leaders - in each

of which UNICEF 1s a keen partner. (UNICEF, 1987)

FAMILY PLANNING AND REPRODUCTIVE HEALTH :

Toubia et al (1994), defines reproductive health as follows: A condition in which the
reproductive process is accomplished in a state of complete physical. mental and social
well-being and is not merely the absence of disease or disorders of the reproductive
process.  Reproductive health, therefore, implies that people have the ability to
reproduce and to regulate their fertility. It further implies that, reproduction is carried
out to a successful outcome through infant and child survival. growth and health

development. It finally implies that, women can go safely through pregnancy and
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childbirth, that fertility regulation can be achieved without health hazards and that

people are safe in having sex. (Toubia et al. 1994)

Younis, N. et al, in one of the Population Council s policy series on reproductive health.
1994, have stated that this definition should include safe pregnancy and motherhood as

important elements of reproductive health. (Younis et al. 1994)

Although in many parts of the developing world, poverty and high fertility go hand in
hand, this is not the case for several countries in the middles east. The countries in
which fertility has fallen most significantly, Egypt. Tunisia, and Turkey. are among the
poor and middle income countries. Conversely, high total fertility rates are found in
several of the wealthiest countries, including Oman, Saudi Arabia. and the UAE

(Jacobson, 1994)

Reproductive health affects, and is affected by. other aspects of health. particularly
nutrition, health during infancy, childhood, and adolescence. lifestvie and environment

(WHO, ICPD, 1994)

According to the “Children by choice not chance”. provision of effective reproductive
health benefits the health of women and their children immediately and reduces the
number of women and children who die in child birth and early infancy. It enables
people, particularly women, to take more control over their lives It helps slow down
population growth, which contributes to sustainable development. Finally. 1t helps

families improve their quality of life. (Overseas Development Administration. 1991)

Part of broadening a woman's reproductive choices is ensuring that health system can
offer good quality care covering a wide range of family planning methods. Evaluating
needs and services before introducing new technologies can help prevent inappropriate
method use. Proper training, follow-up and other procedures should be included in the

effort to introduce a new method. (Abou-Zahr, 1995)
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Inadequate education among the poor means less awareness of family planning methods
and benefits. Poverty discourages any kind of planning, including family planning, as it
undermines confidence in the future. The low status of women, associated with
poverty, means women are often uneducated, and have no power to control their

fertility. (UNICEF, ICPD 19%4)

According to Moreland et al (1996), a reproductive revolution seems to be under way n
Egypt. This is reflected in the total fertility rate’s marked decline from 5.3 live births in
1979 to 3.9 in 1990-92; in the near-doubling of the contraceptive prevalence rate from
24 percent in 1980 to 47 percent in 1992;in the distinct decrease (about 38%) in the
proportions married in the young age group, (15-19 years); and in the decline n
duration of breastfeeding by about 22 percent during the same period. Further efforts
are needed to raise contraceptive prevalence by implementing appropriate policy
measures. measures to strengthen family planning programs through better availability,
accessibility, and quality of family planning services are essential In addition
community leaders, especially religious leaders, can be instrumental by legitimizing

contraceptive fertility regulation. (Moreland et al. 1996)

Finally, Maine (1997), comments that family planning programs are designed to
increase access to and use of health services This increased access is then intended to
facilitate changes in reproductive behavior The changes in reproductive behavior may
then reduce maternal mortality via two pathways (1) by reducing the number of
pregnancies and thus reducing women's exposure to the risk of maternal mortality. and
(2) by reducing the proportion of pregnancies that are high risk and. consequently. the

number that result in obstetric complications

Family Planning:
Sheer population growth threatens all the goals of sustainable development Health and
quality of life are being undermined worldwide by adverse demographic dvnamics.

especially where the issue of reproductive health is not being properly addressed
(WHO, ICPD, 1994)
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According to “The Progress of Nations Report”, published by UNICEF in 1994, at least
one pregnancy in five in developing countries is unplanned and unwanted. Nearly a
third of pregnancy-related deaths could be averted if all the women who say they do not

want any more children could avoid becoming pregnant. (UNICEF. 1994)

Brauce et al (1995), believe that women’s lack of control over their own sexuality and
fertility remains one of the most threatening aspects of women's lives. Thev add that
estimates from less developed countries show that roughly 10 to 30 percent of all

children are born after their parents have reached their desired family size.

Access 1o reliable methods of family planning could halve the number of maternal
deaths and reduce by 30% the under-five child mortality related to pregnancies that are

too early, too late or too close together. (UNICEF. 199%6)

Safe contraception contributes to good health: when women avoid unwanted pregnancy.
they avoid the risks of childbearing or abortion While family planning programs
should not be treated as a substitute for urgently needed improvements in delivery care.
reducing the number of pregnancies that women have in their lifetimes also
substantially reduces the nisk of maternal mortality and morbidity. particularly where
fertility rate are high and health facilities are poor or unavailable Many women are

having their children closer together than they wish (McCauley et al. 1994)

Brace et al (1995). believes that. whatever the reason a baby is unwanted. he or she is
likely to start life at a disadvantage, either because the parents are not psvchologically
prepared for the responsibility of childbearing or because family resources are

inadequate to meet the baby's needs

Family planning programs should focus solelv on reducing unwanted fertility by
helping individuals meet their own reproductive goals in a safe and ethical manner

(Population Briefs, 1995)
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In the Arab world, the majority of women marry at a young age and experience high
levels of fertility. Moreover, many of these women live in poor socio-economic

environments and do not have access to quality health services. (Zurayk. 1994)

According to Ramaligaswami (1988), there is still massive unmet demand for safe and
effective contraceptives and for reproductive health services, including safe

motherhood.

Large family size is often associated with early childbearing and short intervals
between births. Children born in rapid succession have poorer health and nutritional
status than children born after a longer postpartum interval. Mortality rates are higher
among those children who are likely to have low birth weight and to be prematureliyv
weaned from breastfeeding. The risk of death for young children is increased bv about

50% if the space between births 1s less than two years. (Brauce. et al. 1993)

The impact of high fertility on the welfare of children in large families in discernible
and potentially damaging. Children who grow up with many siblings are increasinglyv at
a disadvantage because they are least likely to benefit from new opportunities in
modernizing societies. These children may be adversely affected by resource dilution
and diminished access to public resources, such as health care and education On the
other hand, not all children in large families are disadvantaged. of course. but children
with the best prospects, statisticallv speaking. are those with few siblings  Such
children are more likely to be wanted. to be granted access to public resources and to

receive equitable treatment in relation to their siblings. (Population Briefs. 1995)

Robey et al (1993), indicated that recent findings support that provision of birth-control
methods has the greatest direct influence on fertility rates. Moreover, the data confirm
earlier observations that better-educated women are more likelv to practice some form
of contraception than are women with little or no education. Women in urban areas are
more likely to use contraception than are women living in rural parts of the country.

Women in cities tend to be better informed than their rural counterparts and are more
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exposed to contemporary attitudes, including desire for smaller families. Family

planning services are more readily available in cities. (Robey et al, 1993)

Frequent and close pregnancies put the mother and her children at nsk. First, the
mother who experience such frequent and close pregnancies is more liable to:

1- Increased possibility for miscarriage and pre-term labor.

2- Increase prevalence of anemia.

3- Calcium deficiency.

4- Increase maternal mortality and morbidity.

5- Psychological, social and economic drawbacks. These are mainly due to putting the
mother under both physical and psychological overload which affects her social

function as mother and a wife. It also affects her career if she is studving or

working. (Y A3« o)

For the child, the most important effects of frequent and close pregnancies are

1- Increase possibility of prematures.

2- Small for birth pregnancy outcomes; where the child is born under-weight compared
to gestational period.

3- Failure or shortened breastfeeding due to mother exhaustion. calcium deficiency and
the load of the new pregnancy. Failure of breastfeeding will ultimateiv make the
baby more vulnerable for diarrhea, low immune svstem and low calcium

4- Low level of intelligence in children of large families and the fifth child compared 1o
the first of the same family.

5- Less care for the child with subsequent possibilities of high morbidity and mortality

(v aad ol

Moreland et al, (1996) reports that infant morality is influencing the rate of
contraceptive prevalence. Measures to reduce deaths among infants less than one vear
of age, are needed. In addition IEC programs. better availability and accessibility of

health services, oral rehydration program, immunizations and vaccination programs
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According to Ramaligaswami, (1988), no study as yet has shown any of the accepted
contraceptive methods to be harmful to nursing infants, but a contraceptive containing
estrogen , as the Pill, may reduce breastmilk output and is not the preferred method. For
this reason, the mini-Pill (progestin only) may be the best alternative for women who

prefer the Pill.

Robey et al (1994), documented family planning lessons and challenges. They
concludes that over the last 30 years, family planning programs have helped millions of
people to have the smaller families they wanted. As programs have learned how to
meet people’s needs, contraceptive use has spread rapidly. What makes a family
planning program work? Population Reports has identified 10 key lessons; these are:
1- Family Planning Demand.
Family planning programs succeed because they respond to people’s needs.
2- Contraceptive Access:
The easier the contraceptives and services are to obtain, the more likely people are to
use them.
3- Choice of Contraceptive Method.
Offering a range of contraceptive methods provides more choices and attracts more
clients. Each contraceptive method has advantages and disadvantages No single
method is appropriate for everybody.  The more methods offered, the more likely
that each client will find a satisfactory one and that clients will be able to shift to
new methods as their circumstances change.
4- Client-centered quality:
The higher the quality of family planning services, the more likely people are to use
them.  From client’s point of view, not only the technical quality of services is
important but also are other aspects, including privacy and confidentiality, competent
counseling, friendly personnel, and the opportunity to make an informed choice
about contraception. “The best and most effective publicity any program can achieve
is that which flows by word of mouth™
5- Communication:
Communication improves use of family planning by creating awareness, increasing

knowledge, building approval, and encouraging healthy behavior. Information,
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education and communication (IEC) activities bring people and family planning
programs together. Communication activities give people the information they need
to make informed choices about using and continuing to use contraception and about
other aspects of reproductive heaith. Interpersonal communication. whether among
family members and friends or between service providers and clients. play an
important role in people’s decisions about family planning, helping people decide
whether, when, which method, and how to use family planning.

6- Well-Trained Provider:
Motivated, well-trained providers deliver family planning services better Family
planning programs that train their staff well are better equipped to meet the needs of
their clients.  Technical training in clinical procedures and knowledge of
contraceptive technology are fundamental to safe and accessible delivery of family
planning services. Training in interpersonal communication also is essential to the
quality of services.

7- Program Leadership and Strategic Management:
In successful programs strong leadership and strategic management define goals.
attract resources, build support, overcome obstacles. and adapt to change

8- Research and Evaluation:
Family planning programs that analyze their performance improve their
performance. While a range of effective methods is currently available. more people
could meet their changing needs through their reproductive lives if even more
methods were developed

9- Political Commitment

Political commitment supports and strengthens family planning programs.

10-Financial resources:

Well funded family planning programs accomplish more and accomplish it

better.(Population Reports. 1994)

The Family Planning Services Division of the Office of Population. USAID. has
identified five stages of growth of family planning programs These stages are
classified by prevalence of modern contraceptive methods. These are. Emergent.

where prevalence of modern contraceptive use is below 8% of married women of
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reproductive age; launch, where modern method prevalence is 8% to 15%; growth, at
16% to 34%,; consolidation, at 35% to 49%; and Mature, where at least 50% of

couples use modern contraceptive methods. (Robey. et al 1994)

Cleavland and Janowitz (1992), believe that breastfeeding is the oldest contraceptive.
yet it is not generally recognized or promoted by family planning providers as an
effective means of family planning. They add that. side effects of contraceptives can
have a significant influence on the decision to continue their use Health care providers
should be prepared to offer advice on management of contraceptive side effects or to

offer other contraceptive alternatives.

Bertrand (1990) believes that post-partum programs are targeted to women at a point
when they are already in contact with health professionals and when their motivation for
pregnancy avoidance is theoretically high. With the increasing importance focused on
quality of care in FP service delivery, Operations Research projects have also addressed
this issue. One of the main elements in quality of care is the counseling which clients
receive. One study of counseling for provider-dependent contraceptive methods in the
Dominican Republic (1988-89) tested the relative effectiveness of different counseling
approaches. The results indicated that giving “information alone™ (showing a video and
asking if there are any questions) was the least effective method (and least expensive)

(Bertrand, 1990)

According to Robey, et al, (1993), the developing world is undergoing a reproductive
revolution  Throughout the Third World. women differing vastiv in culture. politics
and social and economic status have started to desire smaller families Birth rates have
declined by one third since the mid-1960s women formeriv had six children on
average, but today they have four Developing countries appear to have benefited from
the growing influence and scope of family planning programs. from new contraceptive

technologies and from the educational power of mass media
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John, (1995) of the Population Council in New York City, believes that there are four

major direct influences on fertility, these are:

1-The use of effective contraception.

2-The age at which women first marry.

3-The length of time after childbirth that a woman cannot conceive (because of
breastfeeding or sexual abstinence).

4- The use of abortion. (John. 1995)

A country’s contraceptive prevalence rate- the percentage of married women of
reproductive age who use any method of contraception- largelv determines its total
fertility rate. Indeed, the data reveal that differences in contraceptive prevalence explain
about 90 percent of the variation in fertility rates As access to newer forms of
contraception has spread in the Third World. Couples have become less likely to
depend on traditional methods such as periodic abstinence (the rhythm method) and
withdrawal.  As contraceptive methods such as the pill, IUDs, injectables and
sterilization have been developed, governments and donor agencies have helped
developing countries establish family-planning programs and provide contraception
These services have sought clients and have removed or lowered many of the economic

barriers to health care and to the availability of contraception (Robev et al. 1993)

Cleavland and Janowitz (1992), suggest that “Norplant™ is an ideal method fora
country such as Egypt. in which childbearing begins eariv and women face manv vears
at the end of their reproductive lives in which thev want no more children Women
ready to stop childbearing may have up to ten vears in which thev require contraception
In addition, they dispute the notion that “development is the best contraceptive™. a
phrase that originated at the 1974 World Population Conterence in Bucharest The
authors review of recent data suggests that although development and soctal change
create conditions that encourage smaller family size. contraceptives are the best

contraceptive.

They add that “ As the demographic data indicate, dramatic trends in family planning

have emerged in deveioping countries. It would be unfortunate if the family planning
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programs and the funding sources that support them failed to respond to the stunning
changes in reproductive attitudes that have been observed in many third world

countries. Developed nations must make a substantial philosophical and financial
commitment to meeting such needs. Otherwise the reproductive revolution may be

stymied.

They finally conclude that the pace at which fertility will keep decreasing is likely to
depend on three interrelated factors: how fast societies develop, how quickly new norms
concerning small families and the use of family planning are accepted. and. perhaps
most important, how well public programs and private suppliers can meet the need for

contraception. (Cleavland and Janowitz, 1992)

Sherris et al (1985). have concluded that family planning programs have clearly
lowered fertility in a number of developing countries. Fertility has declined in most
countries where strong family planning programs operate with government support in

favorable social and economic settings.

They believe that the most important factors for family planning program success were

the following:

o The adequacy of supervision at all levels of a program

e The extent to which family planning staff carry out assigned tasks

e The availability and accessibility of services and supplies to current and potential
users.

o The extent of postpartum programs

e The extent that mass media are used for [EC

e The extent to which program managers use evaluation results to improve the

program. (Sherris et al. 1985)

In Egypt, Nassar et al, (1993) found out that family planning programs and child
spacing were found positively correlated with the nutrition status of children. Birth
intervals appear to have a significant influence on the health status of mothers and their

children. The avoidance of higher order births, beside other factors, are needed as a
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means of reducing infant and child mortality. In Egypt, it was argued that short birth
intervals; particularly those less than two years was positively associated with higher
rates of both morbidity and mortality among women and their children. It is believed
that the differences in the nutrition and health status of mothers awareness of birth
spacing and birth intervals should be raised as one of the determinants for better heaith

and nutrition status of mothers and children.

Providing access to safe, affordable contraceptive services. which enable women to
determine the number and spacing of pregnancies, is one way to help improve the health

and status of women.

Nassar et al (1993) have found out that, at the international level. about one of every
five women who want to avoid a pregnancy is not using contraception. This is the
“unmet need”. Quality care can make an important contribution toward addressing
unmet needs, focus groups and other research show that women want and need

courtesy, respect, privacy, clear information and instruction regarding contraceptive use.

Spacing children at least two years apart can increase the health of the mother
significant, as well as the health of the child Hence. the postpartum period is an
extremely important time for contraceptive use. At this time women need to delav their
next pregnancy. and almost all women want to do that. but theyv often cannot discus

family planning with their husbands. {Nassar et al. 1993)

The “Family Health International” has indicated in 1994, that it is important to provide
information about contraceptive options during the prenatal period. so that a woman
will not have to make a rushed decision immediately after giving birth Involving
husbands can also help, since that gives women a chance to discuss familv planning

with their spouses. (FHLI. 1994)

Male involvement with family planning is one way to help meet the reproductive health
needs of women. Changing men’s attitudes toward women's use of contraceptives will

take even more commitment because of strong cultural obstacles In the developing

Literature Review Mother & Infant Health. a General Perspective



world, some family planning programs and economic development programs are
working together to link contraceptive services with broader efforts to improve health,
education and employment. Programs that combine family planing and development
seek to address some of the underlying causes of high fertility, such as poverty.
women’s low social status and low survival rates of their children. Since the 1980s,
development efforts to promote family planning did not take into account other areas of

women’s lives, such as education, work, income, or health care. (FHI, 1994)

Quality reproductive health services are key right for women. Services should include
safe contraception; prenatal, maternity and postpartum care. Being responsive to
women’s overall reproductive health needs is the best way to ensure proper use of all
contraceptive methods.  Long acting contraceptive methods including intrauterine
devices (IUDs), Norplant and sterilization, are among the most effective. convenient
methods available for preventing unwanted pregnancy Theyv require hittle or no effon
on the part of the user after initial service delivery, which should be done by trained

health-care providers. (FHI. 1994)

According to Rinehart et al (1995) in the next few vears millions of couples throughout
the world will be offered the choice of injectable contraceptives. Reassuring research
findings, approval of the 3-month injectable in the US. and the introduction of new
monthly injectables promise wider access Whether expanding services or offering
injectables for the first time, programs have a new opportunity and challenge to provide
good care that responds to their clients’ needs. Good counseling helps chients choose
and use contraceptives. What do clients need to know to make an informed choice and
to use the method successfully Service providers should get the proper training in

counseling to do this job efficiently (Rinehart et al. 1995)

McCauley et al (1994) believe that family planning programs contribute most by
helping women prevent unwanted pregnancies. Well-designed. high-quality programs
can do even more by delivering services in ways that help women meet other needs as

well.  With the advice and involvement of the women thev serve. well-designed
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reproductive health programs can help women in a variety of ways to improve the

quality of life for themselves, their families, and their communities.

The World Fertility Survey (WFS) and Demographic and Health Surveys (DHS)
indicate that 90% of women who plan to become pregnant would like to space their
children at intervals longer than 24 months. More than one-third, however, have a

second birth within 24 months.

The reproductive decision-making process reflects tradition, religious belief. community
norms, family structure, household economics and the value of children, and access to
new ideas and innovations, all expressed in peoples’ attitudes and opinions. (McCauley.

et al 1994)

Past efforts to curb rapid population growth focused almost exclusively on family
planning.  This approach is necessary but not sufficient for stabilizing population. A
substantially ~broadened approach to population policy that emphasizes social
investments (for example. in health care. education, and poverty reduction) is needed to
avert the potentially damaging consequences of continued population growth Such
policies will improve human lives in the short term run. while promoting a better

balance of population and resources in the long run. (Population Briefs. 1995)

The Role of IEC Activities in Family Planning:

All couples should have access to information on the importance of responsible
planning of family size and the manyv advantages of child spacing to avoid pregnancies
that are too early, too late. too many or too frequent Prenatal care. clean delivery.
access to referral facilities in complicated cases. tetanus toxoid vaccination and
prevention of anaemia and other nutritional deficienctes during pregnancy are other
important interventions to ensure safe motherhood and a healthy start in life for the
newborn. There is an added benefit to promoting maternal and child health programs

and family planning together in that. acting svnergistically, these activities heip
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accelerate the reduction of both maternal and fertility rates, and contribute more to
lowering rates of population growth than either type of activity alone. (United Nations,

1990)

An effective family planning program has appropriate management and decentralized
administration and makes contraceptives widely available. The role of Information,
education and communication (IEC) is essential, integration of family planning services
with maternal and child health and other services, and postpartum education and
service delivery efforts. Communicators should know that it is not yet widely known
that birth spacing is one of the most powerful ways to improving the health of women
and children. (UNICEF. 1989)

IEC campaigns, if they are backed up by good service delivery and good management
among other factors, contribute to program success. [EC activities that use mass media
to convey appropriate messages can be especially useful, largely because they reach so
many people. They tend to have a legitimizing effect if people have doubts about
family planning Also, messages for the mass media are more likely to be developed by
professionals who have the technical and communication expertise to prepare and
present effective messages. Family planning programs work best when they provide
people with full information and a choice of services in a climate of respect.
Government goals and projections may be an important part of national development
planning. But setting targets for contraceptive “acceptors’ is not the road to family
planning success. Rather, if people are given the opportunity, they choose family

planning when it meets their needs. (Shernis et al. 1985)

The mass media can promote the image that women are competent in whatever they
choose to do, whether they are strong mothers in the village or glamorous urban
entrepreneurs. Mass-media messages influence behavior, as family planning

communication efforts around the world have demonstrated. (Sherris et al, 19895)

Werner and Bower (1987) believe that, those who promote population control often do

not inform people adequately about the risks, while those who oppose population
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control often exaggerate the risks. They adds; Family planning is far more likely 1o be

successful when both parents make the decision together and share the responsibility.

Piotrow et al (1994) suggest that organizations or groups interested in designing family
planning policies, strategies and programs should support and enhance the use of
interpersonal communication channels. Face-to-face communication can be
enormously powerful and uniquely persuasive. Because interpersonal communication is
two way, it provides immediate feedback and responds to people’s individual concerns,
questions, and needs. In fact, interpersonal communication epitomizes the
communication ideals of participation and interaction.  Effective interpersonal
communication can be depicted by mass media. For example. a television or radio
drama may portray a couple discussing family size or a health care provider counseling
a client. Family planning programs should stress counseling to help clients make
informed choices about family planning as a key component of quality services Clinic
design, client flow, management information systems and other program components

should be designed to support private and confidential counseling. (Piotrow. et al.1994)

In addition, they believe that family planning programs should link mass media with
family planning services by, for example, using the mass media to enhance the image of

health care providers or to promote specific service sites (Piotrow. et al.1994)

Furthermore, Zimmerman,et al (1989) document that mass media. such as radio and
television, have been successfully used in some areas. Traditional folk media. including
puppet show, theater, and songs, are also valuable However. while these techniques
can augment and reinforce interpersonal communication. none of these can replace the
interactive learning possibilities afforded by face-to-face communication Carefullv
designed print materials can be used to support interaction between health workers and
clients, hence, these materials may be called “support materials” As informational
materials are prepared repeated interaction with representatives of the target audience is
undertaken to ensure that the materials produced are accurate. well understood. and

responsive to the audience’s needs and concerns. (Zimmerman et al 1989)
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They suggests the following criteria for evaluating existing materials:
* Ease of understanding.

* Appropriateness of reading level.

* Acceptability.

* Quality of illustrations.

* Technical accuracy; and

*Cultural sensitivity. (Zimmerman, et al 1989)

Robery et al (1994) conclude that, to make an informed choice. clients need accurate.
clear, unbiased, and useful information and advice about reproduction, family planning,
and correct use of contraceptive methods. Family planning programs provide
information in many different ways, including the broadcast media, print materials, and
videos, as well as person-to-person discussion.  Mass-media and interpersonal
communication play complementary roles in ensuring that clients can make an informed
choice. In developing countries, communication campaigns have helped to promote
discussion of family planning, increase clinic visits, and raise levels of contraceptive

use.

They confirm that widespread communication and the influence of mass media in
developing countries have accelerated the diffusion of novel ideas about family
planning in both urban and rural environments. In conclusion. family planning holds
promise because so many women want to control their fertility. Large numbers of
women are entering their reproductive years, and more of them want family planning.
Thus family planning providers face a challenge: In developing countries family
planning must reach 50% more couples during the 1990s just to halt world population
growth at 12 billion. As part of a broad range of actions, slowing population growth -by
preventing unwanted pregnancies- can contribute to the health of the environment and
efforts to raise standards of living- not just for now but also for generations to come
(Robery et al, 1994)

Every year’s delay in further reducing birthrates translates into millions of new babies-

who grow up to become parents themselves. This is the decade in which the world, to
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achieve a better balance between human numbers and exploitation of natural resources-
in other words, must begin practicing sustainable development. Because population
growth aggravates many environmental problems, helping and supporting women and
men who want to control their fertility can contribute to progress in various
environmental sectors. Slowing population growth by reducing fertility can reduce stress
on the environment. Population growth can be slowed substantially by making high-
quality, client-oriented services widely known and widely available on a voluntary basis

(Robery et al, 1994)

They finally state that to reduce population growth, a number of social programs are

necessary, all fully justified by their direct benefits to their clients Thev include:

e Making family planning available to all who want it and support women who use
family planning so that they can choose the number and the timing of births.

e Encouraging later marriage and childbearing, which benefits women's health. can
open up opportunities to women for more education and paid work. and also reduces
family size and lengthen the time between generations;

e Encouraging breastfeeding, which not only promotes infant health but also can
lengthen the interval between pregnancies.

o Improving women'’s status and opportunities for education and emplovment. (Robery.

et al, 1994)

According to Assad (1995), up to the mid 1960’s, the Middle East and North Africa
region had the world’s highest fertility rate among developing regions. but since then.
the average fertility rate in the region has been falling more rapidlv than in either Africa

or South Aria.

Johnson (1995) adds that over the past two decades, understanding has increased of the
relationship among population, the environment. and sustainable economic
development  This better understanding has led to a focus of attention upon human

development and reproductive health, especially women's heaith and status
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The Role of The Community and Community Workers:

At present, there is great interest in community-based health programs. One reason is
that experience has shown that the success of health programs often depends on
community involvement. Another reason is the growing concern with the cost of health
programs. Community participation has long been recognized as a effective means of
helping rural and urban people focus energy and mobilize resources to solve their
health, environmental and economic problems. When people from the community
organize, plan, share tasks with professionals, contnbute financially to projects or
programs, and help make decisions about activities that affect their lives, programs are
more likely to achieve their objectives. By involving the community in promoting the
family planning program, managers will gain greater support from the community and
will find that the community takes more responsibility for making sure the program
achieves its objectives. In addition, because practicing family planning frequently
means that people need to make behavioral changes, involving community members in
the family planning program can make these behavioral changes more acceptable and

consistent with community norms (The Family Planning Manager. 1994)

According to Cleavland and Janowitz (1992). in Egypt. the National Population Council
(NPC) operates a cadre of female community workers. called Raidat Riefiat. who reside
in their own communities and motivate local residents to accept family planning. The
NPC is concerned about the uneven performance among the Raidat Riefiat and is
looking at the effect of a new training system for Raidat Riefiat (female community
workers) on promoting family planning within the National Population Council

program.

The logic of the community-based basic services strategy is, in fact. derived from the
experience of developing countries themselves. The parent, particularly the mother, 1S
the child’s first and most dependable line of defense. The next is the local community
UNICEF advocacy as well as cooperation seeks to focus particularly on services based
in the community itself, planned and supported by -and responsible to- the people of the
community. Community workers, after brief practical training, they return to their

communities to organize basic services and to help their neighbors learn new ways of
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doing things, the community supports them and participates in the activities. The
strategic focus on community-based services has particular relevance for the most cost-
effective and practicable means of saving children’s lives and protecting their health and
development. Several common priorities and possibilities have been identified
worldwide : reversing declining trends in breastfeeding particularly in urban areas :
improving weaning practices, monitoring growth to detect malnutrition and to intervene
before it becomes serious; universal use of oral rehydration to replace body fluids lost
during diarrhoea; and universal immunization of children against childhood diseases.

(UNICEF, 1987)

The time is now for Egypt to promote the community-based, decentralized,
professionally backed, and strongly state-supported approach to basic services for
children. This could link up the quick-yielding programs like diarrhoeal control and
immunization with a more patient strengthening of education. training and

communication to assist in meeting basic needs.

Community participation has long been recognized as an effective means of helping
rural and urban people focus energy and mobilize resources to solve their health.

environmental, and economic problems. (The Family Planning Manager. 1994)
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Chapter Two

The Egyptian Experience in Mother and Infant Care

Children are the most precious part of the nation’s life and the biggest promise for the
future. Their survival, development and protection are a basic responsibility of the

family, the community and the government. ( UNICEF 1988)

The Government of Egypt (GOE) has been committed to improving the health of
children as a priority following President Mubarak’s Declaration the (1989-1999)
decade would be the decade for the protection and development of the Egyptian child.
Following this declaration, the National Council for Childhood and Motherhood
(NCCM) was established by Presidential Decree in 1988 as the authority responsible for
proposing policies regarding children and mothers. The NCCM is co-chaired by the
Prime Minister and the First Lady. The counsel coordinates activities between
ministries implementing programs affecting children and mothers. In addition, the
health section of the GOE five-year plan for 1992-1997 enunciates policies and
strategies for a new Ministry of Health and Population (MOHP) orientation; in which
subsidized health care is targeted to those who can not pay The plan encourages
community participation in health Above all, maternal and child health (MCH) and
family planing are identified as priority areas. The Government of Egypt is taking rapid
strides towards saving children’s lives by promoting, successfully and simultaneously

several national primary health care interventions for children. (UNICEF, Cairo, 1996)

The World Summit for children was held in 1990 was blessed by a Presidential
Declaration which proceeded the World Summit Declaration by one vear. The
Presidential Declaration anticipated most of the decade goals set later by the World
Summit for Children convened in 1990 Egypt has achieved most of the mid-decade
goals (MDG) for children and women at the national level, and most of the others are on
track. However, in Upper Egypt, the country faces considerable challenges. Extra
efforts are needed in particular to achieve the goals of sanitation, female education and

family planning in many Governorates. (UNICEF, Cairo, 1996)
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In 1994, NCCM coordinated the review of Mid-Decade Goals (MDG) and helped
gather information on the situation of children and mothers in Egypt. With this early
commitment to the cause of the Egyptian children, it came as no surprise that Egypt
was one of the six initiators of the World Summit. Egypt was one of the first countries
to sign the World Summit Declaration (WSD) and also to ratify the Convention on the
Rights of Children (CRC) in 1990. From the recommendations of WSD, NCCM
developed a national ‘Program of Action’ which gave children priority in national
planning, and integrated it into the current five-year plan (1993-1997). Egypt adopted
all MDG set by the WSD plan of action with some modifications; the most relevant of
which are the addition of two goals, these are:

1-Improve services to combat ARI, which are responsible for nearly 30% of child

deaths in Egypt.
2-Promote family planning, since the Egyptian government gives high priority to the

problem of population growth. (UNICEF, Cairo, 1996)

Egypt has made good progress in many of the health and nutrition aspects of the MDG.
in 1984 only 30.0% of Egyptian children were fully immunized, with a marked
difference between children in urban areas (50.0%) and rural children (only 15.0%).
Immunization coverage now constitutes a major part of the public heaith Program in
Egypt. The Expanded Program for Immunization (EPI) succeeded in raising
immunizatvion levels very rapidly, and Egypt has now achieved universal child
immunization. proportion of children aged 12-23 months reported by mothers to have
been immunized reached over 90% in 1994. (UNICEF, Cairo, 1996)

The Presidential Declaration goal is to decrease infant morality to less than 50 per 1000
live births. Pneumonia is one of the two major causes of death among infants and
children in Egypt. In 1989 the proportion of deaths due to ARI was 29.0% for infants
and 36.0% for children under five. The Ministry of Health initiated an ARI control
Program in late 1987 as part of the Child Survival Project (CSP) established in
collaboration with USAID. Diarrhoeal disease is the other major killer of Egyptian
children. The MDG was set in conformity with the decade goal to halve deaths due to

diarrhea in children under five.
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One of the important MDG is to end and prevent free and low cost supplies of breast
milk substitutes in all hospitals and matemnity facilities. Overall breastfeeding rates in
Egypt approach 95%. However, according to the 1995 Demographic and Health Survey
(DHS), only 67.7 % of children under three months of age are exclusively breastfed.
This rate drops to just 24.1 % for 4-6 month old children. (UNICEF, Cairo, 1996)

Another important MDG is to ensure that all couples have access to information and
services to prevent pregnancies that are too early, too closely spaced, too late or too
many, and accordingly raise the ratio of couples using family planning methods from
37.0% in 1988 to more than 50.0%. However, the main constraint to increased
contraceptive use lies in the wide discrepancy in use, especially in rural Upper Egypt
where the use rate is lowest. Poverty, low levels of education, and the persistence of
large family traditions, are some of the factors impeding the adoption of family planning
methods in this region. More efforts have to be concentrated in rural Upper Egypt to

raise contraception use rates. (UNICEF, Cairo, 1996)

The Ministry of Health and Population (MOHP) continues to retain “Health for all by
the year 2000” as the main health objective. The MOHP has a nationwide network of
more than 3,700 primary, secondary and tertiary health care facilities through which
maternal and child health services are provided. In addition, the MOHP controls and
regulates ihe work of all non-governmental health care organizations and facilities and
all service providers. In line of the above policies, the MOHP has developed national
programs to control diarrhea and acute respiratory infections and instituted an expanded
childhood immunization program. In addition, the MOHP set targets to eradicate
poliomyelitis and eliminate neonatal tetanus before the year 2000. Progress is being
made in these areas, with significantly reduction in neonatal tetanus. The MOHP is aiso
directing attention to improve maternal health through integrated reproductive health
programs as well as reducing neonatal mortality through improving the quality of care

given to newborn at home and in health facilities. (MACRO International, 1995)

According to UNICEF’s Report on the State of The Egyptian Children 1988, lessons

learned from previous projects are many, among which is the great success of five year
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campaign to promote Oral Rehydration Therapy (ORT). To sustain the success achieved
so far, the project is now integrated within the nation’s health system. (UNICEF,
1988)

The National Population Council established a “National Population Policy”. One of
the main objectives of which is to improve population characteristics through mother
and infant care. Procedures for achieving this objective are many; among which are:

1. Development of comprehensive plans for social and health care of children.

2. Improvement of the quality of mother and child care services with greater utilization
of special projects to increase overall demand for the services.especially in deprived
areas.

3. Promotion of effective procedures to raise health and reproduction awareness of
mothers in issues related to health of mother and child. (Ministry of Health & Family
Planning, 1995)

The current scope of population policy includes (1) family planning, (2) matenal and
child welfare, (3) women and development, (4) population information, education, and
communication (IEC), labor and employment, (6) youth, (7) environment, (8)
education, and (9) land use (Egypt National Population Council, 1991). (Ministry of
Health & Family Planning, 1995)

Infant and Child Health:

President Mubarak of Egypt declared the years 1989-1999 a Decade for the Protection
and Development of the Egyptian Child, to “ensure that children occupy the forefront of
our national plans for development”. This declaration was a pioneering initiative at the
international level. It aims to reduce child and maternal mortality rates. and give priornty

to child-related projects in general. (UNICEF, Cairo, 1996)

Infant and Child Mortality; Where are We Now:
According to the State of The Egyptian Children 1988, infant and child morality have
decreased substantially over the past three decades, but continue to be much higher than

hopped for, as is the pregnancy-related maternal mortality rate. While there is general
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agreement that these are unconscionably high, there is considerable controversy
concerning precise levels. Most of the research into mortality has focused on neonatal
(birth to one month) and infant mortality (up to the age of one year) and relatively better
attention has been paid to child mortality (1-4 years). While infant mortality has
received a lot of attention, information on child mortality in Egypt remains
underutilized. (CAPMAS & UNICEF, 1988)

Furthermore, infant mortality rate (IMR) for illiterate women was significantly higher
than the rate for literate women. Although the difference between literate women and
women who had completed basic education was not significant, the improvement
between those women who had completed basic education and those who had

completed secondary education was significant. (UNICEEF, Nov. 1989)

MOHP has identified the reasons behind high infant morality being:
1- Inadequate immunization coverage.
2- Low level of mother’s awareness.

3- Increased incidence of gastrointestinal and respiratory infections. (MOHP, 1995)

According to EDHS 1995, the current infant mortality rate is 63 deaths per 1.000 births,
and the neonatal mortality rate is 30 deaths per 1,000 births These data indicate that
more than three-quarters of early childhood deaths in Egypt take place before a child’s
first birthday. Although mortality in rural Upper Egypt is higher .at all ages than
mortality in rural Lower Egypt, the large differential in childhood mortality is
particularly noteworthy; the childhood mortality rate in rural Upper Egypt is 42 deaths
per 1,000 births, almost twice the rate in rural Lower Egypt (23 deaths per 1,000 births).
(MACRO International, 1995)

UNICEF’s study about “The Situation of The Egyptian Children in Upper Egypt”
indicated that in 1986, Upper Egypt has the highest infant mortality rate of any region.
According to the registered rate, the IMR in Upper Egypt is 50 0% higher than in lower
Egypt; according to the rates adjusted for under-registration of births and deaths, the
Upper Egypt rate is double that of Lower Egypt. Although regional infant mortality
rates have been falling since 1980, the rate has declined less in Upper Egypt than in

~3
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Lower Egypt. Regional infant mortality rates have been falling since 1980 by more
than 40.0% in some regions. It has declined by less than 30.0% in Upper Egypt: the
decline has been greatest in lower Egypt (47.0%), and smallest in Upper Egypt (27.0%).
(UNICEF, 1989)

According to Naguib & Lioyd (1994) infant and child mortality have declined
substantially since the 1970s. Despite the overall improvements in child health, some

areas lag behind - for example, low-income areas in urban centers, and rural Upper

Egypt.

Moreover, although declines in infant and child mortality were greater among female
children, a gender gap still exists in child mortality and possibly, infant mortality. In
addition, boys tend to receive higher-quality health care in the form of private providers

versus public providers than do girls. (El-Zanaty et al,, 1993)

With clear gender inequality between children Ahmed et al (1981) have indicated
through their study that in Egypt nearly 1/3 of female deaths can be attributed to a sex-
specific cause : lesser care of the female child. Nutritional status of female infants
tended to decline with an addition of daughters in the familv. “Boy preference”
contributes to infant mortality and to increased fertility and should therefore be a

common concern to both health and population planners. (Ahmed et al, 1981)

The Ministry of Health and Population developed “Maternal and Infant Care Strategy”.
This Strategy included proposed activities to decrease infant morality rates:
1- Increase quality of service for mothers and children.

2- Increase quality of services and facilities for prenatal care

3- Support IEC activities to promote immunization of pregnant women against tetanus.
4- Support IEC activities to promote breast feeding.

5- Provision and availability of high quality contraceptive methods.

6- Health education of mothers through interpersonal communication.

7- Increase immunization coverage for the six serious illnesses during childhood.

8- Increase programs for treatment of diarrhea and respiratory diseases. (MOHP, 1995)
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Breast Feeding, Current Practice and Potential for Improvement:

The CAPMAS studies found a tremendous impact of breast feeding on infant mortality.
Breast feeding remains the norm in Egypt, with more than 90.0% of all mothers
initiating lactation. For those who breast feed at all, 85.0% are still breastfeeding when
the child reaches six months of age, and about half at 18 months. This means, however,
that nearly 25 percent of Egyptian infants are not being breast fed by six months of age,
which has serious implications for growth and development. (CAPMAS, UNICEF
1988)

Hossain et al (1995) believe that recent data on the patterns and correlates of the timing
of breastfeeding initiation in newborns are scanty for many countries including Egypt.
They conducted a study to investigate the timing of breasfeeding initiation and its
correlates in a cohort of rural Egyptian infants. Their study revealed that. breastfeeding
initiation appears to be unduly delayed in the mother and infants, in the study group,
given that they were apparently healthy during the early post-partum period. Later
initiation of breasfeeding was associated with indiscriminate prelacteal feeding, earlier
termination of breastfeeding, and unwelcome supplementation practices. Their findings
emphasize the need to initiate and/or strengthen programs to promote appropriate

breastfeeding practices. (Hossain et al, 1995)

In the early 90’s the Ministry of Health in cooperation with WHO and UNICEF have

started implementing Breast Feeding Hospital Initiative (BFHI) which encourages and

supports exclusive breast feeding of infants for 4 to 6 months. Among these efforts the

Ministry of health published a booklet for mothers titled “Mother’s Guide For

Successful Breast Feeding”. This booklet supported mothers whether working or not

working to breastfeed their children. The booklet included several breast feeding

messages; among which are:

1 Mothers should breast feed her child on demand and never try to give him other
liquids, artificial milk or pacifiers.

2. When the country provides prenatal and postnatal care, thus will reflect on better
women’s health and accordingly better health for her baby As a result infant

mortality will decrease and family planning practice will increase
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3. When working women succeed to breastfeed her baby exclusively for 4-6 months,
and continue breastfeeding with supplementation for two years, she is a role model
for a mother and a productive citizen as well. (MOH, WHO & UNICEF, 1993)

Under the auspices of the Ministry of Health and UNICEF’s technical and finical
support, a "Knowledge Attitude and Practice” (KAP) study was conducted in Egypt in

1993. The study was conducted on health professionals and mothers of twelve hospitals

in order to identify the impact of traditional teaching, ongoing clinical practices,

affected by milk company marketing as well as community disbelieves on the natural

science of breastfeeding. This was necessary to direct the implementation of the Baby

Friendly Hospital Initiative (BFHI) that targets:

1-The adoption of the ten steps of WHO/UNICEF.

2-The empowerment of nursing mothers to exclusively breastfeed up to 4-6 months and
to continue breastfeeding with complementary feeding up to two years.

3-To help working mothers to exclusively breastfeed and favor labor legislation to
working breastfeeding mothers.

4-To ensure the implementation of the international code of breast milk substitutes.

(UNICEF, 1993)

K AP studies conducted in the 12 hospitals prior to BFHI implementation showed that:

1.The studies for health workers illustrated a clear deficiency in all ten steps except for
those involving rooming in (80.0%) and antenatal care (70.0%). The remaining steps
scored less than 60.0%. There was a significant lack in KAP towards management
of special care cases and difficulties with breastfeeding. KAP toward exclusive
breastfeeding in the first 4 months, and no use of bottles and pacifiers approached
20.0%.

2.The KAP studies conducted for mothers showed a significant lack of knowledge
towards the benefits of breastfeeding and the use of bottles, decoctions and
supplementary feeding before 4 months of age. Illiteracy rates were very high in
such mothers and most of them were non-working mothers.
(UNICEF, 1993)
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Ideally all maternity facilities should be able to comply with 80-100% of each of the 10

steps endorsed within the global criteria intended for baby friendly hospital certification.

In the survey study conducted for hospitals (maternity health facilities) for assessing

infant milk formula status in 40 hospitals in 4 Governorates prior to BFHI

implementation it was shown that:

1 Distribution of infant milk formula occurred in 35.0% of hospitals surveved from
local hospital pharmacy, company donations (as free samples) and from private
purchases.

2 Promotional activities for infant milk formulas was exercised in 35% of these
hospitals.

3 Bottles and teats were distributed by 12.5% of these hospitals.

4.No rules prohibiting the use of bottles or teats or pacifiers and no promotion to raise
awareness to the hazards of such items were present at all for bottles(100%) and for

infant milk formula (77.5%). (UNICEF, 1993)

Analysis of this KAP study, surveys and assessments indicated that at the Egyptian

maternity facilities there are three hard rock walls facing baby friendly success:

1 To make health staff communicate and counsel with mothers.

2 To make health staff aware of the hazards of bottle and marketing techniques of
infant milk formula companies.

3.To reach all pregnant and delivering mothers with adequate support and guidance.

Although health staff are aware of breastfeeding as the best alternative for feeding
infants yet they strongly believe there is no problem with breastfeeding promotion and
status.  As a result of lack of correct breastfeeding practices, breastfeeding continues to
suffer. Moreover, practices on bottle feeding continue to prevail and interfere with
successful breastfeeding.

(UNICEF, 1993)

In conclusion, to become a baby friendly nation we need to become mother friendly and

bottle unfriendly, a challenge that requires battles of confidence and perseverance.
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The KAP Research has shown that breastfeeding difficulties are mostly in the
postpartum, and postnatal periods up to the age of weaning (4-6 months). The
difficulties are overcome by adhering to the ten steps of WHO/UNICEF for successful
breastfeeding and become intensely critical if bottles, teats, supplemental drinks or food
are offered to the child at that age (0-4 months). It is vital to achieve an understanding
that the composition of breast milk and the changes that occur in its composition in that
period are physical synchronous with the neurological, immunological, physical and
emotional development of the child as the mother’s health, physical and mental well
being. Such physiological sequences can only be achieved by exclusive breastfeeding
up to 4-6 months and continue breastfeeding with complementary food up to 2 years or
more. This research encountered more than one problem in relation to successful breast
feeding, these are:
1-The most commonly elicited problems are scanty breast milk supply as well as
problem with nipples which are essentially the result of faulty practices.
2-Mothers’ anticipation for the causes of delaying the initiation of breasfeeding were
scanty colostrum followed by pain from Cesarean section and baby’s refusal to
breastfeed. The most commonly used prelacteal fluids are sweetened water followed
by glucose.
3-Mothers by nature seem to feed their babies on demand. However night feeding and

giving both breasts each feed is not the usual practice. (UNICEF, 1993)

It is concluded that, exclusive breast feeding in its literal meaning (according to
WHO/UNICEF) does not seem to exist in Egypt especially that some decoctions, are
considered necessary by health workers and are given for the relief of colic, to calm the
baby or as extra fluids during an acute respiratory tract infections (ARI) Yansoun,

Caraway, etc. are commonly used for these purposes in infants less than 4 months and
they are commonly prescribed by doctors. There is clear evidence of the poor
knowledge about the benefits related to the mother, child spacing and bonding.
Therefore, emphasis during educational campaigns on benefits of breastfeeding should
be highlighted. (UNICEF, 1993)
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In addition, the study noted poor mother’s knowledge about benefits of breastfeeding
together with the poor attitudes and practices related to exclusive breastfeeding and

weaning.

The KAP gave the following conclusions and recommendations:

1.Promotion of breastfeeding and proper weaning need protection of breastfeeding
from inappropriate marketed baby foods, bottles, teats and pacifiers and supporting
breastfeeding continuity requires full utilization of all available resources.

2.Assessment-reassessment and continuous monitoring through breastfeeding
indicators are necessary as the introduction, training and implementation of BFHI in
a hospital dose not mean a health facility is baby friendly.

3.Development of health education skills for improved mother/health staff
communication is necessary.

4. Encouragement of advocacy in promotional activities.

5.Expansion of MCH to reach out for pregnant mothers and reinforcement with
educational and audiovisual materials and media.

6.Ensure that all family planning clinics and centers are providing breastfeeding and
lactation management educational material.

7.Ensure that pediatric clinics, hospitals and inpatients are regularlv monitored using
indicators for assessing health facility of WHO/UNICEF June, 1992.

8. Utilization of mass media, including audiovisual, press and resource material for
education to reinforce the educational messages given within the health facility to

mothers.

It is concluded that BFHI had a significant effect on upgrading policy. training,
prohibition of prelacteals, bottles, pacifiers, infant milk formula promotional materials

and breast milk substitutes. (UNICEF, 1993)

"The Egyptian Society of Breast Milk Friends" have published a newsletter entitled

Lights “Al-Adwaa”. This newsletter is directed to both physicians and general public
for support and protection of breast feeding. In its second issue, the editor justifies the
values of such newsletter in the following words. “The newborns need the proper care,

nutrition, support and protection from iliness. Breast feeding provides all these needs
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and gives these children the best start on the life path. It is a natural procedure and is an
essential part of life mesh”. For successful and continuous breast feeding, the mother
needs effective support from her family, her community and health workers. Each of
these has a role to take.” This society believe in the International Code for protection
and support of breast feeding. They summarized their strategy for implementation of
this code in Egypt through the following;

1- Allowing mothers to have babies with them (rooming in).

2- Letting mothers put the baby to the breast soon after birth.

3- Helping mothers overcome problems.

4- Giving mothers correct information.

5- Eliminating routine bottle feeding.

6- Eliminating free samples of breast milk substitutes

7- Removing all advertising for breast milk substitutes, O SA 2 aal @1 o) sl Laas)

Dr. Essa stated that: The doctors’ responsibility for successful breastfeeding is a great
one  The doctor should help any lactating mother facing problems with patience. There
is a simple scientific solution for each difficulty in breastfeeding. This is only if the
doctor gives the mother enough time to explore the dimensions of the problem without
rushing to prescribe artificial milk He/she does not realize that this recommendation
will be followed by several problems for both mother and child. Problems that they not
need and eésily avoidable.  He also believes that, for a large number of mothers once
lactation is established and a pattern of feeding is set, there are no problems. In some,
however, as milk secretion increases, certain difficulties arise like breast engorgement,
sore nipples and others which with simple and timely advise are easily manageable
Once the process of lactation has been well-established, its maintenance will depend
upon the emotional and professional support the mother receives when she returns home
with her newbomn baby. Unfortunately, the tendency among health professionals in

recent times is to be passive Spectators and, at times, even active instigators of artificial

feeding. (933 a1 231 - sl Laas)
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In addition, breastfeeding is crucial to the prevention and case management of diarrhea.
Breast feeding contribute to the prevention of diarrhea by:

* Decreasing exposure to pathogens.

* Enhancing the infant’s immunological responses, including passive immunization.

* Contributing to positive nutritional status.

* Providing factors that protect the gut and assure approprniate flora.

Continued and intensified breastfeeding during a diarrhoeal episode helps to prevent

dehydration and in the presence of dehydration is an essentia] part of case management.

O ﬂAi.lg)AoJlP'YVQ‘JﬁGMNgA?)

Abul-Fadl, believes otherwise. She indicated that “It is evident from recent studies that
there is a peak age for the acquisition of the skill of weaning and like any other learning
skill if not learnt at the proper time we may have difficulties in acquiring it. Late
introduction of supplementary food (after 6 months) is not only a consequence of too
early and insufficient provision of supplementary food under unhygienic condition, but

perhaps of equal importance is the failure to stimulate the early acceptance of a varied

eating pattern during the weaning process. (VA% padt a¥1 g ool Laas)

According to the Egyptian Demographic and Health Survey (EDHS) of 1995,
Supplements other than plain water are introduced for many Egyptian children at an
early age. One in five children less than two months of age is given supplements other
than water, and the proportion receiving such supplements increases rapidly to 76%

among children 6-7 months of age. (MACRO International, 1995)

UNICEF Egypt has an excellent breastfeeding counseling material. It is a flip chart to
be used by health care providers in various health care facilities to protect, promote and
support breastfeeding. The flip  chart is produced in collaboration with the Egyptian
Ministry of Health and WHO The main purpose of this “Education and Counseling
Guide” is to encourage exclusive breast feeding until the sixth month and then
continued breast feeding for two years with supplementary food. It is advised that this
flip chart be used during:

1- Prenatal health education Sessions.
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2- Counseling individual women right after delivery.

3- Group counseling of mothers.

It is also advisable to encourage attendance of other members of the new mother’s
family with her so as to support her in undertaking correct practices.
(UNICEF, 1997)

The Child Survival Project has developed a mass media campaign strategy in 1995. To
address the communications needs of each component and the project as a whole, the
Child Survival project adopted a social marketing approach in the development of this
mass media campaign. Social marketing is “the application of marketing principles to
solving social problems”, in this case maternal child health problems. the objective of
this campaign was to motivate changes in behavior not just impart information. (MOH,

1995)

The campaign was planned with complete understanding that, to be effective, itis
critical to have a clear idea of the audience to whom messages are directed. Prionty
was given to group with the highest morbidity and mortality among infants and chiidren
less than five years old and in pregnant and nursing women Therefore. the CSP 1995
Mass Media Campaign has focused on the following target audience. Primary target
audience: married women of reproductive age (15-45) primarily, but exclusively from
rural communities. The secondary target audience included husbands of these women
as well as other relatives and neighbors. As this audience is typically characterized by
low literacy, but high television viewing the CSP 1995 mass media campaign has
focused on television and radio spots as well as two 15 minutes video programs for use
both on television and by health educators for community screening

(MOH, 1997)

“Health Nutntion Guide” is another guide that was also produced by UNICEF and
USAID but much earlier than the breast feeding promotion one, 1986. This guide was
produced mainly for nurses working in various heaith care facilities and who have the
mandate of providing health education for pregnant women in prenatal care clinics. It

provides guidance for counseling and teaching proper nutrition starting from early
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pregnancy and through breastfeeding and weaning of the newborn. It also gives the

nurse handy information on growth and nutrition monitoring of infants and how to take

good care of nutrition for the sick child. (YAA ((Salalalty

Wahba (1990) studied the sociocultural factors on immunization and Diarrhoea control
in Egyptian villages. She noted that by and large, breastfeeding is continued throughout
the first year of the baby’s life. Sometimes breastfeeding is terminated before one year,
and sometimes it continues to the end of the second year, even if the mother is pregnant

again.

In her study, she stated that, although solid foods are introduced to infants as early as

the fourth month, via little bites of various foods, the villagers seem to have no idea

what foods are needed by the child during the first three vears of life. Her study

concluded that, to encourage prolonged breastfeeding together with good supplementary

foods prepared by hygienic methods, private medical doctors, health unit doctors and

pharmacists should work together to create an awareness among mothers of the dangers

of bottle feeding. The promotion of hand-washing, especially after defecation and

before and after eating, is also essential. Finally, the hygienic disposal of excreta.

especially that of infants and young children, would tackle the problem of disease

transmission at source. In conclusion, Wabha, S settled several recommendations, the

most important of which are the following:

1. Breastfeeding should be promoted.

2 Bottle feeding should be discouraged, and replaced by a cup and spoon for weaning

3. Immunization in distant areas should be promoted

4 People should be taught home preparation of ORT (Oral Rehydration Therapy) and
its importance as treatment for diarrhoea.

5. Pictures should be provided with illustrative material as simple as possible to express
health education messages, such as fecal-oral contamination and the importance of

hand washing to prevent it. (Wahba , 1990)

According to the “Safe Motherhood and Child Spacing in Practice Primary health Units

Manual”, successful breastfeeding is a learned . Health providers need to increase their
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knowledge and experience in the art and technique of successful breast feeding.
Physicians working in primary health care units should be familiar with the problems
which might face birth spacing methods users and how to solve them with preservation
and support of breastfeeding. (MOH, 1993)

Infant and Child Immunization

The Egyptian Ministry of Health in collaboration with UNICEF and WHO have
developed “Vaccination Guide for Health Workers”. This guide follows the Expanded
Program for Immunization adopted by the World health Organization in 1974. It
includes child immunization against T.B. (BCG Vaccination), Diphtheria, Tetanus,
Pretties, (DPT Vaccine), Poliomyelitis (Sabin Vaccine) and Meases (Measles vaccine).
These six vaccines protect the Egyptian child against the six target diseases. In
addition, Viral Hepatitis B (HB  Vaccine) was introduced as one of the obligatory
vaccinations during the first year of the child’s life. The program also includes
vaccination of pregnant women with tetanus vaccine to protect both mothers and
newborns against tetanus. This vaccination protects all women of child-bearing age,

including pregnant women, against tetanus during and after labor. (MOH, 1992)

The Egyptian Ministry of Health has undertaken several immunization campaigns in the
last few years. These campaigns are usually country wide and are called National
Immunization Days. The aim of such campaigns is to support routine immunization by
provision of complete coverage of young children even if they were not immunized
before. These national immunization days are considered a crucial weapon to eradicate
polio from the countries that still suffer from this serious handicapping illness.
(MOH, 1992)

“The Situation of Children in Upper Egypt” published by UNICEF in 1989 stated thar
Although universal coverage has been almost achieved, immunization coverage for

every antigen is lower in Upper than in Lower Egypt (UNICEF, 1989)

In the last few years, many countries have succeeded in combating polio through

intensive immunization campaigns. Complete eradication of the disease did not happen
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yet because simply countries who stil] have it transfer it to others who theoretically have
eliminated the disease. Accordingly, all countries should continue to immunize all their
children. (UNICEF, 1989)

Ministry of Health has published another very useful guide for health service providers
in Immunization centers. The guide is in Arabic and in titled “Immunization in
Practice”. 1t provides detailed guidance to all those working in the MCH field and
responsible for mother and child immunizations in Egypt.  According to this guide
Expanded Program for Immunization targets six diseases: Tuberculosis, Poliomyelitis,
Diphtheria, Pertussis, Tetanus and measles. This guide emphasizes the importance of
health education in immunization programs. It categorizes this health education role
into the following;
1- The health service provider should make the immunization experience a pleasant one
for the local community members.
2- He/she should discuss with mothers and in groups various messages targeted to the
general public in the field of immunization, €.8. immunization schedule, adverse
reactions and what the mother should expect or should not expect after her child’s

immunization session. (MOH. 1992)

The Egyptian Demographic and Health Survey, 1995 has indicated that 79 0% of
children 12-23 months can be considered to be fully immunized Only 3 0% had
received no vaccinations. Coverage for BCG and the first two doses of DPT and polio

exceeds 90.0%. (MACRO International, 1995)

The coverage of DPT, polio, and measles in Upper Egypt lag about 15% behind the
national rates in 1987 in 1987, the national Coverage rates were 82.0%, 88 0%. and
76.0%, compared to 71.0%, 75.0%, and 64.0% respectively in Upper Egypt Coverage
of BCG and

the proportion of children fully immunized in Upper Egypt are about 50 0% lower in
Upper Egypt than the national rate in 1987, the national coverage rates were 72 0% and
58.0% respectively, compared to 50.0% and 38.0% respectively in Upper Egypt
(MACRO International, 1995)
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To improve the immunization program for Egyptian children, there are major problems
to be faced; among which are:

1- Nurses refused to vaccinate children suffering from diarrhea or a fever.

2- delay in birth registration is the main cause of failure to have vaccination doses at the

right time because mothers say the child is a certain age, while the certificate shows a

younger age. (144001 y 2valt5,15)

Infant Growth and Development:

Growth monitoring is very important for children. The purpose of monitoring growth is
to ensure that the child is growing well and any slowing of growth is detected and dealt
with early. The most commonly used measure for growth monitoring is the weight for
age because it is very sensitive measure of growth and measurement can be easily made,
so high level of accuracy is possible. The Child Survival Project Physician Training
Manual explains how physicians can follow-up infant and child growth through use of
international standardized growth curve. (MOH, 1992)

The Problem of Diarrhea in Egyptian Children:

Wahba (1990), has conducted research concentrating on Upper Egypt. The research

investigated the physical and sociocultural context of diarrhoeal disease in Rural Upper

Egypt. Through Rapid Assessment Procedures (RAP), and although this research

included a small sample (16 households in two villages), it revealed many important

aspects of the local lifestyle which are central to this subject. Among these aspects are

the following:

* The delay in initiation of breastfeeding, and so loss of colostrum

® The widespread incidence of bottle feeding- whether with tisanes from the first day
of life or with powdered milk after that.

® The use of unsanitary methods in bottle preparation and cleaning.

* The filthy latrines, inadequate personal hygiene.

®Late or non-existent birth registration, and a general neglect for vaccination

schedules.
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She notes in her study that in order for mothers to adopt new attitudes and patterns of
behavior through health education, we need the involvement of all available government
institutions, teachers, religious leaders, community organizations and the mass media, in
order to inform parents of the importance of birth registration soon after delivery, and

it’s role in getting infants vaccinated on time. (Wahba, 1990)

Recommendations of “International Conference on Future Challenge After Oral
Rehydration and Expanded Program on Immunization” in Cairo on 1989 stated that:
The time has come to strengthen attention to prevent diarrhoeal diseases and to add
breastfeeding promotion as a essential and sustainable component of everv diarrhoeal
control program in the world. Promotion of breast feeding is an important measure for
the prevention of diarrhea and malnutrition. This message should be propagated clearly
to all levels in the medical field and to the mothers and decision makers. (MOH,
1989)

Fateem (1990) has noted in her study that, the Ministry of Health and UNICEF have
been in cooperation in the design, and promotion of health education and health
communication packages, including printed materials (posters, booklets, flyers and fhp
charts), to be used by front-line workers to increase family knowledge on preventing
major childhood diseases  These health promotion materials aim at raising the
awareness of families, and providing front-line staff with simple and clear information
Also, these materials help to remind health workers of the main messages on the control
of dirraheal diseases (CDD) and on immunizations (EPI). She conducted a verv
informative study on these materials. Her study comprised undertaking several focus
groups sessions on these promotional materials in four Governorates, Fayoum, Assuit,

Sohag and Qaliubeya. (Fateem, 1990.)

This research had major findings regarding these materials, the most important of which

are the following:

1. There is a real need for printed health promotion materials both for front-line
workers and for the public.

2.Special materials should be published for front-line workers and different matenals

for the public. There should be a special type of printed material for the use of
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nurses, rural women’s leaders and volunteers, and a different, simple type for the
public in general.

3.A large number of participants had never seen some of the materials before, such as
flyers and the flip chart. However, the majority of respondents correctly identified
the diarrhea and immunizations posters.

4.We need comprehensive educational packages, which would link all printed
materials, characters, drawing, television promotions, posters and flyers with each
other.

5.To get maximum benefit out of such printed materials, they should be distributed on
the widest possible scale. Other organizations should join the Ministry of Health in
explaining the materials to the public. This could be done by rural women’s leaders,

scouts, and information centers, (Fateem, 1990)

Maternal Health, Serious Issues For Consideration:

According to Maine’s study in 1997 | more than one out of every five deaths among
Egyptian women in their childbearing years are related to pregnancy. In contrast, in the
United States, only about one out of every 200 deaths among such women is a maternal
death. (Maine, 1997)

National Maternal Mortality Study conducted in Egypt during the period 92-93
indicated lack of antenatal care or poor quality care contributed to 33.3% of deaths Of
these, 40.2% of the women had sought antenatal care but were judged to have received
poor quality care. (MOH, 1993)

Another study, “Safe Motherhood and Child Spacing in Practice”, revealed that over
eight million women each year face pregnancy and delivery related morbidity, the vast
majority are preventable. Failure to obtain appropriate care during pregnancy and
childbirth can lead to debilitating conditions even in previously healthy women. (MOH,
1993)

Activities proposed by the Ministry of Health and Population (MOPH) to decrease
maternal morality are the following:

1.Increase prenatal care services.
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2.Increase deliveries under a trained person supervision.

3.Continuos training for the health team responsibie for maternal care including
traditional birth attendants.

4. Support of the referral systems between primary health care facilities and specialized
care facilities.

5.Support quality care services in MCH centers and hospitals.

6.Encouragement of birth spacing by increasing health education and family planning

practice. (1040 .3 ;¥ natal3 0 Wxal? 3,150)

Furthermore, IEC can play a significant role in decreasing maternal mortality and
morbidity. Egypt has successfully used television campaigns for a variety of health
problems- consideration should be given to such campaign on maternal health. The
communications strategies used should focus on behavior change and be precise.

(Jacobson, 1994)

A very informative study conducted by Robinson and El-Zanaty (1995), indicated that
the infant mortality declines of the last several decades has been distributed unevenly
among the regions of Egypt. Between 1980 and 1992, the IMR in Urban Governorates
fell by 46.0%, in Lower Egypt by 52.0%. in the Frontier Areas by 39 0% and in Upper
Egypt by only 27.0%.

Maternal health has only recently become an active focus of populatior; policy. Egypt
established the National Council for Childhood and Motherhood in order to provide the
proper economic, social and health conditions for safe motherhood. The primary
emphasis of this council is on child welfare and reducing maternal mortality. Little or
no attention has been paid to reproductive morbidity, both gynecological and obstetric.
or other aspects of women’s health, such as the practice of female circumcision. which

remains widespread and approved (MOHP. 1993)
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“MOHP Maternal and Infant Care Strategy” document indicates that infant and
maternal moralities in Egypt are still high. Maternal moralities are mainly due to the
following:

1- Inadequate coverage of health care services for prenatal and postnatal care.

2- High rate of fertility.

3- Low level of health awareness in mothers specially in rural areas.

4- low quality of services in some health facilities. (MOHP, 1995)

UNICEF’s report on “the State of The Egyptian Children” confirms that child health
can not be separated from maternal health. Adolescent and underweight mothers have
low birth weight infants and children of anaemic mothers suffer from anaemia earlier
than the children of non-anaemic mothers. Many infants in the Arab world are born
disadvantaged in terms of their health. They carry the burden of poverty and poor
maternal health embodied in a low maternal caloric intake or inadequate weight gain
during pregnancy, a low pre-pregnancy weight, a short stature, malaria, and
reproductive tract infections, all of which are factors that influence birth weight (WHO).
(Zurayk, 1994)

Younis et al ( 1992) study revealed that, the heavy disease burden shown to be borne
silently by women in the community under study, in rural Egypt, gives ample
Justification for advocating for change by - 1) posing a challenge to national health
programs to go beyond safe motherhood, child survival and family- planning in its
services to women, and 2) posing a challenge to education and training programs in the
health and social sciences to bring closer together their perspectives and concerns with
the social well-being of women in communities of the developing world He believes
that health education programs can certainly play a significant role in addressing
personal hygiene behavior among women and men in such communtties.( Younis et al.
1992)

Several studies conducted in Egypt in the last few years , as well in other countries in
the Arab region asa whole, indicated that marriage at a young age (15-19) has been a
characteristic of the region even in the recent Past, and is still prevalent in some

countries. A more recent study conducted in Egypt by CAPMAS on 1993, indicted that
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the percent married at age 15-19 as 12 percent, showing applicable decline in early
marriage when compared to the PAPCHILD survey, yet with wide variation by place of
residence, ranging from 4 percent for urban to 17 percent for rural areas. (Zurayk.

1994)

According to Zurayk (1994), in the Arab world, the majority of women marry at a
young age and experience high levels of fertility. Moreover, many of these women live
in poor socio-economic environments and do not have access to quality health services.
Early reproduction below age 18 is known to impose severe drains on a woman's body

that are detrimental to her health and to that of her infant.

Furthermore, Kattab (1995) indicates that there is an absence of informed knowledge on
health, as well as of formal and informal networking by which women can learn of the
realities surrounding their health condition. Women complain of lack of communication
with health service providers (especially in the unpaid or free health services).Cultural
differences and gender interference undoubtedly inhibit more open communication and

reinforce the culture of science, discouraging further visits to the health centers.

The same study revealed that the majority of women believe that it is best to wait a
while before becoming pregnant. On the other hand only 7 women (out of
approximately 1500 women under study) reported using contraceptives before having
the first child. In other wards, while most women say that they wished to postpone

pregnancy, almost all of them let nature run its course (Kattab.1995)

Another study conducted by Younis et al (1992) in rural Egypt has indicated that while
international attention has come to focus recently on the problem of high levels of
maternal mortality in developing countries, little is known about the prevalence of
reproductive morbidity which is estimated at much larger magnitudes. The vast
majority of women are shown to be suffering from at least one gynecological or related
morbidity. This high prevalence of reproductive morbidity is certainly disabling to
women in the study community who are mostly uneducated and of low socio-economic
class. (Younis et al, 1992)
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Prenatal, Perinatal and Postnatal Care:

The Child Survival Project Physicians manual states that antenatal care program in
Egypt have the following main objectives:

1.To maintain the mother & fetus in the best possible state of health.

2.To recognize & Manage of high risk pregnancies.

3.To educate the mother in the physiology of pregnancy and dispute fears and

ignorance.

This manual has certainly covered all topics of concern for prenatal care, labor,

postnatal care and care of the infant especially breastfeeding, growth monitoring and

weaning.

According to this manual the objectives of postnatal care are:

1. Detection of any complication of labor.

2.Follow-up of complications of pregnancy.

3.Giving advise about breast feeding, maternal nutrition, and postnatal exercises to
strengthen abdominal and perennial muscles.

4.Counseling for proper birth spacing and methods of contraception. (MOH, 1995)

Health education for mothers should cover the following topics
1- Breastfeeding and nutrition during lactation.

2- Pelvic floor and abdominal wall exercises.

3- Care of the baby and immunization.

4- Counseling about birth spacing and contraception. (MOH, 1995)

The prevalence of anemia among women attending urban family planning centers
reached 46.0% while in rural centers is varied between 65.0% and 71 .0%. This may be

a reflection of repeated pregnancies and deliveries. (UNICEF, 1988)

Zurayk’s study in 1994 confirms that women view pregnancy as a normal happening
and do not feel the need to seek care unless they experience a complaint and often if it is

of a serious nature. (Zurayk, 1994)
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The Ministry of Health together with UNICEF conducted a “Knowledge Attitude and
Practice” (KAP) study in Egypt in 1993. Although this study was a small scale one, it
indicted that there is a serious lack of prenatal care for women under study mothers
attending for prenatal care and delivery in maternity health facilities are less than 30%.
The study concluded that upgrading antenatal care and reaching all women in the child
bearing age requires intensive mobilization campaigns together with the upgrading of

health services systems. (UNICEF, 1993)

In addition, a study conducted by the Ministry of Health in Egypt in 1991 showed that,
45 percent of currently pregnant women sought prenatal care, overwhelmingly all to see
a physician, and 52 percent sought these services among women with births in the five
years preceding the survey. The proportion seeking prenatal care among these latter
women reached 70 percent in urban areas as compared to 44 percent in rural areas.

(Zurayk, 1994)

In terms of trained attendant during delivery, results of many survey and observations.
particularly in poor communities in Arab countries, indicate that women still prefer to
deliver at home and are used to the traditional “Daya” attending the delivery. For
cultural reasons, Egyptian women, particularly in rural areas, prefer to use the
Traditional Birth Attendants (Daya) for home deliveries, many of whom are untrained.
Much of the maternal and newborn mortality and morbidity is attributed to unsafe Daya
practice and failure to refer the complicated deliveries to the health units. Several
studies supported these facts and pin-pointed that the Ministry of Health is particularly

underutilized for parental care, delivery and post-partum services. (UNICEF,1988)

The Egyptian Demographic and Health Survey (EDHS) of 1995 confirms that the
majority of children in Egypt are born at home. Only about one-third of deliveries take
place in health facilities: 18% in governmental facilities and 15% in private hospitals or

chnics. (MACRO International, 1995)

Zurayk (1994) believes that health services directed at women in most Arab countries
currently concentrate on family planning, prenatal care and child health services. These

services address the elements of reproductive choice and successful childbearing
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Important as these elements are, there is a need to expand services to include a broader
concern with gynecological disease and risk. There i, moreover, a need to provide
social support and outreach services to women to assist them in overcoming the
constraints in their life situation that prevent them from seeking health care for
themselves. It is important also to improve the quality of care of services, and to seek to
understand the perceptions of women of the health and of the treatment options.

(Zurayk, 1994)

Family Planning Services:

EDHS 1988 confirmed the effect of birth spacing on infant mortality. It showed that
less than two years spacing is definitely too short. Furthermore, a child’s chances of
surviving are better with a three-year interval than with two-year interval. (MACRO

International, 1988)

High fertility rates affects both maternal and infant moralities. One out of eight infants
born after too short interval will not survive his or her first vear of life. This is nearly
three times the mortality rate found among children born after longer intervals. Closely
spaced pregnancies are common in Egypt, especially among vounger mothers. Nearly
one-third of second or higher order births to women in their twenties are less than two
years apart. Overall, one out of four non-first births to women in Egypt take place “too
soon”. The use of family planning enables couples to leave more than two years
between their children, improving the health and well-being of thé entire family.

(UNICEF, 1988)

Egyptian efforts in the field of family planing 8o back to 1937, the Egyptian Medical
Association held a conference on family planning emphasizing the health point of view
In 1954 an International Conference on Population was held in Rome and the Egyptian
delegation presented a work paper on the population problem. However, this early
concern about the population problem was unable to solve the persistent and rapid
population growth, which constituted a serious challenge to all development plans and

economic reforms in Egypt. ( Ministry of Information, 1994)
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Since the 1960s, the Egyptian government has a stated policy commitment to lower
rates of population growth, but until recently efforts had appeared to be relatively
unsuccessful.  Naguib & Lioyd (1994) question the extent to which recent success in
family planning is due to, more realistic policies, as well as, to more fundamental
changes in economic and family life? They also raise the issue that, within the Egyptian
context, is greater gender equity a necessary prerequisite to demographic change or a

necessary outgrowth of it?

During the 1970s and the 1980s, researchers undertook the largest ever surveys aimed at
understanding the determinants of fertility and infant and child mortality in several
developing countries. ~Comprehensive analysis of this data have shown unequivocally
that birth spacing is a critical factor to improved child survival Survey and focus-group
research conducted in Egypt between 1988 and 1993 reveals that most women and their
husbands support family planning (FP) but they know little about the options available
and often labor under misconceptions about the methods with which they are familiar

(Johns Hopkins University,1994).

On the other hand great progress have been achieved so far According to NPC. in 1960
the rate of contraceptive use in Egypt was 10 0%, the Egyptian family had an average of
seven children and the population was 25 Million Toward a strengthened program. the
NPC believes that countries should reach the replacement level ( Where the average
number of children per family should not exceed two children) and-stop population
explosion to the extent at which the country can provide its people with a descent
socioeconomic standard. Egypt can reach this replacement level in the year 2013 if the
rate of contraceptive use increases to 70.0% and accordingly fertility drops to 2 children
per family. If this target is achieved Egypt’s population then would be 73 instead of 92
Million. (NPC, 1991)

USAID has provided funding and technical assistance to Egvpt since 1977 The first
Family Planning Project was during the period 1977 and 1987 The main purpose of
this project was to strengthen family planning services and increase the availability and
variety of contraceptive devices nationwide so that more couples practice family

planning.  The second project was during the period 1983-1994 The purpose of this
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project was to strengthen and expand Egypt’s population/family planning activities so
as to increase family planning practice among married couples of reproductive age. The
third and current project is assigned to be during the period 1992-1997. The purpose of
this current project is to increase the level and effective use of contraception among
married couples in Egypt. The total fertility rate in Egypt is now well below four births
per woman, or about 40.0% below the rate of 7.1 prevailing when the population policy
and program was adopted. About 50.0% of all married women in the reproductive age
are currently practicing family planning as opposed to 10.0% in 1960 (Robinson & El-
Zanati, 1995).

In Egypt family planning services are accessible to almost everyone. 96.0% of all
Egyptian couples live within 4 kilometers and 30 minutes of family planning facility .
Convenient access to family planning services along with widespread access to
televised information about family planning, helps to explain rising use of contraception
in Egypt, which reached 47.0% in 1992. Even in countries with strong family planning
programs, however, urban couples have better access to services than rural couples,
largely because it is costly and difficult to extend services to sparsely settled rural are.
In Egypt the Government IEC program has helped achieve virtually universal awareness
of family planning. Nearly all Egyptian households have television sets, and 90.0% of
Egyptians watch T.V. regularly. Communication activities, relying largely on television
combined \;vith ready access to services, have helped contraceptive prevalence to rise by
17 percentage points between 19984 and 1992, from 30.0 % to 47.0 % (Robey et al,
1994).

The Egyptian Government emphasizes the promotion of family planning accessibility
through a wide network of public and NGO family planning clinics. A number of years
ago, the Egyptian Family Planning Program began using Radiat Rifiats program in
order to extend services into the country’s rural communities where the pronatalist
values strongly prevail. Yet, there is a concern regarding the ability of the Raidata
Rifiats program to motivate and recruit women for the clinic based program. Senior
policy makers and program managers need to assess and analyze the role the Raidats
have played within their communities as well as their contribution to the family

planning program. (Guimae et al, 1995)
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A study conducted by the International Population Council in 1995 reflected serious
deficiencies in Raidats technical information that hamper their abilities to advise and
counsel women on contraceptive side effects and rumors surrounding contraceptive use.
The follow up of family planning acceptors was not frequently mentioned by Raidats as
a customary activity to ensure continuous use. On the other hand women requested help
from Raidats and expressed the need for more regular and frequent visits. (Guimie et al,
1995)

EDHS 1995 indicates that childbearing begins early for many Egyptian women. One in
ten teenagers has given birth or is pregnant with their first child. Closely spaces births
are also common. More than one-quarter of non-first births occur within 24 months ofa
pervious birth. One factor contributing to short birth intervals is the relatively brief
period during which the average Egyptian woman is amenorrheic following a birth. By
12-13 months after a birth, mothers of the majority of births (77 percent) have resumed
menstruation. Overall, the median duration of postpartum amenorrhea is 5 months The
relatively short duration of postpartum amenorrhea is related to breastfeeding patterns,
especially the early introduction of supplemental foods. Despite the reductions in
fertility levels, many women are having more children than they consider ideal. At
current fertility levels, the average woman in Egypt is having one birth more than she
wants.  For children, the higher than desired fertility is frequently associated with
increased mortality risks. More than half of all births in the five-year period before the
survey had a greater chance of dying because of the mother’s age (under 18 and over
34), high birth order (3 or more), and short birth interval (less than 24-months)

(MACRO International, 1995)

On the other hand, according to EDHS 1995 fertility in Egypt has declined steadily
from over 5 births per woman in the early 1980s to 3.6 births at the time of the EDHS
95. Differentials in fertility by place of residence are marked. In urban areas, the total
fertility rate is 3 births per woman, more than one child lower than the rural rate (4.2
births per woman). The highest level of fertility is found in rural Upper Egypt (5.2
births per woman) while the lowest level is observed in urban Lower Egypt (2.7 births

per woman). Women in the Frontier Governorates are having an average of 4 births, a
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rate that is higher than that in any other area except rural Upper Egypt. By place of
residence, current use is highest among women in urban Lower Egypt (59.0 %),
followed by the Urban Governorates (58.0%). Use among women in urban Upper
Egypt (50.0%) is twice the level in rural areas in the same region (24.0%). Marked
differences in current use levels also are observed between rural areas in Lower Egypt
and Upper Egypt. While current use is 54.0% among rural women in Lower Egypt, the
level is only 24.0% in rural Upper Egypt. The IUD is the most frequently used method
in every residential category. Two thirds of the women with an unmet need for family
planning are under age 35. More than half have four or more children , with more than
one-fifth having at least six children. Slightly more than half of the women in need had
given birth within the two-year period preceding the survey. Women in need of family
planning are heavily concentrated in the rural area. Nearly 40 percent live in rural
Upper Egypt Many women in Egypt have had more children than they would now
prefer.  This can be taken as an indicator of unwanted fertility (MACRO International,
1995)

In addition, EDHS 1995 indicated that as in other Islamic countries, many couples in
Egypt observe the traditional practice of abstaining from sexual relations for a period of
40 days following a birth. Reflecting this tradition, the percentage of births for which
the mother is still abstaining decreases rapidly, from 70 0% in the two-month period
immediately following a birth to 14.0% at 2-3 months after a birth. (MACRO

International, 1995)

The Egyptian National Population Council (NPC), the main body responsible for
coordination and integration of all efforts related to population, has published a very
informative document in 1995 This publication records all demographic statistics that
relate to the NPC’s work during the period 1985-1995 According to this NPC
publication, the number of family planning clinics have increased from 4043 10 4535
during this ten-year period. In addition to building new clinics, several efforts was done
by governmental, as well as, non-governmental organizations to upgrade quality of
services and service providers in the field of maternal and child health with special

emphasis on family planning services. (NPC, 1995)
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To support the Egyptian government in achieving these goals, several international
funding agencies gave a hand, among which are United State Agency for International
Development (USAID), United Nations Family Planning Association (UNFPA),
Japanese International Cooperation Agency (JICA) and The European Union (EU).

(NPC, 1995)

The Egyptian Family Planning Success Story:

In 1994 and in preparation for “the International Conference on Population and

Development” held in Egypt in Sept. 1994, A very enlightening document was

published to be presented and distributed during the conference; * The Egyptian Family

Planning Success Story”. According to this document, the lessons learned for the

Egyptian experience were many; the most important of which are the following:

1.High-level policy makers must strongly, whole heatedly and repeatedly advocate
strategies to reduce fertility through pro-active endorsement of family planning
interventions and for required resources to implement programs.

2.Choice of modern contraceptive methods for potential clients is essential. Family
planning clients have contraceptive method preferences based on individual
intentions to space births, either short- or long-term, or to limit childbearing, as well
as daily lifestyle and physiological conditions.

3. Well-designed information, education and communication campaigns using mass
media have played an important role in raising awareness about family planning in
Egypt. Other innovative strategies such as using local folk dancers, singers and
theater can also be highly effective.

4 A high quality family planning program costs money. Resources from the national
government budget, foreign donors and local private sector must be mobilized and
sustained in order to meet the financial requirement l

5 Mobilizing the private sector has been a vital part of Egypt’s success in family

planning. (NPC, 1994)

According to the article “Achieving a Demographic Breakthrough”, the impact of the
Egyptian national population program has been visible in the demographic change One

of the major causes for the demographic breakthrough is the wide promotion of family
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planning. The family planning practice rate climbed from 24.2% in 1980 to 47.1% in
1992. The speedy rise in the use of contraceptives has been attributed by several factors:
First, because of the strong and frequent endorsement by the Grand Mufti that Islam
supports family planning, many people in this predominantly Islamic country have
changed their traditional view that family planning was forbidden by the Koran. 76.6%
of ever-married women believe that religion allows family planning.

Second, the political commitment from the President Mubarak to Ministries led to the
early formulation of the national population council and the steady provision of the
large budget for the national population program. Egypt adopted national population
policy as early as 1965, when a “Supreme Council for Family Planning” headed by the
Prime Minister was established. The Council has evolved into the Ministry for
Population and Family Welfare that coordinates all population programs in Egypt. As
for the budget, the Government covers about 40% of the total cost.

Third, Extensive international support has been useful. Technical and program
assistance provided by donors including the United States Agency for International
Development (USAID) has greatly contributed to development of effective strategies
for Mass media campaigns and service delivery. Donors financial assistance has
accounted for as mush as 50% of the total costs of the national family planning
program.

Fourth, efficient service delivery has been made possible because most physicians,
nurses, etc., are deployed in urban areas in Lower Egypt where the majority of the
people live. Itis in these areas where most gains in the recent contraceptive prevalence

have occurred. (Integration Journal, 1994)

One of the major successes of the Egyptian national family planning program is the
Minya Initiative. It was an 18-month pilot project to promote the use of family planning
(FP) services through “Information, Education and Communication™ (IEC) and
community mobilization in the rural governorate of Upper Egypt. It extended from
March 1992 to September 1993. The initiative exceeded its goal of raising the
contraceptive prevalence rate (CPR)in Minya by 4 percentage points: in fact, the CPR
increased from 22.0% to 30.0%. (NPC, 1994)
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The “National Maternal Mortality Study” conducted in 1992-1993 revealed that great
progress has been made with family planning programs in Egypt. This undoubtedly
have reduced maternal deaths. However, according to the families of the deceased
women, in roughly 14% of the unwanted pregnancies, the women had not been using
contraception. (MOH, 1993)

According to the Egyptian Demographic and Health Survey conducted in 1988, 30.0%
of women who do not want any more children are not using contraception, and only
14.0% intend to start. Greater effort must be made to reach these women with family

planning. (MACRO International,1988)

More recently and according to EDHS 1995, Despite the rapid rise in family planning
use, one in six women in Egypt has an unmet need for family planning. Although these
women either want to delay the next birth at least two years or they want no more
children, they are not using family planning. The Ferility behavior in Egypt is
changing. Egyptian families are becoming smaller. In the late 1970s, women were
having an average of more than five children. Now, largely due to increase in the age at
which women marry and in the use of family planning, the average woman is having
between three and four children. The declines in fertility are taking place in both Urban
and rural areas. However, rural families continue to be larger then urban families. The
use of family planning methods doubled between 1980 and 1995. Most of the growth in
use was the result of increased adoption of the [UD. (MACRO International, 1996)

In summary, Naguib et al (1994) have noted, rapid population growth is viewed by the
Egyptian government as being the main determinant to socioeconomic development
The population growth rate, which was estimated to have peaked in the mid 1980s at 2.6
percent, i1s beginning to fall slightly (United Nations, 1993) Deaths to children under
the age of five have fallen from 300 to 94 per 1,000 live births in the last 30 years (Ross
et al., 1992) and the total fertility rate (TFR), estimated to be around 7 births per woman
in the early 1960s, had fallen to about 4 children per woman by the early 1990s
(Naguib et al, 1994)
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The National Population Council (Maternal and Infant Care Strategy,
1995),recommends that we should increase our efforts in increasing awareness and
services in the field of family planning in rural Egypt specially Rural Upper Egypt. It is
also crucial to provide quality family planning services through introduction of new
family planning methods and encouraging local production of methods. This should go

hand in-hand with good counseling and follow-up. (NPC, 1995)

Information, Education and Communication (IEC) in Family

Planning:

The basic roles served by IEC in family planning programs are:

1-To Create an awareness of family planning.

2-To demonstrate that family planning is crucial to the improvement of the quality of
life of the individual, the family, and the community.

3-To provide correct information on contraceptive methods, combat rumors, and correct
misinformation.

4-To persuade people to take advantage of available family planning services.

5-To help acceptors choose the right method for themselves and use it properly and

continuously. (Johns Hopkins Unmiversity, 1991)

The Information, Education, and Communication (IEC) Subproject of the Egypt
population/Family Planning I Project (1989-1993) has been implemented by the
Ministry of Information’s State Information Service (SIS) through its‘ IEC Center and
58 local information centers (LIC). SIS has made major efforts to increase family
planning knowledge and contraceptive awareness and practice through the mass media
and interpersonal communication. It has demonstrated that, it has a comparative
advantage as an [EC family planning implementing agency in three areas reaching rural
women through television; reaching rural men through interpersonal communication
activities; and using its extensive network of local influential and religious leaders.

(Johns Hopkins University, 1991)
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In an evaluation of these SIS/IEC family planning activities it was recommended that, in
order to increase its efficiency in reducing the family planning acceptance-practice gap.
SIS needs to place greater emphasis on rural Upper Egypt where contraceptive rates
remain low. (POPTECH, 1993)

To improve the Egyptian family planning program, agencies working in the family

planning field held various interagency meeting. The goal of these interagency

meetings is to coordinate various family planning activities. Among these activities are

information, education and communication efforts carried out by both public and private

organizations working in the field of family planning. One of these meetings was held

in 1990 to establish IEC guidelines with three main objectives:

1. To standardize the common understanding of IEC.

2.To introduce norms and standards helpful in planning, implementing, and evaluating
IEC activities.

3.To supply service providers, trainers, and managers with reference guide furnishing
information about planning and implementing IEC activities and training relevant

personnel. (Johns Hopkins University, 1991)

Efforts to broadcast family planning information through the mass media. particularly
television, appear to be successful in reaching Egyptian women. Two thirds of
currently married women reported watching a television broadcast about family
planning in the month before the 1992 EDHS interview; one-third had heard a family
planning message on the radio during the same time period. In Egypt, unlike many
other developing countries, access to television is widespread, and more married women
watch television daily than listen to radio (75.0% versus 55.0%). (Johns Hopkins
University, 1991)

“The State of Egyptian Children” report published by UNICEF in 1988 stated that.
publicly-operated television reaches all regions of Egypt, including the remote frontier
governorates. More than 70.0% of Egyptians watch television daily. More recent data
(EDHS 1995) indicate that more than 80 percent watch television daily. One in five
women reported exposure to all three media, and only 13 percent had no media

exposure. Knowledge of family planing methods and sources is virtually universal
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among currently married women in Egypt. Broadcasts of information about family
planning have wide coverage. More than eight in ten ever-married women had heard a
family planning broadcast on television or radio recently. Nearly four in ten women

reported that television spots had influenced them to seek more information about
family planning. (UNICEF, 1988)

The television sociodrama And the Nile Flows On was aired on Egyptian television in
November and December 1992 as part of a larger, ongoing effort to influence family
planning awareness, attitudes, and practices through the enter-educate (education
through entertainment) approach. In recent years, the enter-educate approach has gained
popularity as a means to inform and influence the public about important social issues.
The guiding assumption of this approach is that the coverage of education and
entertainment through the medium of a dramatic television serial can legitimate social
innovation, such as family planning, and influence behavior. This serial demonstrated
that the role of the Muslim clergy as interpreters of Islamic principles, even in fictional
form, continues to be a powerful force in the daily life for many Egyptians. This
suggest that Islam remains a vital force in Egyptian society--a force that can help to
advance family planning. Research on the impact of this serial on the public revealed
that, family planning policy will go further when aligned with Islamic teachings. It
would be worthwhile to investigate the possibility of using the mosque as well as the

theater to promulgate family planning messages. (Johns Hopkins University, 1994)

According to Brauce et al (1995), family planning and public health programs in many
settings are using their communication campaigns to spark a more responsible dialogue
between partners about the use of contraception and to promote concepts of masculinity
that include planned and committed fatherhood. Recent examples of the latter include
a public service announcement shown nightly on Egyptian television that urges “real

men to prove themselves not by big talk but by how they take care of their families™.

The MOHP has produced a variety of educational and counseling materials. One of the

latest educational and counseling matenals produced by the Ministry of Health is a flip

Literature Review The Egyptian Experience in Mother and Infant Care 108



chart in Arabic for health service providers in the field of reproductive health. The main
purpose of this counseling flip chart is to help health service providers render good

quality counseling in the fields of family planning, postpartum contraception and

voluntary surgical contraception. (AR (OIST ¢ Wxal! 5, 130)

The Child Survival Project training manual presents counseling procedures in family
planning. They summarized these procedures as GATHER; G: Great the clients in a
friendly and helpful way. A: Ask clients about their needs. T: Tell clients about
available family planning methods. H: Help them to decide. E: Explain how to use. and
finally R: Return visits should be planned. ’ (MOH, 1990)

Fouad (1994) believes that the decision to reduce family size is not only the
responsibility of women but men as well. Related factors include; couple’s level of
education, age at first marriage, type of family the couple is living with, and the age
difference between couples. The level of illiteracy for women was 62.0% in 1986 and
was expected to be 57.0% in 1991 and 52.0% in 1997. The data in 1991 show that
57.17% of women were illiterate. The achieved values is equal to the planned in 1991.
Women’s role in reducing family sized is affected by their level of education. Well
educated women tend to choose suitable husbands with the same higher level of
education. - Since the mean number of children ever born to couples with higher
education, encouraging women to reach the higher levels of education leads to smaller
families. There is a positive relationship between the level of the woman's education
and her practice of family panning. EDHS 1995 indicated that up to Fortv-four percent
of the women have never attended school, 20 percent attended but did not complete the
primary level, and 13 percent have completed pnmary school and/or attended at least
some secondary school Only around one-quarter of women have completed secondary

school or higher. (MACRO International, 1996)

With all this success in hand, there is clearly an unmet need for family planning in
Egypt. Nearly two-thirds of currently married Egyptian women report that they do not

want to have any more children. An additional 16 0% would like to delay the birth of
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their next child for at least two years. Yet, about 47.0% use contraception. This unmet
need for contraception, together with the fact that television is the most frequently cited
source of family planning information, has encouraged the use of television to increase

awareness of family planning in Egypt. (Johns Hopkins University, 1994)

Service Delivery Referral System, an Unused potential:

According to Zuryak (1994), there is tendency in developing countnes in general to
organize services in a vertical, parallel fashion rather than taking a comprehensive view
of the provision of services, particularly to vulnerable groups such as women and

children.

The MCH services are directed towards urban, lower class women mainly for pre- and-
post natal care and family planning services (The Population Council, 1994). In rural
health clinics, often the same providers render both MCH and FP services to women
and children. However, in urban clinics, MCH and FP services are often provided by

different personnel. (Khalifa & Abdelghani, 1995)

Prenatal/postnatal, family planning and infant care are so much interrelated Yet, in
most of the health service delivery outlets, these services are usually provided
separately and sometimes not even available in the same location. In a small scale study
conducted by Khalifa & Abdelghani (1995), to examine the feasibility of developing
MCH/FP service delivery referral linkages women were asked to give their opinion
about the best time for referral to the FP clinic. A large proportion said that the time
when women are receptive to the family planning advise would be immediately after
birth (53.3%). Contrary to expectation, a significant proportion said that the most
suitable time for such advise is during pregnancy (20.6%). In addition, they found out
that the least known services are the postnatal care (35 percent) and the well baby care
(2 percent only). It seems that MCH clients do not change center often (91 percent of
the clients have used only the current center). The role of MCH staff in influencing the
attitudes of clients regarding their reproductive health is therefore, as there is an

excellent opportunity for easy follow-up. (Khalifa & Abdelghani, 1995)
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They concluded from this study that, great improvement is needed regarding the role of

IE&C in the linkage of MCH and FP service. The message should contain both
objectives together FP and MCH. Although the concept of the small family is an

objective, but it needs to be addressed within a more broader context of reproductive

health and maternal and child care.

They also recommend that child care and

vaccination services should be offered all days and not on specific days in the week.

(Khalifa & Abdelghani, 1995)

The following table summarizes achievements in the field of maternal and infant

through 1995. (UNICEF, 1996)

Goals for the year 2000

Achievements through 1995

Primary Health Care:
To reduce infant and under-five mortality

rates by at least one third of their 1990 levels,

to 39 and 62 deaths per thousand respectively

The infant mortality rate- the number of
children who die before the age of one vear-
has fallen from 108 deaths per thousand live
births in 1980s, to 63 in 1995.

Immunization:
*To achieve at least 90.0% immunization

coverage of all children and women
throughout the country.

* To eradicate Polio.

* To eliminate neonatal tetanus.

* To eliminate measles.

*About 80 0% of Egyptian children were
vaccinated in 1995  Twelve vears earlier
this figure was only 30.0%.

*The number of new cases fell from 2153 in
1982 to 71 in 1995.

* By the end of 1995, 70 0% of women of
child-bearing age had been vaccinated
against neonatal tetanus. Twelve years ago

this figure was less than 10.0%.
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Control Acute Respiratory Infections:
* To reduce the number of children who die

from pneumonia by one third.
* To ensure that all health facilities are able

to provide accessible services to control ARI.

Pneumonia is now the biggest killer of

Egyptian  children, having overtaken
diarrhoeal disease. The project aims to
reach 90.0% of doctors and 80.0% of nurses
with training and 80.0% of mothers with
information on prevention, treatment and

referral.

Control of Diarrhoeal Diseases:
* To increase the use of oral Rehydration

therapy (ORT), with continued feeding, to
90.0%.
* To reduce the diarrhea-related infant and

child mortality rates by one third.

Egypt is a flagship country in the ﬁght to
reduce the number of infants and young
children who die from diarrhoeal diseases.
Nationwide Program was established since
media
campaign. Now the use of ORT is 70.0%.

1984 with a very successful

Safe Motherhood:
* To half the maternal Mortality rates.

* To ensure that all pregnant women have
access to health care services and family

planning advice.

Maternal Mortality rate has fallen in recent
years, but it is still unacceptably high at 174
deaths per 100,000.

The “healthy woman healthy child project
currently being implemented by MOH,
USAID aims to improve the overall health

of women.

Breastfeeding:
* To empower all women to breasfeed

exclusively for six months and to continue
breastfeeding, with complementary feeding,

until the child 1s two years old.

UNICEF in Egypt promotes and supports
breastfeeding in
friendly

Egypt through Baby-

hospital Initiative targeting
hospitals and MCH centers around the
country to promote breastfeeding Public
awareness activities as well as health staff

training are included under this initiative.
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Family planning and Breast Feeding, the Religion Point of View:

According to “Child Care in Islam”, the religion is considered as being one of the
essential components motivating the procreative behavior of the vast majority of people
to whom the family planning efforts are directed. This behavior has been remarkably
influenced by strong opposition based on religious arguments, which arise either from
lack of good understanding or from misinterpretation of the relevant texts in the Holy
Quran and Prophetic hadiths, and which have gone out of their way to depict Islam as
being opposed to family planning. According to those opposed views, family planning
constitutes a challenge to the Will of God, the Almighty, and throws doubt on His
Omnipotence to provide sustenance to whom He pleases without measure.

(UNICEF, 1995)

It is therefore only natural that the principal role of the Information, Education and
Communication Center, which is responsible for the efforts made towards this end.
would be to counteract such opposition and to refute the arguments on which it is based
This can be executed through a careful and objective presentation of the relevant
Quranic verses and Prophetic hadiths, in addition to a logical rebuttal of the arguments
raised by the opponents to family planning. Help has been sought in this concern from
leading scholars of Al-Azhar Al-Sharif, and the Ministry of Wagqfs, who have been
asked to explain the attitude of Islam towards the family planning issue, without any
ambiguity, fact-twisting or flattery to the decision makers or to those who are in power.

(Ministry of Information, ICPD, 1994)

Towards this end, the Center has adopted an objective approach. which relies solely on
texts from the Quran and the Sunnah, in addition to the analogically deduced views of
past and present prominent Imams and Jurists. A series of booklets and pampbhlets
presenting the point of view of Islam towards family planning have thus been published.
They support the regulation of the family as long as it is based on the mutual consent of
both husband and wife,, strives to protect the health of both mother and children and
aims at bringing up children in a sound and healthy manner, which would make them
good citizens, who will be of benefit to themselves, their families and their nation.

{Ministry of Information,1992).
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The complete term for suckling a baby is two whole years. By adding the period of
pregnancy, we shall have almost three-year interval between each child-birth. Such an
interval will have direct positive bearing on the health and physical condition of the
suckling babe.  There is physical and psychological impact of such factors, as
pregnancy, breastfeeding, rearing and taking care of the child, on the mother. Such
impact necessitates that the mother should be given ample time to regain her health and

capability. (Ministry of Information,1992)

Jaber Ibn Abdullah, God be pleased with him, said: “We used to practice Al-Azl” which
is Coitus interrupts (natural family planning methods), at the time of the Prophet, He
was informed about that practice and he did not disapprove of it” Had it been among the
uniawful matters, the Holy Quran would have prohibited it. Thus, the provision relative
to “Al-Azl” is clear from jurisprudentially point of view, and so is its purpose, which is
to regulate progeny. However, it should be noted that any device designed to prevent
man’s sperm from reaching its natural destination in his wife’s uterus is considered a
kind of “Azl”. should this take place through chemical means, which have temporary
effect on the sperm of man or the reproductive organs of the woman or both of them, it
would be like“Al-Az!” in its purpose, provided that it should not lead to sterilization and

should be safe in its consequences. (Ministry of Information.1992)

By becoming pregnant during the suckling period, the mother is actually committing an
act of aggression on her child’s right to be given a complete-term suckle In so doing,
she is not only transgressing her child’s right to be given the complete suckle, but she is
also destroying the right of the fetus she is carrving because however strong she may be,
she cannot fulfill her duties towards both the child and the fetus. Hence, both the father
and the mother are duty-bound to postpone pregnancy by using any legitimate device in
order to enable the first child to enjoy hid right to be given natural suckling. (Ministry

of Information,1992)

Two religious leaders of Islam and Christianity worked jointly and wrote a very
innovative and informative document is entitled “Toward a quite talk in the field of

population Communication”. This document highlights the similarities of both religions
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view points about population and family planning issues. The Moslem religious leader

writer used pieces of Quran and Hadith to confirm the acceptability and support of

Islam to family planning in principal as well as practice. (14473, ¥ 2.0l La 1 U

The Christian religious leader as well used verses of the bible in support of family
planning and better understanding of these previously misinterpreted verses. He
confirms that the Christian Church in Egypt approves the use of safety period as well as

the modern contraceptive methods for family planning. In addition in encourages breast

feeding up to three years. (VAT o ¥ Bpadal) LSt UTQT)

Azer & El-Adawi (1994) state that the initial steps towards the implementation of the

Convention on the Rights of the Child have achieved far reaching success. Advocacy

on the international scene has yielded wide acceptance among the different nations.

This initiative was upheld and activated by the World Summit Declaration and the

Summit Plan of Action for the decade goals. On the other hand, we still have

challenges to meet. According to Fouad 1994, the main problems in the health delivery

system are due to inadequate infrastructure resulting in :

1- Unequal distribution of health services.

2- Poor preventive and primary care services having only 13.0% and 21.0% of total
health services budget, while 66.0% is allocated to curative services.

3- Reliance on donor agencies for priority preventive care such as immunization,
contro} of diarrhoeal diseases and acute respiratory infections and family planning

4- Emergence of a private sector that provides curative services and is self-sustained
that can be encourages to comply with National policies and provide cost-effective
services.

5-Lack of coordination between service providers and policy makers in defining

priorities and seeking possible solutions. (UNICEF, 1994)

The net result is reflected in a service with obvious defects in accessibility, affordability
and sustainability. Although accessibility of PHC centers is possible on geographic
basis, utilization is very low and therefore enforcing immediate and underlying causes

of ill-health. (UNICEEF, 1994)
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Total Fertility and Contraceptive prevalence rates; Results of Field

Surveys.
Field Survey Total Fertility Contraceptive
Rate Prevalence Rate

1 Egyptian Fertility Survey 1980 53 238
2 Demo. & Health Survey 1988 44 378
3 MCH Survey 1991 41 476
4 Demo & Health Survey 1992 3.9 471
5 Demo & Health Survey 1995 3.6 479

Relevant Vital Statistics from EDHS 1995

Demographic/MCH Indicator

%of currently married women 15-49 who are currently using any family

planning method. 479
%of currently married women 15-49 who know about any family planning

method. 99.8

% of currently married women who know about a source for family planning

services. 923

% of binh; with any medical antenatal care. 39.1

% of births whose mothers received tetanus toxoid vaccination. 69.5
Neonatal Mortality Rate 30/1000
Infant Montality Rate. 63/1000
Average number of months a child 1s breastfed. 18 9ms |
% of infants with low birth weight 1990-94** 8 |
% of children (1990-96)who are **

exclusively breastfed(0-3ms) 68
breastfed with complementary food(6-9ms) 52
Percentage of children breastfed 0-3 months 983
Percentage of chiidren breastfed 1-11 months 87
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Children totally immunized
%fully immunized 1992-95:**

79.1

One Year Old Children:

B 95
DPT 90
Polio 91
Measles 90

Pregnant Women Tetanus 64
Population Annual Growth Rat* 24
Total Fertility Rate 1995** 37
% of births attended by trained health Personnel 1990-1996** 46
% of Prenatal care from a trained health providers 391
Maternal Morality Rate** 170
% of children who are chronically undernourished(stunted) 29.8
** The state of the World’s Children 1997. UNICEF
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Chapter Three
Health Education for Maternal and Infant Health

Health is a state of complete physical, mental and social well-being and not merely the
absence of disease and infirmity (WHO 1946). (Kemm & Close, 1995)

Ewles et al (1985), believe that national health services should be concerned with
health education, but it is arguable that, in reality, it is a national illness service which

does not give prevention and health education the priority they deserve.

They state that the aim of health education is to confirm people about the ways in which
their behavior and lifestyle can affect their health, to ensure that the information is
understood, to help them explore their values and attitudes, and (where appropriate) to
help them to change their behavior. They add that, health education should raise
awareness of the many socio-economic policies at national and local level which are
conducive to good health, and to actively work towards a change in those policies.
(Ewles et al, 1985)

On the other hand, every week, a quarter of a million children die in the developing
world. Many millions more live on ill health and poor growth. Today, there is a world-
wide scientific consensus on essential child health information:
o It is information which can help to save the lives of many millions of children in the
developing world.
eIt is information which can drastically reduce malnutrition and help to protect the
healthy growth of the next generation
eIt is information which almost all parents can put into practice, in some sense, at

very low cost. (UNICEF, WHO & UNIESCO, 1990)

According to Kemm & Close(1995) health education is considered an essential

component of health promotion of the community  They simply defined health
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education as raising awareness of health issues. The goals of health education are
many, among which are:

1-Health consciousness.

2- Knowledge.

3- Self awareness.

4- Attitude change.

5- Decision- making.

6- Behavior change.

7- Social Change. (Kemm & Close, 1995)

Health Knowledge is a Basic Human Right:

According to Ewles et al (1985), there is a vast body of knowledge about the factors
which influence health for good or ill- knowledge which has the potential to affect the
health of every human being. People have a basic human right to health knowledge in
the same way as they have a right to vote and to have a protection of the law. Giving
people health knowledge is a fundamental part of health education. In most cases.
people want to have this health knowledge This may not be true in certain
circumstances (such as not wanting to know a diagnosis of terminal illness), but usually
people feel that they are entitled to information which affects their health. They may
not always ask for it, for a number of reasons such as anxiety and worry, a feeling of
being intimidated by a health professional or a clinical setting, or fearing to appear
stupid asking a silly question. however, when asked, people frequently express
dissatisfaction with the amount of health information they have received, and this is

particularly borne out by studies of hospital and clinics. (Ewles et al. 1985)

Health Education is the Basis for Health Promotion:

Without education for health knowledge and understanding, there can be no informed
decisions and actions to promote health. Decisions about the prevention of ill-health,
recovery from illness and coping with chronic ill-health and disability should be made
on the basis of a sound understanding and knowledge about health. Knowledge is
power, and without health knowledge, people are powerless to change their health

themselves because they do not have the knowledge of alternatives and therefore can
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not make informed health choices. Thus health education is a tool which enables people
to make more control over their own health, and over the factors which affect their
health. This includes their physical and social environment (such as their place of work,
or living conditions) as well as their personal habits and life styles. Health education is
not only the process by which knowledge is obtained, but it is also the process by which
values and attitudes are explored, decisions are made and action is taken.. Health
education can help people to become health empowered, and thus to help themselves-

and others- toward a heaithier life. (Ewles et al, 1985)

Health Education Gets Results:

Ewles et al (1985), believe that it is obviously not true that health education has always
achieved its goals- perhaps because the goals were unrealistic, the methods crude and
under-developed and the health educators under-resource. No professional practice can
claim 100% success. But it is learned that in theory, a great deal of our major
contemporary health problems are preventable, and that there is considerable scope for
prevention and health promotion. Health education is an essential and intrinsic part of
prevention and health promotion. It is also clear that health education in practice is
successful in  many cases of health promotion, primary prevention, and when it is part
of the treatment and care of sick patients. This results in an improved quality of life and

- more pragmatically- in savings for the health service.

The type of health education we are concerned about here is primary health education
which is directed at healthy people, and aims to prevent ill-health arising in the first
place. it is concerned not merely with helping to prevent illness, but with positively

improving the quality of health and thus the quality of life. (Ewles et al, 1985)

Concerning the impact of health education on maternal/child health, Williams &
Hammer (1995) believe that availability and accessibility of modern basic information
on infant and child health to all parents and local communities is considered one of the

major challenges during the last few years of the 20th century. It is a challenge that
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could be met with some confidence as during the last two decades many developing
countries have shifted a great deal of its energy to improve communication channels

among its people.

On the other hand, Younis et al (1994) in their study highlighted the constrains that
meet practitioners who wish to educate their clients especially on reproductive health
issues. They believe that the long neglected, women’s reproductive health is now
beginning to receive attention as a result of the tragically high levels of maternal
mortality in many parts of the developing world. In the Arab world a review of recent
studies reveals maternal mortality ratios greater than 100 per 100,000 live births in
many countries, as compared to six maternal deaths per 100,000 live births in developed
countries. They also declare that time constraints and workload pressures necessarily
limit the ideal patient-doctor interaction. Nevertheless, poor communication only
reinforces the “culture of silence” and discourages further visits by women to health

centers.

The same study of Younis et al has revealed that dissatisfaction with the information
given during the “patient - provider” exchange is part of the reason why some women
do not utilize available health services. (Younis et al, 1994)
Different Approaches to Health Education:

According to Ewles et al (1985), there are five approaches to health education these are:
medical, behavior change, educational, client-directed and social change approaches.
This research uses a combined approach that acknowledges three of the above
mentioned approaches, the medical, behavior change as well as the educational

approach. The key features of these three approaches are discussed here.

The Medical Approach:

This approach involves promoting medical intervention to prevent or ameliorate ill-
health, generally using a persuasive and authoritarian method- for example, persuading
parents to bring their children for immunization and vaccination, women to use family

planning clinics and middle-aged men to be screened for high blood pressure.
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The Behavior Change Approach:

The aim of this approach is to change people’s attitudes and behavior, so that they adopt
a “healthy” life-style, and examples of it include the promotion of eating the “right:
foods. The medical and behavioral change approaches are often loosely referred to as

“prevention” or “the medical model”, and they often overlap.

The Educational Approach:
The aim of this approach is to give knowledge and ensure understanding of health
issues, based on the notion that this will enable well-informed decisions to be made and

acted upon. (Ewles et al, 1985)

It is suggested, by Ewles et al (1985) that, health education should be a non-judgmental,
two-way process between health professional and clients which builds on clients’
existing knowledge and experience, moves them towards autonomy, empowers them to

take responsibility for their own health and helps them to feel positive about themselves.

Kemm & Close (1995), stress that one of the important factors for health education to
have an impact is, the ability of health educators to use approaches that will best
influence the individua! or group. For people of the low socioeconomic standards, the
use of examples from within the individual’s own experiences will be more effective
than quoting statistical evidence on mortality and morbidity rates. They emphasize the
fact that any successful health promotion activity has to start “where people are” What
are the things that worry people? How prominent are health worries among their other
concerns? How they feel about health related behaviors? The style of any heaith
promotion activity must be guided by this sort of information. People will only be
irritated by health education activities designed to inform them of the things they

already know. (Kemm & Close, 1995)

In addition, Berjon & Barba (1992), believe that health education is the most adequate

method to establish a more healthy relation between mother and child. Worthington,
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et al, (1981) add that health professionals in the clinic setting can make a contribution
toward improved reproductive status by relating nutritional health to a successful future

life, including reproduction.

Health Promotion:
Ewles et al (1985) as well as Kemm & Close (1995) consider health education as one of

the basis for health promotion.

Werner & Bower (1987), believe that health promotion includes all those activities

which are intended to prevent disease or to promote positive health. Some health

promotion activities that relate to this study are:

1-Making the environment safe.

2-Individual protection, e.g. by immunization against serious iliness.

3-Health education: raising awareness of health issues.

4-Making healthy choices easy; e.g. increased availability of various contraceptive
methods.

5-Protection against ill-health; control of advertising, banning certain products like milk
formulas in general.

6-Detecting problems at a stage where they are reversible, e.g. infant growth

monitoring.

UNICEF, WHO and UNESCO have cooperated to respond to health information lack
by “FACTS FOR LIFE” health education booklet. This publication provides basic and
practical information for infant health in plain language. It is a practical contribution to

the evolving primary health care movement. (UNICEF, WHO & UNIESCO. 1990)

The publication covers main subjects of maternal and child care; these are; birth-
spacing, safe motherhood, breastfeeding, weaning and child growth, immunization,
diarrhoeal diseases, respiratory infections and others. It simply contains the basic
messages that should be included in any message related to these health topics.
(UNICEF, WHO & UNIESCO, 1990)
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The Role of Health Professionals in Health Education:

According to Ewles et al (1985), all health professionals are health educators, although
they may not separate this element from the rest of their work (such as treatment,
therapy and patient care) and label it “health education™ The authors realize the
numerous difficulties health educators encounter in communicating with clients.
Recognizing that communication barriers exist is the necessary first stage before work
can begin on tackling these problems. These difficulties should be seen as challenges

rather than insurmountable barriers .

They believe that there are several factors that affect the development of the health
education role of health professionals. One of the difficulties this raises is, how to fit
more into the already overcrowded curriculum of basic professional training courses.
Partial solution to this problem might be to review priorities in basic training, and to
emphasize post-basic education, such as Health Education Certificate Course (Ewles,

et al, 1985)

They suggest that health education should be a non-judgmental, two-way process
between health professional and clients which builds on clients’ existing knowledge and
experience, moves them towards autonomy, empowers them to take responsibility for

their own health and helps them to feel positive about themselves. (Ewles et al, 1985)

In addition, messages must be clear and avoid ambiguity. Using simple words and
short sentences will help clarity. Avoid Jargon and technical words. Ambiguity can
lead to confusion and frustration for both sender and recipient. Brief, clear messages
will be understood more easily and thus minimize misunderstanding. (Werner & Bower,

1987)

In the past, health education was viewed as being potentially a part of all health
programs which require voluntary action by anindividual, a family or a community.
Now the focus has shifted to evaluating what can be done within the limited financial

and manpower sources which most health education programs have available
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Afterwards, the total effort in the field of health education brought together many
imaginative and resourceful persons. Simmons, (1976), believe that there is potential
contribution that health education can make to the accessibility and acceptability of
health services for consumers. Quality of care assessments bring out the need for
greater attention to education as a way to prevent and cope with an illness. He confirms
that, to work effectively with people, we must not only be able to see the world as they
see it, but must understand the psychological and social functions performed in their
practices and beliefs. These functions are not always evident to the people themselves.

(Simmons, 1976)

In Iran, Montazeri (1995) carried out a descriptive study to investigate a the impact of a
health education campaign on population control. He noticed that there are some
significant associations between demographic variables (marital status, having child or
not) and perception of the campaign. These associations may lead health educators and
health promoters to communicate more effectively and efficiently in the context of
family planning. He finally recommends that in countries with a large number of young
people, health education campaigns on population control with respect to social values

of each society and moral considerations are very beneficial (Montazen, 1995)

In summary, the health education role of health professionals could considerably
improve if more emphasis is given to health education during basic training by tutors
who themselves had better understanding of health education. Secondly, the support of
health professionals’ managers in the field is essential. Finally, a flexible, multi-
disciplinary approach to work, with the emphasis on prevention and quality rather than
treatment and quantity, would create a climate conductive to effective health education

practice. (Tones & Tilford, 1994)

Health Education, Maternal and Infant Health:

Worthington et al (1981), believe that of all periods in the life cycle, pregnancy 1s one of
the most critical and unique. The unique nature of pregnancy lies in the fact that no
other time is the well-being of one individual so directly dependent on the well-being

of another. Dunng the gestational period, the mother and child have an intimate and
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inseparable relationship. The physical and mental health of the mother before and
during her pregnancy have profound effects on the status of her infant in utero and at
birth. It is only through efforts directed at the mother herself that advantages can be

provided to assure that her infant will be well born.

The vulnerability and dependence of the infant and the intergenerational significance of
pregnancy in the life cycle have led all societies throughout history to recognize the
special needs of pregnant women and to make provisions for their care. (Worthington

et al, 1981)

Werner & Bower (1987), summarize the role of health professionals, as health

educators, in the field of maternal and infant health under the following categories:

1- Prenatal care (for pregnant women): These women need health education with
emphasis on nutrition. In addition, health professionals should provide tetanus

vaccination and nutrition supplements when needed.

2- Birth: Cooperate with local midwives, referral to hospital for high risk deliveries and

provision of care for the newbomn.

3- Mothers and young children: Health worker should be able to undertake growth
monitoring for children. They should also provide health education to mothers with a
focus on nutrition, cleanliness, oral rehydration. They could also provide vaccinations

for children.

4- Child spacing or family planning: They could provide counseling to mothers and

give away contraceptive methods as well. (Werner & Bower, 1987)

Prenatal Care/Postnatal Care And The Role of Health Education:
Alexander & Korebort (1995), believe that prenatal care has long been endorsed as a
means to identify mothers at nisk of delivering a preterm or growth-retarded infant.

Prenatal care also provides an array of available medical, nutritional, and educational
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interventions intended to reduce the determinants and incidents of low birth weight and
other adverse pregnancy conditions and outcomes. They argue that much of the
controversy over the effectiveness of prenatal care in preventing low birth weight stems
from difficulties in defining what constitutes prenatal care and adequate prenatal care

use.

Serwint et al (1996) have conducted a randomized controlled trial of prenatal pediatric
visits for urban, low income families. This study revealed that prenatal pediatric visits
have potential impact on a variety of health care outcomes. Among urban, low-income
mothers, they found beneficial effects on breastfeeding decisions, a decrease in

emergency department visits, and an initial impact on the doctor-patient relationship.

In addition, Verma et al (1995), have examined the impact of an educational program
during antenatal period. The results of their study indicated that, mothers gained
statistically significant knowledge regarding the purpose of antenatal care and tetanus
toxoid immunization. The awareness regarding breastfeeding and its advantages also
increased significantly in the study group. It is recommended that the antenatal period
should be optimally utilized to impart health education on the various aspects of

maternal and child health.

The main health education topics that concern maternal and infant health are the
following:

[-Family planning information, education and communication.

[I-Nutrition education for women during the prenatal and postnatal periods.

[1I-Infant nutrition; breastfeeding and weaning practices.

IV-Immunization Coverage.

I- Family Planning Information, education and Communication:

Rosefield & Everett (1996), examined the factors related to planned and unplanned
pregnancies. They concluded that, all women of childbearing age who are sexually
active can benefit from planning pregnancies. Counseling that accesses a woman'’s

expectations regarding birth control, followed by a careful explanation of the side
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effects of a contraception choice, may reduce the rate of unplanned pregnancy.
Counseling the male partner or sexually active men in contraceptive options may be
equally important. They believe that understanding factors that result in satisfaction

with contraception may reduce unplanned pregnancies. (Rosefield & Everett, 1996)

Sherris et al (1985), found out that, family planning programs have clearly lowered
fertility in a number of developing countries. Fertility has declined most in countries
where strong family planning programs operate with government support in favorable

social and economic setting.

They conclude that two decades of experience and research make clear that family
planning programs can lower fertility. Indeed, they are the most direct and effective
single measure that can be taken to lower fertility. Now research can help identify the
most important elements within family planning programs. Research can also suggest
how much other development programs, such as women's education. may influence
fertility. Ultimately, theses efforts all combine to support attainment of the best basic

goal of development-- a better life for all. (Sherris et al, 1985)

According to Robey et al (1994), there are several key lessons that make a Family
Planning Program work. Many of these key lessons are related to health education and
promotion; these are:

1- Family planning demand:

Most couples want to plan theirr families, when they have the opportunity to do so
Women everywhere want to avoid unintended pregnancies. Health education can

increase awareness and accordingly, increase demand for family planning

2- Choice of contraceptive methods:

Family planning programs work best when they provide people with full information
and a choice of services in a climate of respect. Government goals and projections may
be an important part of national development planning. But setting targets for

contraceptive
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"acceptors" is not the road of family planning success rather, if people are given the

opportunity, they choose family planning when it meets their needs. (Robey et al, 1994)

Family planning programs are more successful when they provide a choice of many
contraceptive methods, not just one or two. Making only one or two contraceptive
methods widely available is better then failing to provide family planning at all. But
only a range of effective methods can meet peoples diverse needs and serve individuals
over their reproductive life times. Successful family planning programs provide as many
different contraceptive method as possible. "As any marketing expert will tell us, the
more choices, the more likely the consumer is to select one of the available options”.
No single method is appropriate for every body. The more methods offered, the more
likely that each client will find a satisfactory one and that clients will be able to shift to

new methods as their circumstances change. (Robey et al, 1994)

3- Client- centered quality:

From clients' point of view, not only the technical quality of services is important but so
are other aspects, including privacy and confidentiality, competent counseling, friendly
personnel, and the opportunity to make an informed choice about contraception.

(Robey et al, 1994)

To make an informed choice, clients need accurate, clear, unbiased, and useful
information and advice about reproduction, family planning, and correct use of
contraceptive methods. Many people discontinue using contraception because they lack
accurate information, while others never adopt contraception at all because of lack of
information about contraceptives.  Service providers should inform clients about both

the advantages and the disadvantages of contraceptive methods.

4- Communication:

Information, Education, and Communication (IEC) acuvities bring people and family
planning programs together. Communication activities give people the information they
need to make informed choices about using and continuing to use contraception and

about other aspects of reproductive health. People obtain information about family
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planning both from the mass media, and through the interpersonal communication.
Radio and television reach millions of people even in remote area and of powerful
influence on opinions, attitudes, and behavior. People also hear about family planning
in schools, social programs and communities. Even community theater has brought
family planning topics to rural people who lack access to radio and television.
Interpersonal communication, whether among family members and friend or between
service providers and clients, plays an important role in people's decisions about family
planning, helping people decide whether, when, which method and how to use family

planning. - (Robey et al, 1994)

In Egypt and according to Robey et al (1994), the Government IEC program has helped
achieve virtually universal awareness of family planning. Nearly all Egyptian
households have television sets, and 90.0% of Egyptians watch T.V. regularly.
Communication activities, relying largely on television combined with ready access to
services, have helped contraceptive prevalence to nse by 17 percentage points between

1984 and 1992, from 30.0 % to 47.0 %.

5- Well trained providers:

According to Robey et al (1994), better training is required to improve the quality of

care. They suggest that:

1. Family planning counseling should become part of medical and nursing school
curricula.

2 Interpersonal communication skills should be incorporated into on-the-job training of
all health workers and volunteers.

3.Staff members with formal training in counseling should be given responsibility for

providing on-the-job onentation to other staff members (Robey et al, 1994)

In the field of family planning, raising the level of community knowledge is a must
before we can expect any changes in their attitudes in the form of more family planning

practice. (Robey et al, 1994)
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According to Willamson et al (1990), family planning users benefit from clear
instructions (orally and in written form that they can understand) about how to use the
method correctly and what to do if they experience problems. Counseling potential
users can increase the use of new methods. They stress the fact that as more
information becomes available on use effectiveness, it comes to our knowledge that

some information given by family planning programs is incorrect.

For example, and according to, Thapa et al (1988) family planning providers
sometimes tell clients that oral contraceptives (OCs) are more effective than IUDs
which is true only in tightly-controlled clinical trials. In genéral practice, IUDs are
more effective than Ocs and have longer continuation. We have also learned that
combination of methods can be effective and that traditional methods, including

breastfeeding, can be as effective as modern methods.

When clients are given information and a choice of methods, they may get a more
appropriate method and continue it longer (WHO, 1980). Increasing the number of

methods available also tends to increase use. (Jain, 1988)

WHO acknowledges that clients may be more satisfied if they are offered a choice of

methods and information about advantages and disadvantages of different methods.

(WHO, 1980).

Willamson et al (1990) emphasize that, if users are given clear information on how the
method works, how to use the method and what to expect, they will be more satisfied
users. Family planning programs should popularize available methods and encourage
correct use and continuation. Providers seldom help women integrate breastfeeding and

family planning and frequently give combination Ocs to breastfeeding women

According to Sherris et al (1985), there is a consensus that an effective family planning
program has appropriate management and decentralized administration and makes
contraceptives widely available. The role of information, education and communication

(IEC) is crucial and its integration with, family planning services, maternal and child
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health, postpartum service delivery and other services, makes a difference. (Sherris, et

al, 1985)

II- Nutrition education for women during the prenatal and postnatal

periods:
Ewles et al (1985), believe that a well-developed nutrition education has components

devoted to communicating facts, influencing attitudes, and changing behavior.

According to Worthington et al (1981) increasing evidence indicate that positive
nutritional support of pregnancy, rather than past restrictions born of limited knowledge
and false assumptions, builds for a positive outcome of pregnancy and increased health
and vigor of mothers and infants alike. There is definitely increased nutritional
demands during pregnancy. These demands focus on nutrients needs basic to human
growth and development, increased protein, vitamins, and minerals to sustain the
necessary building process, as well as sufficient energy input from calories to do the
work. This basic concept provides a logic framework for nutrition education and

guidance in prenatal care.

Nutrition education during pregnancy i1s an opportunity that should not be missed
Worthington, R. et al, believe that perhaps at no other time in the human life cycle is a
person open to nutrition education, more motivated by a sense of responsibility for
another human life, than during the period of pregnancy. A positive personalized
approach can build on the feeling of responsibility and anticipation of parenthood to
develop motivation for learning. A wide variety of techniques can be emploved in the
effort to improve the nutritional environment of the population, and ultimately its
readiness for the reproductive experience. No single mode of presentation is adequate
for all situations encountered, and consequently, nutritionists and nutrition educators
need to be skilled communicators, able to use techniques appropriate to meet the

demands of any audience. (Worthington et al, 1981)

They add that, health educators can and should be effective advocates for change in the

commercial media where saturation techniques are most frequently used by promoters
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of unhealthy food habits. In a positive sense, nutrition educators should recognize the
potential of utilizing mass media in a comprehensive manner to reach millions of

persons in all stages of the reproductive cycle. (Worthington et al, 1981)

Furthermore, Fisher et al (1993), believe that in health education, educational objectives
are rarely concerned exclusively with knowing, feeling or doing- a mixture is usually
required. For example, in the exercise when advising a mother about feeding her
toddler, the health educator probably has several objectives in mind: _

- The objective of ensuring that the mother knows which foods are nourishing for her
child and which are given in restricted amounts;

- The objective of changing the mother’s erroneous belief that sugar is essential.

I11- Infant Nutrition; Breastfeeding and Weaning Practices:
The advantages of breast-feeding should be clearly presented to the population as a
whole, ideally before and/or during adolescence when attitudes begin to solidify.

(Worthington, 1981)

They believe that the decision to breast-feed is a significant one and is usually made
relatively early in the pregnancy. Although the health professional must support the
parents’ ultimate decision regarding feeding method, the professional too often fails to
take a stand 1n support of lactation early enough in the prenatal period to infiuence the

decision making process.

When the decision has been made to breast-feed, an individual or small group
instruction session is indicated . These may be held early in the second trimester. The
nurse should discuss the advantages of breast-feeding. She should listen and respond to
any concerns that the mother may have. A brief discussion of the dietary requirements
for lactation should be included in the prenatal visits. During the prenatal session, the
nurse can also teach exercises for nipple conditioning that will help to prevent nipples
soreness once lactation begins. They add that adequate rest, diet, and fluids should be

considered when the milk supply needs to be increased. Priority for attention should
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therefore be given to development of high quality nutrition education matenals and

programs for children as well as adults. ( Worthington et al, 1981)

According to Bax et al (1990), many mothers lack confidence in their own ability to
breastfeed. They need encouragement and practical support of fathers, health workers,
relatives and friends, women groups, the mass media, trade unions and employers.
Mothers who are not confident that they have enough breast milk often give their babies
other foods or drinks in the first few months of life. This means that, the baby sucks at
the breast less often, so less breast milk is produced. To stop this happening, mothers
need to be reassured that, they can feed their young babied properly with breast milk

alone.

In addition Lazzaro et al (1995) recommend that, to increases the prevalence of
breastfeeding, there should be prenatal education, participation in support groups, and

promotion of breastfeeding through the media.

Kasemsarn et al (1995) examined the sustainability of "Baby Friendly Hospital
Initiative”. They concluded that, for the BFHI to continue, rooming-in is essential in the

promotion of breastfeeding. Breastfeeding should not be considered a maternal instinct
but a new behavior that needs to be changed to point that mothers adopt breastfeeding

practices for 4 months after delivery.

Jimenez et al (1995) examined the influence of breastfeeding on nutritional
development of infants with persistent diarrhea. This studv has concluded that, 1t
should be reinforced that breastfeeding practice promotion as an effective way for the

nutritional recovery of breastfeeding infants with persistent diarrhea

In addition, Orlando (1995) emphasized the importance of breast milk in protecting the
newborn from infection. He confirms that, infant morbidity and mortality have been

directly affected by a decline in breastfeeding.
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Barros et al (1995) have studied the impact of lactation centers on breastfeeding
patterns. They found out that children recruited in the Peri-natal period who
subsequently attended the lactation centers were exclusively breastfed significantly
more at 4 months and at 6 months of age than non-attenders. Lactation centers are
effective in promoting breastfeeding, and their use in areas with short breastfeeding

duration should be considered.

In Saudi Arabia, according to Al-Shehri et al (1995), government health facilities and

mass media constituted the main source of essential information about breastfeeding.

Lothian (1995) adds a new perspective to successful breastfeeding. He believes that,
the baby has a positive role in successful breastfeeding. He adds that, the baby has an
influence on the process and duration of breastfeeding. In his research, he examined
knowledge, skill, and support of family and friends who influenced breastfeeding
duration, but only in the presence of baby’s satisfaction. The characteristics associated
with baby satisfaction were competent sucking, “easiness”, and stamina. Based on his
findings, to be successful, “it takes two breastfeed”. Breastfeeding education should
include much more information on the contribution of the baby to the process of
breastfeeding. Health care providers should be skilled in both infant breastfeeding

assessment and intervention to facilitate successful breastfeeding. (Lothian, 1995)

Pugin et al (1996) have conducted prenatal group education sessions emphasizing the
skills necessary to initiate and maintain breastfeeding past the neonatal period. The
effect of the educational program was greater among primiparous women. They
accordingly believe that, prenatal group education with hands-on skills reinforcement is
a significant and additive component of breastfeeding support, especially among those

who have no previous breastfeeding experience.

Brent et al (1995) have evaluated the efficiency of an intervention program to increase
breast-feeding in a low-income, inner city population. The intervention program
consisted of individual prenatal lactation consultation, daily rounds by the lactation

consultant on the postpartum unit, and out-patient follow-up at 48 hours after discharge,
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at the time that the infant was 1 week of age, and at all future health supervision visits
for infants up to 1 year of age. This lactation program increased the incidence and
duration of breast-feeding in our low-income cohort. The authors suggest that, similar
efforts applied to analogous population may increase the incidence and duration of

breastfeeding in low income populations.

On the other hand, Haider et al (1996) designed a program for training of lactation
counselors to advise mothers of partially breast-fed infants. The program persuaded
mothers to start exclusive breast-feeding during their hospital stay. After program
implementation, 60.0% of mothers in the intervention group were breastfeeding
exclusively at discharge compared to only 6.0% in the control group. Accordingly, the
authors believe that individual counseling has a positive impact on mothers to start
exclusive breastfeeding during hospitalization and continue the practice at home. They
finally recommend that maternal and child health facilities should include lactation
counseling as an integral part of their program to improve infant feeding practices

(Haider et al, 1996)

Monte et al (1997) describe in their article a methodology to design feasible
intervention to improve weaning food hygiene practices for families living in extreme
poverty. The methodology relied mainly on outreach home visits. It was developed in
response to the high priority given to reducing weaning food contamination for
diarrhoeal disease control, and the lack of any existing methodology for defining

appropriate educational interventions in resource-poor regions.

Ewles et al (1985) recognized that educational objectives, of health education, are rarely
concerned exclusively with knowing, feeling or doing- a mixture is usually required.
For example, in the exercise when advising a mother about feeding her toddler, the
health educator probably has several objectives in mind:

1. The objective of ensuring that the mother knows which foods are nounshing for her

child and which are given in restricted amounts;
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2. The objective of changing the mother’s erroneous belief that sugar is essential to
give her child energy and relieving her anxiety that her healthy child’s “food fads™
may cause serious ill-health;

3.The objective that the mother learns what to do at meal times when her child has
tantrum over eating his food.

4.Thus the health educator is concerned with what the mother knows, feels, and does

about feeding her toddler.

In summary, Bax et al (1990) proved that for many mothers feeding seems to dominate
the first few months of life. Practical and realistic advice from health visitors, doctors
and other mothers can provide the necessary support for mothers over this difficult

period so that they can enjoy their babies.

IV- Immunization Coverage:

Rahman et al (1995) have conducted research in Bangladesh to identify the factors
associated with delayed or non-immunization of their children. The results of the study
indicated that even in the presence of maternal illiteracy, educating mothers about the
vaccines and vaccine preventable diseases may be highly effective in increasing the

immunization coverage. (Rahman et al,1995)

Role of Interpersonal Communication in Maternal and Infant Health:

Simmons (1976) state that in low-income communities much information is transmitted
by word of mouth-the grapevine. However, as the message goes through, it becomes
distorted, so reliance only on this method may bring forth half-truths. In addition,
providers might lack the proper knowledge needed by their clients. Accordingto a
recent IPPF study, providers seldom help women integrate breastfeeding and family
planning and frequently give combination Ocs (Oral Contraceptives) to breastfeeding

women.

On the contrary, Willamson et al (1990), very much believe in the word of mouth and
state that users benefit from clear instructions (orally and in written form that they can

understand) about how to use the method correctly and what to do if they experience
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problems. If users are given clear information on how the method works, how to use the
method and what to expect, they will be more satisfied users. PATH has extensive
experience in helping countnes develop these kinds of educational materials. In some

settings, providing information for spouses may also be useful.

Providers may know little about natural methods of family planning, especially the
newer methods (FHI research in the Philippine, Sen Lanka, Mauritius and Peru:
snowden, 1988). In order to improve a program it may be very useful to assess provider
knowledge and attitudes toward the methods they are providing. (Family Health
International, 1988)

Clients may be more satisfied if they are offered a choice of methods and information

about advantages and disadvantages of different methods. (WHO 1980)

Werner & Bower (1987), believe that methods suitable for individuals or small groups
include one-to one counseling, discussion, questions and answers, problem-solving,
providing materials for independent learning (self-instruction), demonstration, role
playing and story-telling. All encourage interpersonal interaction and actively involve

individuals in learning.

The Role of Mass Media and LLE.C. in Maternal and Infant Health:

Robey et al (1993) conducted a very large study in 93 developing countries to analyze
the factors associated with fertility decline, they found that, among the most important
program factors was, the extent that mass media are used for [EC. They believe that
IEC campaigns, if they are backed up by good service delivery and good management.
among other factors, contribute to program success. IEC activities that use mass media
to convey appropriate messages can be especially useful, largely because they reach so
many people. They tend to have legitimizing effect if people have doubts about family
planning.  Also, messages for the mass media are more likely to be developed by
professionals who have technical and communications expertise to prepare and present

effective messages.

Literature Review - Health Education for Maternal and Infant Health 138



Furthermore, Tones & Tilford (1994), believe that most communication attempts are
concerned to do more than ensure that the message has been correctly interpreted and
understood.  In reality, their purpose is to generate some learned outcome: the
acquisition of new information or understanding; a change in belief and attitude; the

learning of a new skill and even the adoption of a new practice or change in lifestyle.

It is usually acknowledged by media workers that there is a ‘hierarchy of effects’: it is
relatively easy to ‘agenda set’ and communicate simple information; it is increasingly
difficult to change attitudes, each complex skills and persuadé people to adopt new
behaviors, especially where these involve exertion, discomfort or the abounding of
pleasure. (Tones & Tilford, 1994)

According to Tones & Tilford (1994), mass media vary considerably in their potential
and capabilities. They differ in form and format: leaflets and posters and posters are
substantially different from the electronic media of television and radio. They differ in
their potential for reaching audiences and in the nature of the audience they reach: local
radio listeners have different characteristics from readers of quality national press.

They differ in their credibility and trustworthiness.

They add that, print media are usually the most successful in communicating
information, while audio, visual, combined audio-visual, and hands-on experience
communication techniques effectively influence attitudes and model healthful behavior.
(Tones & Tilford, 1994)

Williams & Hammer (1995), confirms that communication channels especially
television and radio have great influence on people. They can be used to disseminate
health programs to create community awareness of various health issues  In addition,
media can disseminate information on both knowledge and practice of healthy behavior.
Furthermore, media can promote children’s rights to grow and survive and help in

establishment of child survival projects at the top of the political and national agenda.

Literaiure Review Health Education for Maternal and Infant Health 139



They add that although mass media has a great influence on people, interpersonal

communication is vital for changing individual beliefs and practices.

Tones & Tilford (1994), emphasize that media influence process is a complex one. One
simple fact can, however, be stated : in normal circumstances, mass media will not
easily change people’s behavior unless individual motivation and normative influences
are favorable. It is almost a truism to say that the appropriate use of an audiovisual aid

will enhance any given teaching method.

In addition, they believe that although the use of leaflets as mass media without the
interpersonal support is problematic, it could add to the effectiveness of the verbal
advice provided by the doctor. Mass media campaigns and other kinds of individual-
oriented interventions are safe because they virtually never challenge any powerful
vested interests. Such interventions implicitly state that the problem is in the person and
not in the system, Yet, the person and the system are inseparable (Tones & Tilford,

1994)

Program Planning and Health Education:

Kleinman & Senanayake (1984), believe that any program aimed to improve the heaith

of mothers and infants should include :

1-Education of health workers about the value of breastfeeding and ways of promoting
it.

2-The dissemination of knowledge about the importance of breastfeeding to women in
the community, both from the point of view of the baby, and of the contraceptive
protection breastfeeding can have.

3- Antenatal advice is of the utmost importance in preparing mothers to accept the idea
of breastfeeding in the puerperium and beyond, this will include the techniques of
breastfeeding, dealing with problems such as inverted nipples, engorged breast, and
sore or cracked nipples. The frequency of sucking, the advantages of “on demand’
feeding, and the optimum nutrition needed by the mother during lactation can all be
discussed. (Kleinman & Senanayake, 1984)
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According to Ewles et al (1985), there are 9 stages in planning for health education, the
stages are: identifying consumers and their characteristics, identifying consumer needs,
deciding the goals of health education, formulating specific objectives, identifying
resources, planning the content and method in detail, planning evaluation methods,

carrying out health education, and evaluating the process and the outcome.

Simmons (1976), believe that, program planning and implementation must include all
persons who are responsible for carrying out any part of the program: the consumer who
will benefit, other persons who influence the individual’s behavior, the health agency’s
governing body, administrators, staff at all levels, and persons associated with other
agencies and institutions. The most effective programs included active involvement of
the target population in a variety of roles; developing working relationships with

community leaders; and identifying needs, resources and community response patterns

There’s no program that shouldn’t be evaluated. Time, money, money, and people are
precious; whenever money, time or people are spent, the outcome should be evaluated
for the benefit of others and for future implementation of similar interventions.

(Simmons, 1976)

Gryboski {1996), adds that, the mother is not the only person who give time and care to
the baby specially in developing countries where extended families are still the norm
family structure. In Indonesia, he have examined maternal and non-maternal time-
allocation to infant care, and care during infant illness in rural Java, Indonesia His
study revealed that grandmothers, sisters, and fathers of the infants were the most
important in terms of time; allocated to infant care. The study findings suggest that
health education messages related to infant care and feeding could be usefully targeted

to other persons in addition to mothers.
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Chapter Four
Training of Health Personnel for Mother Coaching

Training of health personnel on proper client counseling would have a great impact on:
1- Breastfeeding, lactation management and weaning practices.

2- Family planning and management of client concerns and side effects.

In one of the recent Population Council analysis, conducted by Zurayk (1994), she
examined the extend of utilization of health services (e.g. prenatal care and delivery
services). The study proved lack of utilization of such services even when some
services are available. In terms of the health delivery system, studies are
increasingly pointing to the importance for women of the quality of services

available.

According to Bruce (1989), quality of service includes many elements, beyond the
technical competence of the provider, prominent among them is the nature of the
encountered communication between the woman and the provider in terms of the

degree of interaction and information given.

The Role of Health Professionals in Health Education:
According to Ewles et al (1985) all health professionals are health educators, although
they may not separate this element from the rest of their work (such as treatment.

therapy and patient care) and label it “health education”.

They believe that the health education role of health professionals could be considerabie
improved if more emphasis were given to health education during basic training by
tutors who themselves had better understanding of health education. Secondly, the
support of health professionals’ managers in the field is essential. Finally, a flexible,
muiti-disciplinary approach to work with their clients would improve their credibility

with clients. (Ewles et al, 1985)
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Experience has proven that emphasis on prevention and quality rather than treatment

and quantity, would create a climate conductive to effective health education practice.

Ewles et al (1985) suggest that, health education should be a non-judgmental, two-way
process between health professional and clients which builds on clients’ existing
knowledge and experience, moves them towards autonomy, empowers them to take

responsibility for their own health and helps them to feel positive about themselves.

On the other hand for health education of clients to be effective, it should be integrated
with other clinical services. Unfortunately, according to Zurayk (1994), there is
tendency in developing countries in general to organize services in a vertical, parallel
fashion rather than taking a comprehensive view if the provision of services,

particularly to vulnerable groups such as women and children.

This vertical organization of services makes an integrated health education program for
maternal and infant care a real challenge which is not impossible, but rather difficult to
manage. According to Willamson et al (1990), providers seldom help women integrate
breast feeding and family planning and frequently give combination oral contraceptives

to breast feeding women.

Breastfeeding Education and Lactation Management:

With the increased interest in lactation, it is important that physicians, dietitians and
nurses provide counseling to parents regarding the benefits and difficulties of breast
feeding. Appropnate education, assessment of the infant’s vigor and maternal milk
supply prior to release, are all necessary to help a mother feed successfully, to detect a
developing problem and to avert a potentially serious condition in the baby.(Farzaneh,
1994)

Lawrence’s study in 1980 has proved that the enthusiastic physician can influence the
number of breastfeeding mothers in his practice.  If the physician provides
knowledgeable medical and psychological support. The success rate of the patients who

intended to breastfeed will increase.
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She adds that, the key to the management of the nursing couple is establishing a sense

of confidence in the mother and supporting her with simple answers to questions when

they arise. Management is best discussed in terms of three stages:

1-The prenatal period: It is most effective to prepare for breast-feeding well in advance
of delivery. This preparation is mainly for the breasts and nipples to avoid
tenderness and cracked nipple and treat inverted or flat nipple well before
breastfeeding starts.

2-The immediate postpartum, or hospital, management: Key points in management
should include; helping the mother find a comfortable position, help the infant to the
breast, help the mother reposition the infant on the second breast, since moving may
be hard at first and if the infant falls asieep after the first breast, wait a little, wake
him, and then move to the second side, and ;

3-The post hospital period where continuous reassurance of the mother and growth
monitoring of the baby are key determinants for the success of breast-feeding.
(Lawerence, 1980)

In support of Lawerence’s belief, Bax et al (1990), as well, state that for many mothers
feeding seems to dominate the first few months of life. Practical and realistic advice
from health visitors, doctors and other mothers can provide the necessary support for

mothers over this difficult period so that they can enjoy their babies.

They add that, antenatal clinics could provide an ideal opportunity to discuss feeding.
The commonest reason given for stopping breast-feeding was insufficient milk. Other
reasons included painful breasts, baby would not suck, breast-feeding took to long or
mother did not like breast-feeding. Clearly, some mothers are not sufficiently motivated
to preserve depot some discomfort and inconvenience, but, in the majority an improved
success rate could be achieved by offering a high level of informational support. The
attitude and support of the father can greatly influence both the mother’s desire to
breast-feed and the likelihood of a successful outcome Ideally, antenatal care
discussion should involve both parents, not only concerning feeding but also in other

aspects of childbirth and child development. (Bax et al, 1990)
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According to Losch et al (1995) physicians may be very knowledgeable about the
nutritional and immune properties of human milk and yet not be supportive of the act of
breast-feeding. This lack of support may be manifested by the lack of verbal support for
women who intend to, or are in the process of, breast-feeding, the provision of infant
formula before or at the time of birth of the baby, or encouragement to terminate breast-
feeding should the mother encounter any difficulties with lactation. To increase
physician awareness of the process of breast-feeding and the properties of human milk,
information about benefits should be integrated in both the basic science and the clinical
curricula in medical schools. Primary care training programs, including obstetrics,
should actively involve trainees in the management of breast-feeding women so that
trainees become aware of the spectrum of circumstances that confront women seeking
to establish and maintain successful breast-feeding. This type of involvement would
provide a contextual base for physicians’ understanding the attitudes and behaviors
supportive of breast-feeding. Attitude and behavior of women, although more complex

than demographic factors, provide a powerful tool for meeting the “Health for All
People” 2000 goal for the initiation and duration of breast-feeding. Emphasis on the

known health advantages of human milk or the discovery of additional health benefits to
breast-feeding should continue to be discussed because they may tip the balance in

favor of breast-feeding for some women. (Losch et al, 1995)

They believe that, it is essential that physicians and other health care professionals
seeking to increase the rate of initiation and duration of breastfeeding build on the body
of information concerning factors that influence a woman’s attitudes about breast-
feeding. The relation between positive attitudes concerning breast feeding and its
initiation is important to the development of programs targeting women before they
become pregnant, and to the provision of active support for breast-feeding throughout

the pregnancy, perinatal, and postnatal period. (Losch et al, 1995)

In addition, Leuzzi et al (1996) emphasize that, all health care providers that interact
with women of childbearing age should understand the potential benefits of

preconception counseling and to approach the evaluation in a thorough manner during
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routine health maintenance visits. With the increased number of patients enrolied in
managed care programs, health maintenance visits provide the unique opportunity to
educate women contemplating pregnancy regarding the potential influences of their
lifestyle and health status on the future pregnancy. It is becoming increasingly apparent
that interventions made during at the preconception period are just as crucial as the

subsequent 9 months of prenatal care to achieve an optimal maternal-fetal outcome.

Bax et al (1990), outline of management of breast-feeding by the doctor, midwife and

health visitor, as follows:

Antenatally:

1-Discuss expectant mother’s feeding preferences pointing out pros and cons of breast
and bottle.

2-Provide basic information on physiology of lactation including the let-down reflex,
and the mechanism of milk stimulation.

3-Check nipples and advise on how to draw out retracted nipples between finger and
thumb.

4-Suggest that mother asks to put the baby to the breast as soon as possible after
delivery, preferably in the delivery room. The infant is likely to be more alert and
eager to suck immediately after birth than in the next couple of days.

5-Warn mother that her infant is likely to appear hungry for the first few days and may
need feeding up to a dozen times daily initially.

6-Discourage using complementary milk feeds both in hospital and after discharge since
the infant will spend less time sucking and milk supply will dwindle.

7- Point out that many mothers need guidance on breast-feeding technical advise.

8- Advise mothers to ask for help from nursing staff as soon as difficulties happen.

After Discharge:
1-Visit the mother as soon as possible after discharge. Many mothers give up breast-
feeding at this time.
2-Observe feeding and check that nipple is correctly inserted into baby’s mouth and the

breast is not obstructing the baby’s nostrils.
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3-Advise starting each feed on alternate breasts. Express milk only if mother feels
discomfort after a feed, over-expression encourages over-production of milk and
further engorgement.

4-Some babies may appear satisfied after only five minutes’ feeding. Reassure that this
is quite normal since babies obtain 90.0% of feed in the first five minutes. After a
few weeks 10-15 minutes each side is average, which usually provides sufficient
nourishment and sucking stimulation.

5-Discuss a sensible demand feeding schedule. Explain that babies may sometimes
need feeding every two to three hours and at others every four to five hours.
Demand feeding is intended to give both mother and baby flexibility. Feeds can be
brought forward or delayed for an hour or so to fit in with the mother’s schedule.

6-Explain that if baby appear hungry increasing frequency of feeds up to two-hourly
stimulates milk supply.

7-Introduce mother to other mothers who are successfully breast-feeding.

In response to this demand for quality breastfeeding counseling and the rising demand
for more comprehensive teaching materials on the art and science of breast feeding
support, the American College of Nurse-Midwives developed a “Lactation Education”
program worldwide for health professionals. (Bax et al, 1990)
To increases the prevalence of breast feeding, Lazzaro et al (1995) recommended
prenatal education, participation in support groups, and promotion of breastfeeding
through the media.

Kistin et al (1994) trained counselors to provide information about lactation
management and other health care issues. Women in the counselor group had
significantly greater breast feeding initiation and duration than women in a non-
counselor group. This study suggest that peer counselors, well-trained, and with on-
going supervision, can have a positive effect on breastfeeding practice among low-

income urban women who intend to breastfeed.
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Another study conducted by Barnett et al (1995) had found out that nutritionists and
pediatricians were most likely to have positive beliefs about breastfeeding, whereas
hospital nurses were most likely to have negative beliefs. Personal breastfeeding
experience contributed to positive beliefs. This study indicated that, there is a need for
comprehensive training in lactation management, and improvements in hospital and

public health clinic environments.

Freed et al (1995) have assessed breastfeeding education, knowledge, attitude, and
practices among resident and practicing obstetrician-gynecologists. Practitioners rated
themselves as more effective in meeting the needs of breast-feeding patients than were
residents. The study found out that, prior personal breast-feeding experience was a
significant influence on perceived effectiveness. Obstetrician-gynecologists have a role
in breastfeeding promotion, but there were significant deficits in knowledge of breast
feeding benefits and clinical management. Accordingly, the study concluded that
residency training and continuing education programs should create opportunities to
practice breast-feeding promotion skills and emphasis management of common

lactation problems.

Hauk and Dimmock (1994) have examined the effect of a breastfeeding information
booklet on breastfeeding behavior. Study findings have implications for clinical
practice in highlighting the importance of breastfeeding information in increasing
mothers’  confidence, providing suggestions for breasfeeding practice. and helping

mothers not to feel alone in their concemns.

Because of brevity of the postpartum hospital stay, mothers and their newborns are
discharged home before breastfeeding is well established There is a need for more
consistent, expert, and timely assistance with breastfeeding in the hospital and better
continuity of care during the first few weeks at home Leff et al (1995) have suggested
production of effective patient and family education materials and that hospitals can
expand their traditional boundaries of care and quality improvement into community

health issues.
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Prasad and Costello (1995) conducted another study to evaluate the impact and
sustainability of a baby friendly training intervention for staff at a district hospital on
initiation of breast feeding and use of prelacteal feeds by mothers. The training course
was for ten days and included doctors, nurses, and midwives. The course covered
benefits and feasibility of early breastfeeding and dangers of prelacteal feeds together
with instruction on explaining this information to mothers. This study have proved that
training doctors and midwives greatly improved the feeding practices of mothers.
However, the impact of the training fell off quickiy and refresher training is needed to

sustain the improvement.

Corbett-Dick & Bezek (1997) set forth breastfeeding promotion for the employed
mother. They believe that, maternal employment has been associated with decreased
duration of breastfeeding. Through their study, they recommend that clinicians in
pediatrics are well positioned to promote the specific benefits to mother and baby that
breastfeeding provides through advocacy, education, and support with regard to
breastfeeding and employment.  Anticipatory guidance specifics such as feeding
patterns, guidelines for pumping and storing breast milk, and information regarding
available resources are important clinical knowledge. Pediatric health care providers
must provide this knowledge to increase breastfeeding rates and duration among women

who return to the work force after birth of their baby.

Williams & Hammer (1995) believe that to be truly supportive of breastfeeding,

pediatricians should receive didactic and clinical training in breastfeeding management.

In addition, Tietz et al (1995) believe that, public health services should at least provide
information on breastfeeding counseling in the community and on training opportunities

for counselors.

Leef et al (1995) also emphasize the need for more consistent, expert, and timely
assistance with breastfeeding in the hospital and better continuity of care during the first

few weeks at home.
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Family Planning Counseling:

“Motivated, well-trained providers deliver family planning services better.”(Robey et al.

1994).

Clients may be more satisfied if they are offered a choice of methods and information
about advantages and disadvantages of different methods. If clients are treated with

respect, people will be more willing to go to family planning clinics. (WHO 1980)

Ewles (1985) documented that users benefit from clear instructions (orally and in
written form that they can understand) about how to use the method correctly and what

to do if they experience problems.

Willamson et al (1990), add that, if users are given clear information on how the method

works, how to use the method and what to expect, they will be more satisfied users.

According to Thapa (1988) counseling potential can increase the use of new methods.
As more information becomes available on use effectiveness. we are learning that some
information given by family planning programs is incorrect For example. familv
planning providers sometimes tell clients that (oral contraceptives) OCs are more
effective that TUDs which is true only in tightly-controlled clinical trials. In general
practice, IUDs are more effective than OCs and have longer continuation
Combinations of methods can be effective and traditional methods, including breast

feeding, can be as effective as modern methods.

Jain (1988) believe that when clients are given information and a choice of methods,
they may get a more appropriate methods and continue it longer. He adds that.

increasing the number of methods available also tends to increase use

Providers may know little about natural methods of family planning. especially the

newer methods. In order to improve a program it may be very useful to assess provider
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knowledge and attitudes toward the methods they are providing.(Family Health
International, 1990)

Robey et al (1994) in one of the “Population Reports” conclude that family planning
programs that train their staff well are better equipped to meet the needs of their clients.
Technical training in clinical procedures and knowledge of contraceptive technology are
fundamental to safe and accessible delivery of family planning services. Training in

interpersonal communication also is essential to the quality of services.

They add; to improve the quality of care through better training:

* Family planning counseling should become part of medical and nursing school
curricuia.

* Interpersonal communication skills should be incorporated into on-the-job training for
all health workers and volunteers;

* Staff members with formal training in counseling should be given responsibility for

providing on-the-job orientation of other staff members. (Robey et al, 1994)

Method specific training is also valuable, for example “Trainer's Module for the LAM™
was developed by American College of Nurse-Midwives to train health professionals on
lactational Amenorrhea Method.  According to Farrel,(1995) such a training program
should enable the physician/nurse be able to : Define LAM, explain LAM's mechanism
of action, state the effectiveness of LAM, cite three advantages and two disadvantages
of using LAM, state the three criteria and the fourth parameter for using LAM. cite the
rationale for and the three critena for changing to a complementary contraceptive
method, and describe the procedure for introducing LAM to a client and that for

introducing a complementary method to a client. (Farrel, 1995)

In summary, a number of factors affect the development of the health education role of
health professionals.. There is a definite need for improved training. One of the

difficulties this raises is how to fit more into the already overcrowded curmriculum of
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basic professional training courses. Partial solution to this problem might be to review
priorities in basic training, and to emphasize post-basic education, such as Health

Education Certificate Course. (Ewles, et al, 1985)

They add that the health education role of health professionals could be considerably
improved if more emphasis were given to health education during basic training by
tutors who themselves had better understanding of health education. Secondly, the
support of the health professionals’ managers in the field is essential. Finally, a
flexible, multi-disciplinary approach to work, with the emphasis on prevention and
quality rather than treatment and quantity, would create a climate conductive of

effective health education practice. (Ewles et al. 1983)
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Chapter Five
Operations Research in the Field of Mother and Infant Care

What is Operations Research:
Operations research (OR) is the application of various research techniques to develop.

test and recommend solutions to operational problems. (Hardee & Kafafi, 1989)

Fisher et al (1991) defined “Operations Research” as a continuos pfocess with five basic
steps:

1)problem identification and diagnosis,

2) Strategy selection,

3) Strategy experimentation and evaluation,

4) information dissemination, and

5)information utilization.

The process of OR is designed to increase the efficiency, effectiveness. and quality of
services delivered by providers, and the availability, accessibility, and acceptability of

services desired by users. (Fisher et al, 1991)

Hardee & Kafafi (1989), add that OR is action oriented research. Data collection
revolves around the question, “What information is needed to provide better services.

and how can this information be collected, analyzed, and used 7™

The Goals and Objectives of Operations Research
The goal of OR is to find practical solutions to problems blocking effective delivery of
family planning and health services. Well designed and implemented OR can help

decision makers find ways to improve family planning delivery systems or design new

ones. (Hardee & Kafafi, 1989)
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OR studies tend to be small-scale, of short duration and highly focused on specific
objectives. They should provide rapid feedback of information for the purpose of

program improvement.

Hardee & Kafafi (1989) state that, OR projects usually serve one or more of three

related objectives:

1) A policy objective is : To test new service delivery approaches that will require
changes in program policy.(e.g. non-physician insertion of TUDs).

2) A program objective is : To improve the operation of existing programs by
identifying more effective and efficient ways to use personnel, different family
planning methods, communication media, or other components; and

3) An educational objective is . To train program managers in the use of OR so that

these techniques will be used routinely to address new problems as they develop.

Experience worldwide suggests that OR findings have the most chance to being utilized

if:

1) The service delivery program is already functioning and innovations can be
introduced gradually.

2) Program managers are closely involved in identifying the problem to be addressed
and carrying out the research.

3) Specific plans are developed from the start to make it easier to utilize the findings,
for example, any financial or technical support needed to help expand a pilot

project into a large-scale activity. (Hardee & Kafafi, 1989)

Koenig (1990), further describes the use of OR by stating that many of the problems of
primary concern to managers are not necessarily national in scope, but are limited to
specific areas and can best be addressed through the design and implementation of
operations research studies. Given the emphasis in operations research studies on
testing the impact of a new service delivery approach, an experimental design would

ideally, be most desirable to use. Such designs, are termed “true experimental”
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Koenig (1990) believes that, as a minimum, it is usually possible to include in the
design of a field intervention study: (1) a comparison/control group,
(2) pre- and post-intervention measurements, and

(3) an ongoing study monitoring system.

He confirms that, without these three design features, it is unlikely that the impact of a

study intervention can be determined with any degree of accuracy.

Given the emphasis in operations research studies on testing the impact of a new
service delivery approach, an experimental design was the most desirable to use under
this study . Such design, termed “true experimental” that includes the pre-

intervention-post-intervention control group design. (Koenig. 1990)

Koenig believes that Operations Research results in recommendations which will be
perceived as most useful, and thus have the greatest chance of application. It will
usually focus upon how existing service programs and facilities can be improved and
made more efficient. This will generally entail smaller, incremental changes in service

operations, rather than radical restructuring of existing programs. (Koenig, 1990)

Operations Research Design:
According to Hardee & Kafafi (1989) operations research is generally either descriptive
or comparative in nature. Descriptive studies provide basic information to
programmatic features such as the number and characteristic of clients served. whereas
comparative studies are aimed at showing whether or not a particular programmatic
input has a desired effect. Comparative investigations may employ one of three
strategies:

1-A “before and after” design whereby a baseline measurement taken before a service
innovation is compared to subsequent measurements taken after the innovation has
been in place.

2-A comparison or control group design in which the innovation (treatment) may be

implemented in one area or population subgroup, and the effects assessed by a
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comparison with another (control) area or subgroup with no intervention, or with
kinds of intervention; and;
3- A combination of the above designs, with before and after measurements in both

treatment and control group.

Sadik (1996) concludes that applying analytical techniques to program activities-
operations research- has provided a rational basis for introducing many key innovations
and improvements in family planning programs. For example, family planning
programs benefit most from such research when:

* The questions raised are important, substantive, and relevant;

* Information is coliected and analyzed regularly so as to guide all stages of program

development.

* Many types of information, including survey data and service statistics, are used; and
* Qualitative data-for example, measures of client attitude- as well as quantitative data

are used.

Literature Review Operations Research in the Field of Mother and Infant Care 156



Subjects and Methods



Subjects and Methods

This study was conducted during the period March 1996 to August 1997. The main
aim of this work is to prove the effectiveness and practicability of implementing a
“Mother Education Program” under current conditions at the Ministry of Health:

maternal and child health (MCH) centers.

Sample Selection and Description:

A decision was made that three MCH centers will be used to conduct the study. Two
of them served as study sites and the third served as control. Two nurses were
trained by the researcher to help conduct the educational sessions and to furthermore
prove the feasibility of future implementation of such programs by a well-trained

nurse.

To ensure proper intervention, the following contacts were made:
1-Three MCH Centers were identified in Cairo Governorate. Two of them served as
study sites (Al-Mahkama and Morad St. Centers) and the third as control (Sanaa
Al-Koba Center).
2- Necessary contacts and approvals were obtained as follows:
*Approval of the Ministry of Health, Primary Health Care Department on the
scope of work and location of study.
* Approval of the District level Ministry of Heaith authonities.
*Approval of the three MCH Centers’ directors.

All women of both study and control groups had certain criteria for selection; these
criteria were the following:
1- Primi-para or multi-para attending at the MCH center for prenatal care

2- Pregnant women at the third trimester of pregnancy.
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One of the problems anticipated during the preparation for the field work was the
difficulty of follow-up. In fact, women who go to a certain MCH center for prenatal
care would not necessarily go to the same center for their childrens’ immunization
later. This problem exists simply because a woman will probably choose a closely
located MCH center for prenatal care. On the other hand, when this same woman
intends to register her baby and make his birth certificate, she is obliged to go to the
MCH center of her district, or where the child is born. Later on, when the mother
starts taking her child to the center for immunizations, she will most probably go to
this same MCH center where she got his birth certificate. Accordingly, during
prenatal care, baby registration and immunization the (mother/child) do not have to
use the same MCH center. This describes how difficult tracking and follow-up of

one mother could be.

Because of this expected difficulty in follow-up and tracking of mothers. it was
important to recruit more than 100 study cases. In fact, 190 cases were recruited
under the study. This surplus was included for the possibility of dropouts during the
course of the study. Confirming with our expectations, the highest time for drop-out
was right after the mother gave birth. Many home visits and correspondences were
made for those mothers to make them come back to the center for follow-up; for
themselves, as well as, for their children. In addition one hundred apd thirty-three

women were included as control. (comparative group).

Tools Description:

A Complete review, of the currently available educational and counseling matenals
was conducted. These materials were from the Ministry of Health, the National
Population Council as well as international donors like WHO, UNICEF and USAID,
child survival and family planning programs. This complete review revealed that.
there is a surplus of materials already available in the market. There is definitely no
need to reinvent the wheel. On the other hand the study examined the impact of

using these currently available materials in the MCH centers under the study.

Subjects and Methods 158



The Following Tools Were Designed for Data Collection:

Pre- and the post-intervention questionnaires were used at the beginning and end of
the study. They both asked about the same information; the only difference between
the two was the approach in questioning the mother. The first questionnaire (pre-
intervention questionnaire) measured the background knowledge and experience of
mothers, while the post-intervention-questionnaire measured the impact of the

“Mother Education Program” on both the mother and the child.

1-Pre Intervention Questionnaire (Appendix A):

This questionnaire included personal data of the mother and questions related 10
pregnancy and family planning (knowledge and practice). In addition, the
questionnaire included questions on woman nutrition during pregnancy,

breastfeeding, weaning and infant immunizations.

2-Post Intervention Questionnaire (Appendix B):

This questionnaire included personal data for both mother and infant and questions
related to family planning practice. It also included questions on mother nutrition
during breast feeding, mother knowledge and practice of proper breast feeding and
weaning. Furthermore, this questionnaire collected information related to timely
infant immunization. the infant health during his first year of life. weight. length and

general condition of the child at the end of the study

Validity and Reliability of the Questionnaires:
The questionnaires were designed to fulfill the following criteria

e Easy to understand, so the mother will answer the questions with no need to further
explain these questions.

¢ For each question, all possible answers were included to simplify the process of data
collection as well as data analysis. Each question had only one answer if asked to the

same mother (reliability).
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e The different variables were included under specified sections of the questionnaire to
ensure coverage of the intended variables. (validity)
To test validity and reliability of the questionnaires, they were tested on a pilot group
of twenty mothers. Accordingly, the questionnaires were modified to ensure their

validity and reliability.

For each women of the “study group”, and in addition to these questionnaires,
specially designed follow-up forms were used along the whole period of the study.
These forms were the following: ‘
1-Form 1 (Appendix C):
This form was used to record data for pregnant women before delivery. These data
were the following:

*Personal data: Name, code No., and expected date of delivery.

*Date of visit.

*Gestation age.

*Educational message received during this particular visit.

*HP for mother during pregnancy if available.

*Mother nutrition during pregnancy.

2-Form 2 (Appendix D):
This form was used to record data related to both mother and infant. The collected
data included the following:
*Personal data: Name of mother and child, date of child’s birth as well as
the code No.
* Date of visit.
*Educational message received during the visit.
*Family planning method.
*Breast feeding.

*Food supplementation for weaning.
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In addition to these data, the following information was collected for each child each
visit:

1- Child growth, weight and length.

2- Immunization received up to the date of the visit (according to the birth

certificate stamps).

3-Growth Monitoring Chart (Appendix E):
This Chart was used to monitor infant's growth during the study period.

4- Take Home Card (Appendix F):
Each woman of the study group was given a follow-up card. The card was used to
record the following data:

*Personal data: Name, expected delivery date, code No., and method of

delivery.

*No. of visit.

*Message received dunng the visit.

*Mother nutritional status.

*Tetanus immunization.

*Infant nutrition

*Infant growth monitoring, weight and length.

*Child immunization.

*Date of next visit.

The main purposes of the "Take Home Card" were the following

* To register the information related to the visit, e.g. date and message received.
¢ To register the mode of infant nutrition and weaning schedule.
¢ To monitor the weight and height of the child.

» To indicate and register the date of the next visit.

The use of this card was very useful for follow-up reasons. It served as check point

to ensure that the mother was exposed to all intended messages and the child is
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getting the right nutrition according to his/her age. In addition, it helped both the
mother and the researcher to follow-up the child growth very closely during the

period of the study.

Mother Education Program:
This educational program was designed for the study group. Topics covered by this
program were the following:
1- Mother nutrition during pregnancy and lactation.
2- Infant Nutrition:
* Breast feeding.
* Proper weaning practice.

3- Family planning counseling.

To efficiently implement this program, a complete "Training Package* was modeled.

The package included the following:
A-Lesson Plans: (Appendix H)

They were used in to train the nurses and guide mother coaching sessions

B-Content materials to cover sessions:
To guide training and ensure consistency of content and quality of sessions among
various mothers along the study, content materials were developed These

supporting content materials covered the following subjects.

- Mother nutrition during pregnancy Appendix ]
-Breastfeeding Appendix J
- Proper Weaning Appendix K

C-List of background materials used to support mother counseling. Appendix L

D-List of client materials (brochures and pamphlets) distributed to mothers during

sessions Appendix M
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E- Sample of Client file contents:

1- Prenatal Follow-up Sheet (Form1) Appendix C
2- Postnatal Follow-up Sheet (Form 2 Appendix D
3- Growth Monitoring Chart Appendix E
F- Sample of "Mother Take Home Card” used for follow-up--------—--Appendix F

In addition, a handout for mothers on proper weaning was developed (included as
part of Appendix M). On the other hand, there was no need to develop any additional
materials to cover family planning counseling. There is already a surplus of materials
available on this topic, eg., family planing flip chart developed by the Ministry of
Health in cooperation with the State Information Service( included as part of

Appendix L).

Furthermore, at the beginning of the study, a group of posters developed by Ministry
of Health and the State Information Service (of the Ministry of Information) , were
posted on walls of the two MCH centers of the study group. List of these posters is

included as Appendix N.

Study Design:

According to (Koenig, 1990), and given the emphasis, in operations research studies,
on testing the impact of a new service delivery approach, the study design used here
is “true experimental”. It includes pre-intervention/post-intervention study/control

group design. (Koenig,1990)

The study started with mothers in their last trimester of pregnancy and ended-up with

mothers and their infants 6-12 months old after delivery.
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For the study group, a Pre-Intervention Questionnaire was used to collect base-line
data from mothers in the last trimester of pregnancy. The control group was also

subjected to the same pre-intervention questionnaire.

For the study group, a file was opened for each mother and her child to collect
follow-up information. The file included, Form 1 (Appendix C), Form 2 (Appendix D)
and child growth monitoring curve (Appendix E). Each woman of the study group

was given a "Take Home Card” for follow-up (Appendix F).

Mothers of the study group received health education during the whole period of the
study.  In addition, follow-up was administered for these mothers during the last
trimester of pregnancy as well as their infants through the first 6-12 months of age.
The children were subjected to repeated examination and growth monitoring.
Follow-up continued through the age of 6-12 months. At the end of the study, all
mothers- whatever the age of the child may be, were subjected to the Post-

Intervention Questionnaire.

The post-intervention questionnaire was also administered to the control group who
had children aged 6-12 months corresponding to the age of the study group. In
addition to the post-intervention questionnaire, children of both study and control

groups were weighed and measured.

Though the post-intervention control group was taken from the same center of the
pre-intervention, yet they could not be the same mothers so we ended up with:

- Study group.

- Pre-intervention control group.

- Post-intervention control group.

Program Implementation:

Both study and control groups were selected from the three centers during the period

March-May 1996. The selected sample of women were in their last trimester of
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pregnancy, either primpara or multipara. For the study cases, recruitment included

the following:

1-Filling up the pre-intervention Questionnaire (Appendix A).

2-Opening a file for each study case and completion of the file personal data section
for client follow-up.

3-Giving each woman a “Take Home Card” with the date for the next visit for

foliow-up (Appendix F).

From the administrative point of view, each center had its own assigned day of the
week for prenatal care. This day was used as the weekly meeting day. Each client
was advised to come back at least three times before delivery. She was given a
specific day to come and the date of the upcoming visit was written on her take-
home card. After recognition of the high drop-out rate, women of the study group

were advised to come every other week.

After recruitment, clients of the studv groups were given interactive sessions on three
main topics, mother nutrition during pregnancy and lactation. breast feeding and
family planning These three topics were repeated consecutively in order to confirm

that all clients attend all topics.

After delivery, the same topics were repeated with emphasis on continuing
breastfeeding and family planning. In addition, sessions on gradual and proper
immunizations were added and all mothers were reminded to immunize their
children on time. During these visits every child was weighed and measured and his
growth was plotted on his own growth curve in his mother’s file Follow-up of
clients and children was done until most of the children have completed their first

year of life and the youngest was 6 months old

On December 7, 1996, and after almost ten months of the beginning of the field work
a misfortune happened. One of the study centers was evacuated because the building

owner claimed thar the building is in danger to collapse. Accordingly, all activities
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and equipment of this MCH center were moved to another one almost 15 Kilometers
far from this MCH center. This accident happened with no prior notification to the
MCH center director or personnel. This incidence caused a serious drop out of
cases. They came for follow-up and found no center and no body to tell them where

to go.

This same day, something had to be quickly done to minimize the possibility of
loosing all study cases affiliated to this MCH center. Accordingly, a note was left on
the building entrance and the doors of the MCH center. In addition, the researcher
went and met the other center’s director and got her approval to move the cases of
the damaged center. In addition, letters were sent to all women who has reachable
addresses to inform them that follow-up had moved to another center. Some came
back and brought their friends but still a good number of study cases were lost

during this unexpected incidence.

At the end of the study a post-intervention questionnaire was conducted for each
woman of the study group. Her child was weighted and measured. The same
questionnaire was used for the control group mothers and their children (Appendix

B).

Statistical Analysis:

Data were entered on the computer and SPSS (win6) software package was used for
analysis of the data. In addition, manual analysis was a must for some of the

parameters.

To compare between the study group (before and after intervention) and its control
group, the following variables/ indicators were measured:
1- Knowledge and practice of

A-Initiation and duration of successful breast feeding
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B-Successful weaning.
D-Family planning.
These indicators were measured against level of education for both study and control
groups.
2- Infant growth: adherence to normal growth rate during the period of the study.
3- Timely immunization for the child during his/her first year of life.
4- Prevalence of infant morbidity; diarrhea, vomiting and cough, for both study and

control groups.
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Results

All mothers of both the study and control groups were recruited at their third trimester of
pregnancy. They all passed through the KAP Pre- intervention Questionnaire (Appendix A)

Mothers of the study group were exposed to the “Mother Education Program” and were
given a “Take Home Card” (Appendix F) for follow-up. Duning this mother education
program, mothers of the study group attended sessions on mother nutrition during pregnancy.
breast feeding, proper weaning and family planning. Analysis of number of exposures to health
education messages revealed that, for each mother, the mean number of prenaral visits was

(Mean, Standard Deviation) 4+2.3 and for postnatal visits was 14 5~ 77

The pre-intervention questionnaire served two purposes. First. it measured the level of
knowledge of both study and control groups; this was helpful in designing messages for the
study group. Second, it was considered as baseline for the study group to measure impact of

the intervention at the end of the study.

Mothers’ Profiles for Both Study and Control Groups:

Analvsis of the mothers profiles of the three groups under study. reveaied manv similantes
among the three groups, study group, prenatal control group and postnatal controt group The
average age of the study group was 26.45 years. For the control, it was 26 42 for the prenatal
group and was 27.6 years for the postnatal group. There was no significant difference in
parity between the study and control groups. When mothers were asked during pregnancy.

42 1% of the study group and 46 6% of the control group were primiparas (X = 0 3. P>0 05)

On the other hand there was significant difference between the three groups regarding level of
education. Illiteracy was highest in the study group, while secondarv school was more in the

post control group (Table 1).
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Table 1

Sample Distribution according to Level of Education

Study Group Control/Pre Control/Post
(107) (133) (109)
Level of Education n % n % n %
Illiterate 38 35.5 22 16.5 9 83
Primary 14 13.1 16 12.1 14 12.7
Preparatory 19 17.8 21 15.8 16 14.7
Secondary + 36 33.6 74 55.6 70 64.3
Total 107 100 133 100 109 100
X*=37.6 P <0.00001

-Family Planning, Knowledge, Attitude and Practice:

Women of both study and control groups were asked prenatally about where they got anv
prior information about family planning concept and methods. More than 50% of both
groups indicated that T.V. was their main source of knowledge about family planning (52.3%
for the study group and 61.7% for the control group). There was no significant difference

between the two groups . (Table 2) (Fig.1). Z=1.16, P>0.05 .
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Table 2

Source of Prior Knowledge about Family Planning among Study and

Control Groups by Percentage

Study Group Control Group
(107) (133)
Source of Knowledge

n % n %
T.V. 56 52.3 82 61.7

Radio 2 1.9 0 0
Friends 6 5.6 5 3.8
Mother/Mother In Law 2 1.9 5 3.8
Health Center 25 23.4 9 6.8
Others 4 3.7 15 11.1
More than one source 6 5.6 17 12.8

None 6 5.6 0 0

Total 107 100 133 100
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Source of Prior Knowledge about Family Planning
among Study & Control Groups by Percentage

Control Group

BTV M Radio

M Friends E Mother/M. In Law
M Health Cent. B Others

B More than one source None

Figure (1)
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Contraceptives; Prior Use and Intention:

There was no difference between the two groups regarding prior contraceptive use, 54 2% (58
women) of the study group , and 46% (61 women) of the control group have used family
planning methods before. Likewise, there was no difference between the two groups regarding
intention for future use; more than 95% of either group expressed their intention to use a

contraceptive method after labor (Table 3).

Table 3

Intention for Use of a Family Planning Method among Study and Control

Groups during the Prenatal Period by Percentage

Study Group Control Group
(107) (133)
Intention n Y n %
Yes 104 97.2 128 96.2
No 3 2.8 5 3.8
Total 107 100 133 100
X*=5.2 P>0.05

Family Planning Interpersonal Communication:

At the end of the study, exposure to family planning education through interpersonal
communication and time of this exposure were measured. Analysis of the study group follow-
up files. as well as the post-intervention questionnaires for both study and control groups

revealed a significant difference in percentage of exposure to interpersonal communication
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family planning messages. For the study group, 96.3 % (103 women) were exposed compared
to 29.4% (32 women) of the control group. This difference was statistically significant, Z test
revealed P <0.00001 (Table 4). The study group received education both during pregnancy
and after delivery at a much higher percentage (56.1%) than the control group (0.9%). The
total during pregnancy was also significantly higher in the study group, Z test showed the
probability to be less than 0.0001 (Table 4) (Fig.2).

Table 4

Exposure to Family Planning Interpersonal Communication and Time of

Exposure among Study and Contrel Groups

Study Group | Control Group | Z Test P
(107) (109)
Exposure to F.P.
Communication n % n %
Not Exposed 4 3.7 77 70.6
Exposed 103 96.3 32 29.4 103.12 | <0.00001
After Delivery 14 13.1 7 6.5
During Pregnancy 29(A) | 271 24 22.0
Both 60 (B) | 56.1 1 0.9
Total During Pregnancy 89 83.2 25 229 11.145 | <0.0001
(A+B)
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Exposure to Family Planning Interpersonal
Communication & Time of Exposure among Study
& Control Groups

Study Group

2¢
(Q

A 1%

4

Control Group

H Not Exposed M Exposed After Delivery
Il Exp. during pregnancy Exp. both
Figure (2)
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Family Planning Practice and Incidence of Second Pregnancy:
Analysis of the post-intervention questionnaire revealed significant difference between the two
groups regarding family planning practice; as 85 % of the study group compared to 72.5% of

the control group have used a family planning method by the end of the study X*= 3.3,

P<0.022 (Table 5) (Fig.3).

When women were asked about the reasons for not using a family planning method, both
groups of women gave similar reasons. Among these reasons were the mothers belief that

breastfeeding would prevent pregnancy, medical reasons, or husband’s refusal.

At the time of post- intervention questionnaire, new pregnancy was revealed among 6.5% of
the study group and 6.4 % of the control group with no difference. X* = 0.0003, P >0.05
(Table 6).

Table §

Percentage of Family Planning Practice among Study and Control Groups

Study Group Control Group
(107) (109)
Family Planning Practice n Y% n %
Yes 91 85.0 79 72.5
No 16 15.0 30 27.5
Total 107 100 109 100
X*=53 P <0.022
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Table 6

Percentage of Second Pregnancy among Study and Control Groups

Study Group Control Group
(107) (109)
Pregnant at Post-Intervention

Questionnaire n % n %

Yes 7 6.5 7 6.4

No 100 93.5 102 93.6

Total 107 100 109 100

X?=0.0003 P >0.05
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Percentage of Family Planning Practice among
Study and Control Groups

%

Yes No

B Study Group H Control Goup

Figure (3)
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Family Planning Method, Intention and Actual Use:

At the pre-intervention questionnaire, all women were asked about their intention to use
family planning and which methed they would use. This prenatal intention was compared
with the actual postnatal practice concluded at the end of the studv Analvsis of these results
revealed increase in use of sure methods (pills, IUD and injectables), among the study group
more than their own intention (72.0 % practice versus 54 2% intention). The difference was

statistically significant (X’=7.24 & P=<0.01). (Table 8) (Fig 4)

In addition, when the two groups (study and control) were compared regarding the use of a
sure method of family planning, 63.3% of the control group compared to 72 0% of the studv
group did use a sure method. The difference between the two groups was not statistically
significant.  X*=1.22, P>0.05 (Table 8). Method specific comparison revealed that, the ITUD
was the most commonly used method for both study and control groups. Injectables were
more used by the study group; while pills were more used by the control group. (Table 7)

(Fig 3)
Table 7

Percentage of Use of Family Planning by Method among Study and Control

Groups
Study Group Control Group
(107) (109)
Method Used n Y% n %o
Pills 7 6.5 14 12.8
Loop 58 54.2 54 49.6
Injectables 12 11.2 1 0.9
Local Methods 4 3.7 6 5.5
Others 10 9.4 4 3.8
No Use 16 15.0 30 27.5
Total 107 100 109 100
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Table 8

Percentage of Intended Family Planning Method and Actually Used Method

among Study and Control Groups

Study/Intended Study/Post Control/Post
(107) (107) (109)
Family Planning Method n % n % n %
SurMethods 58 54.2 77 72.0 69 63.3
Pills, IUD & Injectables
Other Methods 6 5.6 14 13.0 10 9.2
Don’t Know 12 11.2
Ask Doctor 28 26.2
Total Use 91 85.0 79 72.5
No Intention/No Use 3 2.8 16 15.0 30 27.5
Total 107 100 107 100 109 100

Difference between intention and actual use of sure methods among the

study group

X3=17.24

P <0.01

Difference between study and control groups in sure method use

X3=1.22

P>0.05
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Percentage of Intended Family Planning Method
and Actually Used Method among
Study & Control Groups

%

Study/Intended Study/Actual
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M Sure Methods O Other Methods
M Don't Know B Ask Doctor
& No Intention/No Use

Figure (4)
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Percentage of Use of Family Planning by Method
among Study & Control Groups

Control Group

M Pilis M Loop B Injectables
B Local Methods  Others i No Use
Figure (5)
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Family Planning, Time of Practice:

The end of the purperium is the optimal time to use a family planning method At the end of
the study, both groups were asked about the time they have started using a contraceptive
method. Women of the study group had a higher percentage of contraceptive use by the end of
the purperium 75.8% (69 women). On the other hand. 72.2% (57 women) of the control
group women have used a contraceptive method by the same time. The difference is not

statistically significant, X’= 1.81 and P>0.05 (Table 9).

Table 9

Measurement of Time of Practice of Family Planning for Both Study and

Control Groups

Study Group Control Group
(91)* (79%")
Time of Practice of Family Planning n % n %
By end of purerium 69 75.8 57 72.2
3-4 Months 15 16.5 11 13.9
After 4 Months 7 7.7 11 13.9
Total 91 100 79 100
X’=1.81 P>0.05

‘Note that the total number represented in this table is the number of women who actually
used a contraceptive method.

Results 182




Relationship between Family Planning Practice and Level of Education for
Both Study and Control Groups:

Practice of family planning was measured in relation to level of education for both study and
control groups (Table 10) (Fig.6).

This comparison revealed that, practice of family planning was highest among women with
secondary education or more, for both study and control groups.

Table 10
Family Planning Practice % among Study and Their Control According to
Their Level of Education
Practice of Family Study Group Control Group
Planning/Level of (107) (109)
Education
Practice/ No practice Practice No Practice No
F.P.(91) | Practice(16) | F.P.(79) | Practice(30)
Level of Education n % n % n % n %
Illiterate 27 12971 11 | 688 | 7 | 88 2 6.7
Primary Education 14 |154] O 0 10 | 127 | 4 | 133
Preparatory Education | 17 | 186 | 2 125 | 11 {139 | § | 16.7

Secondary +

33 1363} 3 187 | 51 | 646 | 19 | 63.3
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Family Planning Practice % among Study & Their
Control According to Their
Level of Education
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Figure (6)
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Further analysis of the results was conducted to compare between the two groups (study and
control), in relation to level of education. The percentage of practice was measured against
the total number of women with a certain level of education (grouped as less than secondary
and secondary +). The following results were concluded:
® Among the study group, there was no significant difference in family planning practice
between women of less than secondary education and those with secondary or more
education X*= 1.87, P>0.05.
® Among the control group there was a statistically significant difference between the two
groups of women X*=0.01, P<0.01
e There was also no significant difference between women of both study and control

groups with less than secondary education X’= 1.44. P>0.05

® On the other hand, there was a statistically significant difference between women of both

study and control groups who had secondary or more education X*= 5.11, P<0.02

These results confirm that, although more educated women are usually more perceptive to
family planning practice, mother education programs could increase women's family planning

practice regardless of their level of education.

Family Planning Practice of a Sure Method According to Level of Education:
Family planning practice of a “Sure Method” (Pills, IUDs and Injectables) was measured
according to level of education for both study and control groups. Analysis of the results
revealed that most levels of education of the study group had higher percentages of use of a
sure method for family planning, than their corresponding levels of education of the control
group. Although all levels of education showed an observable difference between the two
groups, the only significant difference was between the illiterate women of the two groups
(X*= 11.49, P= <0.01). For the study group, women with no education (illiterate) and those
with secondary education or more had higher ievels of practice than women with primary or
preparatory education,  The difference among these groups was statistically significant
Z=2.72, P<0.01. (Table 11)
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Table 11

Practice of Sure Methods of Family Planning % According to Level of
Education among Study & Control Groups

Sure F.P. Method/ Study Group Control Group
(77)* (69)**

Level of Education n Y% n %
Illiterate 21 27.3 7 10.2
Primary Education 13 16.9 9 13.0
Preparatory Education 15 19.5 10 14.5
Secondary + 28 36.3 43 62.3
Total 77 100 69 100

X?=11.49 P <0.01

“These numbers indicate women who practiced a sure method among the two groups.
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Figure (7)
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Mean Number of Desired Children:

Measurement of the mean number of desired children for mothers of both study and
contrgroups revealed that the study group mothers wanted a mean number of 2 25 child (SD
=+ 0.83), while the control group mothers wanted a mean number of 2.66 child (SD = + 0.72).

The difference between the two groups was not statistically significant (t= 0.59. P >0 05)

Breastfeeding, Knowledge and Practice:

Intention for Breastfeeding:

During pregnancy, when mothers were asked about their intention to breastfeed their
upcoming newborns, almost all mothers, of both study (98.1%) and control groups (96.1%5),
said that they intend to breast feed their infants. The mothers who didn't sav ves answered *1

don't know or, it depends if I will have milk or not”.

The post intervention questionnaire revealed that only one mother of the study group (0 9%)
compared to five mothers of the control group (4 7 %) didn’t breastfeed at all. The difference

between the two groups was not statistically significant Z= 1 7. P>0 05

Basic Knowledge about Breastfeeding Practice:

Before intervention, (during pregnancy) both study and control groups had basic knowledge
about the proper time to initiate breastfeeding and practice of breastfeeding. Although the
control group had better level of knowledge than the studv group (66.2% versus 60 7%) |

there was no significant difference between the two groups. X* = 0 75, P>0 05 (Table 12)
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Table 12

Breastfeeding Prenatal Knowledge among Study and Control Groups

Study Group Control Group
(107) (133)
n % n %
Know Proper B.F. 65 60.7 88 66.2
Doesn’t Know 42 39.3 45 33.8
Total 107 100 133 100
X*=0.75 P>0.05

Prior Breastfeeding Experience:

Both study and control groups were asked, at the pre-intervention questionnaire, about their

prior experience with breastfeeding. For the study group, 62 women were multiparas; of which

60 mothers (96.8%) breastfed a previous child. On the other hand, 71 women of the control

group were multiparas, of which 61 women (85.9%) breastfed a previous child (table 13)

Analysis of these results revealed a statistically significant difference between the two groups

regarding their prior experience with breastfeeding.(Z=2.32, P=<0 01 ).
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Table 13

Distribution of Mothers among Study and Control Groups according to

Parity
Study Group Control Group
n % N %
Primipara 45 42.1 62 46.6
Multipara 62 57.9 71 53.4
Total 107 100 133 100

Knowledge of Benefits of Breastfeeding:

At the end of the study period, both study and control groups were asked about their
knowledge of benefits of breastfeeding. Analysis of results revealed that 74.8% of the study
group knew at least three benefits for breastfeeding. On the other hand. onlv 3 7% of the
control group knew such number of benefits. The difference between the two groups was

significant X* = 129.8 and P<0.00001 (Table 14) (Fig 8)

For the study group, the results of the post-intervention questionnaire were compared with
their pre-intervention level of knowledge Analysis of these results revealed highly significant
difference between both pre and post intervention level of knowledge of the study group
(t=17.58, P<0.0001). Furthermore, at the end of the study, the difference between the study

and the control groups was highly significant (t= 2, P< 0.0001) (Table 15)
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Table 14

Knowledge of Benefits of Breast Feeding

Among Study and Control Groups

Study Group Control Group
(107) (109)
n % n Y%
Know one or two benefits 27 25.2 105 96.3
Know more than three benefits 80 74.8 4 3.7
Total 107 100 109 100
X?=129.8 P<0.00001

Table 15

Mean Number of Known Benefits of Breastfeeding

n Mean Standard Deviation
Study Pre-Intervention 107 1.2 +0.74
Study Post-Intervention 107 3.1 +0.99
Control/Post 109 1.3 + 0.66
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Figure (8)
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Initiation of Breastfeeding:

At the post intervention, both groups were asked about when they actually initiated
breastfeeding. Answers revealed significant difference between the two groups as 33% of the

study group versus 12 % of the control group have started breastfeeding by the first half-hour
after delivery. X* = 13.49, P<0.0002. (Table 16) (Fig.9)

Table 16

Actual Time of Initiation of Breast Feeding

among Study and Control groups

Time of Initiation of Study Control
Breast Feeding (107) (109)
n % n %
1st half hour 35 33.0 13 12.0
Afterwards 72 67.0 96 88.0
Total 107 100 107 100
X?=13.49 P<0.0002
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Figure (9)
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Continuity of Breastfeeding:

At the time of the post intervention questionnaire, the mean age of children of the study group
was 10.7 months and, of the control group was 9.1 months. Both groups were asked if thev
were still breastfeeding. Results revealed that mothers of the study groups continued to
breastfeed for longer periods than the control group . At the end of the study period. 87 9% of
the study group versus 78.0% of the control group were still breastfeeding. The difference

between the two groups is not statistically significant. Z=1.59, P>0.05

EXxclusiveness of Breastfeeding:

Exclusive breastfeeding was one of the messages given continuously to mothers (of the study
group) at the prenatal period and during the first 4 to 6 months after deliverv. Exclusive
breastfeeding meant nothing is given to the baby (not even water) but breast milk. Along the

study period, mothers were asked if they were still exclusively breastfeeding.

At the end of the study period, the follow-up sheets of the study group were analyzed along
with post intervention questionnaires for both study and control groups. Such analysis

revealed a significant difference between the two groups regarding exclusive breastfeeding.

During the first 4 months; 70 mothers of the study group (65 4%) versus only 23 of the
control group (21.1%) were still exclusively breastfeeding. Furthermore, duning the first 6
months exclusive breastfeeding continued for 37 mothers of the study group (34.6%) versus
only 8 of the control group (7.3%). In addition, 8 mothers of the control group (compared to
2 mothers of the study group) continued to exclusively breastfeed their children after the age

of six months. X* = 76.65, P=<0.00001. (Table 17) (Fig 10).
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Table 17

Duration of Exclusive Breastfeeding (EBF)
Among Study and Control Groups

No. Of Completed Months Study Groeup Control Group
(107) (109)

of EBF n Y% n %

2 Months 93 86.9 47 43.1

3 Months 81 75.7 33 30.3

5 Months 52 486 | 12 | 110

>6 Months T 2 | 1.9 8 j 7.3

X?=76.65 P=<0.00001
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Figure (10)
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Further analysis of data related to exclusive breastfeeding was done The main goal of this
analysis was to find the relationship between the period of exclusive breastfeeding and level of

education of mothers within each group.

For the study group, the highest percentage of women who practiced exclusive breastfeeding
was among those with primary education. This was evident when the children were four
months old (92.9%), and also when they were 6 months old (37.1%0) llliterate women had
the lowest percentage of exclusive breastfeeding (50%) at the age of four months and (28 9°0)
at the age of 6 months  Although there 1is an observed difference in practice of exclusive
breastfeeding between different levels of education of the study group. this difference was not
statistically significant; meaning that level of education of women of the studv group did not

influence their practice of exclusive breastfeeding X° =034. P>0 05 (Table 18)

Analysis of results for the control group revealed that. at four months age. the illiterate
mothers who continued to exclusively breastfeed their children had the highest percentage
(44.4%), while none of the mothers with primary education was exclusively breasifeeding by
the same age. At the age of six months. still illiterate women had the highest percentage of

exclusive breastfeeding. (33.3%). (Table 19)

Comparison between these two tables (18 and 19), reveals a big difference in exclusive
breastfeeding among mothers (of both groups) with primary education. This ditference 1s
evident when their children were at four month age: 92 9% of the studv group were stili
exclusively breastfeeding their children versus none of the control group mothers. Another
level of education with an observable difference is (secondary and more) where 72.2% of the
study group mothers were still exclusively breastfeeding their infants at the age ot four versus
only 20.0% of the control group mothers.  The difference between the study and contro!
group remains big among mothers of this level of education at the age of 6 months as 33.3%

of the study group mothers are still EBF versus only 5.7% of the control group mothers
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Table 18

Duration of EBF According to Level of Education for the Study Group

No of Months Illiterate Primary Prep Secon +
Completed EBF (38) (14) (19) (36)
n % n % n %o n %o
2 Months 30 | 789 | 14 100 16 | 842 | 33 | 91.7
3 Months 23 1605 | 13 |929 | 14 | 73.7 | 31 | 86.1
2 16321 26 | 722
5 Months 15 | 395 | 10 | 714 7 36.8 | 20 | 556
6 316 | 12 | 333
>6Months | 0 | 0 | 1 | 71 | 1 | 53] 0 | 0
Table 19
Duration of EBF According to Level of Education for the Control Group
No of Months Illiterate Primary Prep Secon +
Completed EBF 9) (14) (16) (70)
n % n % n Yo n Yo
2 Months 6 66.7 4 28.6 7 438 30 | 429
3 Months 5 55.6 2 14.3 6 37.5 | 20 | 28.6
S |313f 14 |200
5 Months 3 [333] 0| 0] 3 |[188] 6 | 86
b 6.3 4 8.7
> 6 Months 3 33.3 0 0 | l 6.3 4 5.7

Results

199




Weaning, Knowledge and Practice:

Weaning Background Knowledge:

At the beginning of the study, both groups were asked about their background knowledge
regarding weaning. They were asked about the proper time to start weaning and what are the
proper kinds of food used for weaning Answers revealed that most of the mothers of both
groups believed that weaning should start even before the age of four months. 14 0 %5 of the
study group and 19 5% of the control group answered at the pre intervention quesuonnaire
that weaning should start at an age less than 4 months There was no significant ditterence in
such basic knowledge about time of weaning between the two groups (X" = 10 5. P ~0 0%)

(Table 20)

Results of questions related to the proper food used for weaning revealed that manv mothers
don't have the right information regarding proper weaning (41 1% of the studv group and
069 9% of the control group) The difference between the two groups was statistically

significant (X*= 20.17. P<0.001) (Table 21)

When both study and control groups were asked at the pre intervention about the proper time
to stop breastfeeding most of them answered that two vears is the right age for complete

weaning (65 4% and 72.2% respectively)
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Table 20

Prior Knowledge of Proper Time to Start Weaning Measured Prenatally

among Study and Control Groups

Study Group Control Group
(107) (133)

n % n %
<4 months 15 14.0 26 19.5
"~ At4 months 56 52.3 62 16.6
"~ At 6 months 16 15.0 25 18.8
~ >6 months 6 5.6 13 9.8
Don’t know 14 13.1 7 5.3

X?=10.5 P >0.05
Table 21

Prior Knowledge of Proper Weaning Food Measured Prenatally among

Study and Control Groups

Study Group(107) Control Group(133)
n % n %
Correct Knowledge 28 26.2 19 14.3
“Incorrect Knowledge 44 41.1 93 69.9
" Don’t know 35 32.7 21 15.8
B Total 107 100 133 100
B X’=20.17 P<0.001
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Time of Actual Weaning:

At the time of the post intervention questionnaire. both groups were asked about the ime they
actually introduced both fluids and solids in their infants feeding The answers of these
questions were found significantly different among the studyv and control groups Regarding
introduction of fluids, 82.6% the control group versus 27 2% of the studv group have
introduced fluids at less than four months age. On the other hand 49 5%, of the controi group
versus only 84% of the study group have introduced solids at an age less than four

months (Tables 22 and 23) (Fig. 11 & Fig. 12)

Comparison between intention of the study group against their actual practice postnatallv
revealed a highly significant difference in both introduction of fluids (X7=3544.P<00001)
and introduction of solids (X* = 43 74, P<0.0001) There was also highlv significant
difference between the study group and their control regarding introduction of fluids (X~ =

84 3. P<0.0001) and solids (X= 70 73. P<0.0001) (Tables 22 and 23)

It is interesting to note that two women of the control group were phvsicians Surprisingly.
thev were both proud of introducing fluid and semi-solid food to their children at an age less

than three months.
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Table 22

Time for Weaning with Fluids. Knowledge against Actual Practice among

Study and Control Groups

Study Group/Pre | Study Group/Post | Control Group
(107) (107) (109)
n % n % n %
0-3 months 15 14.0 29 27.1 90 82.6
4 months 50 46.7 18 16.8 11 10.1
5-6 months 22 20.6 60 56.1 3 2.8
“After 6 months 6 5.6 5 1.5
Don’t Know 14 13.1
Total 107 100 107 100 109 100

Difference between study/pre and study /post was highly significant
X*=35.44 P<0.0001

Difference between study/post and control/post was also highly significant,
X?=84.5 P<0.0001
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Figure (11)
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Table 23

Time for Weaning with Solids Knowledge Against Actual Practice among

Study and Control Groups

Study Group/Pre | Study Group/Post | Control Group
(107) (107) (109)
n % n % n Yo

0-3 months 15 14.0 9 8.4 54 49.5

4 months 50 46.7 20 18.7 30 275

5-6 months 22 20.6 77 72.0 18 16.5

After 6 months 6 5.6 1 0.9 7 6.5
Don’t Know 14 13.1

Total 107 100 107 100 109 100

Difference between study/pre and study/post was highly significant

X% =43.74 P<0.0001

Difference between study/post and control/post was also highly significant

X3=170.73 P<0.0001
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The reason for early introduction of fluids among most of the mothers in both study and
control groups, was either insufficient milk (29.4% of study group & 29 5° of control group)

or for treatment of colic (38.2% of study group & 36 4 ®s of control group)

Weaning Practice:

At the end of the study, mothers of both groups (study and control) were asked about when
and how they weaned their children. Their answers were rated on a scale of ten Anyv answer
less than 7 out of 10 was considered incorrect. These results were compared with the prenatal
level of knowledge regarding proper weaning practice. Analvsis of these data revealed
significant improvement in women knowledge and practice. The percentage of women who
knew the right weaning practice increased from 26.2% at the pre intervention to 83 2% at the
post intervention. Analysis of these results revealed a highly significant difference between the
prenatal knowledge and the actual practice of weaning for the studv group (X~ =3729.
P<0.0001). Furthermore, the percentage of women of the study group who have had proper
weaning practice is significantly more than those of the control group (83 2°6 of the study
group compared to 21.1% of the control group). The difference between the two groups is

also highly significant (X*= 83.34, P <0.00001) (Table 24) (Fig. 13)

Results 207



Table 24

Percentage of Proper Weaning, Knowledge (pre) against practice

(post) among Study Group and Their Control

Study/Pre(107) Study/Post(107) | Control/Post(109)
n % n %o n Yo
Correct 28 26.2 89 83.2 23 21.1
Incorrect 44 41.1 18 16.8 86 78.9
Doesn’t Know 35 32.7
Total 107 100 107 100 109 100

Difference between study/pre and study/post was highly significant

X*=37.29 P<0.0001

Difference between study/post and control/post was also highly significant

X*=83.34 P <0.00001
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Relationship between Practice of Proper Weaning and Level of Education:

Further analvsis was conducted to find out the relationship between practice of proper
weaning (score of ten) and level of education among both study and control groups This
analysis reveled significant difference between study and control groups at all levels of
education.(Table 25) (Fig. 14)

Table 25

Practice of Proper Weaning and Level of Education among

Study and Control Groups

Level of education/Score | Study Group | Control Group I T Test I P
of Proper Weaning Mean Score Mean Score
Illiterate 7.6 4.6 3.3 <0.001
Primary Edu. 8.3 4.5 5.42 <0.001
Prep. Edu. 7.4 4.5 525 |<0.001
Second. + 8.0 5.1 8.74 |<0.001
Total 7.8 4.8 12.2 | <0.001
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Infant Growth and Immunization:

The study group has got 60 boys (35.0%). and 49 girls (43 0°0) compared to 39 girls (34 1%,

and 50 boys (45.9%) for the control group

Growth of infants of the study group was monitored during the study peniod Every postnatal
visit, both weight and length were measured against the standard growth curve chan
(Appendix E). At the end of the study, the weight and length of the children of both study

and control group were recorded and measured against their age using standard growth charts

Analysis of weight/age for both study and control groups revealed that. at the end of the
study, no one of the study group children suffered from malnutrition compared o four
children of the control group. In addition, there was an observable difference in percentage or
children of both groups with normal weight/age (97.2% of the study group compared to

92.8% of the control group) (Table26) (Fig.15).

Furthermore, analysis of height/age for both study and control groups revealed that 89 9%, of
the study group were in the (-2)-(—2) SD versus 83.3% of the control group were in the same

level (Table 27) (Fig.16).

Table 26

Weight/Age among Study and Control Groups

Study Group(109) Control Group(109)
Male Female Total Male Female Total
n Y% | n | % n | %Y{n| % | n|%|n|%
<2 SD 0 0 0 0 0 0 2 1.8 2 1.8 4 3.6

(-2)-(+2)SD [ 59 [ 541 47 [43.1] 106 [97.2][ 55 [ 50.5 | 46 [42.3] 101 ] 92.8

>28D 0 0 3 2.8 3 2.8

™~

1.8 2 1.8 1 4 | 3.6

Total 59 | 54.1| 50 | 459 109 | 100 || 59 | 54.1 | 50 [45.9] 109 | 100
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Table 27

Height/Age among Study and Control Groups

Study Group Control Group
n=109 n=109
Male Female Total Male Female Total
n| % |n| % n | % |n| % |n Y% n| %
<2 SD 5 46 | 3| 2.8 8

7418173 6 | 55 | 14128
(-2)(+2) SD [ 53 | 48.6 [45] 41.3 | 98 | 89.9

47 143.1| 44 | 40.4 | 91 | 83.5
>SD 1 09 [ 2] 1.8 3 271 3

Total 59 | 54.1 | 50| 45.9 { 109 | 100 | 58 [ 53.2 | 51 | 46.80 | 109} 100
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Height/Age among Study and Control Groups
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Figure (16)
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For the study group, age of the child was measured against tvpe of weaning food and growth
rate (normal growth was coded as 1, less than normal was coded as Z and decreasing was
coded as 3) Analysis of these data revealed that. by the end of the first three months. all the

-

studv group children (100%) had normal growth. 72 5%, of them were on exclusive
Vv group £

breastfeeding. By the age of four months. those having normal growth decreased to 89 9%,
Between the age of six and nine months this percentage decreased to 63 4%, and 1t turther

decreased to 42.8% after the age of nine months (Table 28)

Table 28

Relationship between, Age of the Child, Growth Rate and
Type of Feeding

Age Of Child/ <4m S 6- 9+
Type Of Food n= 109 n=109 n=107 n=91
Exclusive B.F. | 1 72.5% 37.6%
2 3.7%
3
Fluids 1 25.7% 9.2%
2 0.9%
3
Solids 1 1.8% 43.1% 65.4% 42.8%
2 5.5% 32.7% 49.5%
3 1.9% 7.7%
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Immunization:

At the end of the study, both groups were asked if their children have got their immunizations
on time. In addition the birth, certificates were checked for imelyv immunization of children
during their first year of life Analysis of these data revealed that 93 3o of the studyv group
and 89.9% of the control group have immunized their children on time There was no

significant difference between the two groups (Z= 1.53. P>0.05)

Infant Morbidity during the First Year of Life:

At the end of the study, mothers of both groups were asked about the incidence of diarrhea.
cough and vomiting in their children during the first vear of life  Analvsis of the results
revealed that the mean number of attacks of diarrhea for the studv and control groups were
(mean = SD)2.7 + 1.5 and 2.8 =~ 2.3 respectively. There was no significant difference

between the study and control groups ( t= 0.83, P>0.03)

Comparison between children of both study and control groups in relation to the mean number
of vomiting attacks revealed (mean+ S.D.) 1.4 ~ 1.5 for the studv group and 2 0 = 2 2 for
the control group children. There was significant difference between the two groups (1= 2 4.

P-.0.05).

Finally when children of the two groups were compared regarding the mean number of
attacks of ARI (Acute Respiratory Infections), it was found that (mean -~ S D)iwas24-16
for the children of the study group and 3.2 + 22 for those of the control group The

difference between the two groups was statistically significant (t=3 089. P<0 003)

o
~
~
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Discussion

Maternal and child health is now considered as an essential component of the Ministry
of Health in Egypt. Child survival policies and strategies are put as priorities in the

Egyptian Five-Year Plan.

The infant and child mortality and morbidity in Egypt are still unacceptably high
compared to more developed countries. We all need to give more attention to the weli-
being of our children for the sake of a healthier upcoming vouth generation and

consequently a better future for our nation.

In terms of the health delivery system, studies are increasingly pointing to the
importance of the quality of services available for women. Quality of service includes
many elements beyond the technical competence of the provider Brauce et al (1995).
prominent among them the nature of the encounter, between the woman and the

provider in terms of degree of interaction and information given.

A comprehensive approach to maternal and infant health provision is essential Special
emphasis on quality of care and increased level of mother’s knowledge of maternal and

infant health issues would affect maternal and infant well-being.

Identifying needs and priorities in health education is a complex process which takes
place at many levels, from global and national to the level of local communities.

families, small groups and individuals (Elwes et al. 1985)

Younis et al (1994) in their study conducted in Egypt revealed that, dissatisfaction with
the information given during the patient-provider exchange is part of the reason whv
some women do not utilize available health services Many health professionals have a

patronizing attitude towards women'’s perception of their health (Younis et al. 1994)
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The present study was conducted during the period March 1996 to August 1997. It was
organized in three MCH centers. The study group was recruited from two of these
centers, “Morad and Al Mah-kama” MCH centers. Mothers of the third MCH center
“Sariaa Al-Koba” served as control for comparative reasons. The main aim of this work
was to prove the effectiveness and practicability of implementing a “Mother Education
Program” under current conditions at the Ministry of Health maternal and child health

centers.

Literature review revealed that certain topics are essential in this mother education
program. These topics are:
1- Mother nutrition during pregnancy and lactation.
2- Infant Nutrition:
* Breast feeding.
* Proper weaning practice.

3- Family planning counseling.

To guide training and ensure consistency of content and quality of sessions among
various mothers along the study, content materials were developed for mother nutrition
(Appendix 1), breastfeeding (Appendix J) and proper weaning (Appendix K). In
addition, a handout for mothers on proper weaning was developed (included as part of

Appendix M)

The three centers included in the study were chosen with the belief that they serve clients
of similar socioeconomic standards.  Analysis of clients profiles revealed many
similarities among the three groups, study group, prenatal control group and postnatal
control group. There was no significant difference in age or parity between the study and

the prenatal control groups.

On the other hand results revealed significant difference in level of education between the
study and control groups. llliteracy was higher in the study group (35.5%), while
secondary school and after was more in the post control group (64.3%). (Tablel) This

high level of illiteracy of the study group is consistent with the high level of women
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illiteracy in Egypt . According to 1995 DHS, 43.7 % of Egyptian women have never
attended school. This applies to most of the Arab world countries. (Zuravk, 1994)

The study group mothers attended sessions on mother nutrition during pregnancy.
breastfeeding, proper weaning and family planning (please refer to Annex H for lesson

plans). Analysis of "number of exposures” to health education messages revealed that.

for each mother, the mean number of prenatal visits was 4. (SD= —23)and for

postnatal visits was 14.5 (SD==+ 7.7).

Family Planning:
All couples should have access to information on the importance of responsible family
planning and the many advantages of child spacing to avoid pregnancies that are too

early, too late, too many or too frequent.

According to Nassar et al (1993) family planning programs in Egypt were found
positively correlated with the nutrition status of children. Birth intervals appear to have
a significant influence on the health status of mothers and their children The avoidance
of higher order births beside other factors are needed as a means of reducing infant and
child mortality. In Egypt, it was argued that short birth intervals; particularlv those less
than two years was positively associated with higher rates of both” morbdity and
mortality among women and their children. It is believed that the differences in the
nutrition and health status of mothers awareness of birth spacing and birth intervals
should be raised as one of the determinants for better health and nutnition status of

mothers and children.

Family Planning Information, Education and Communication:

Jato et al (1995), believe that information, education and communication (IEC)
stimulate family planning efforts. This can result in effective use of services to achieve
desired family planning and reproductive health goals Communication strategies

include mass media, community participation, advocacy. the PRO approach (promoting
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professional providers), and client-provider interaction. Effective communication
integrated with each of the service elements (i.e. access to services, quality of services
and respect of clients) will strengthen the effectiveness of family planning and
reproductive health services to satisfy clients’ family planning and reproductive health

goals.

Over the years, UNFPA have used the information, education, and communication
strategy to create awareness about population issues in more than 100 countries. These
efforts have proved that multimedia campaigns are the most effective way of increasing

public awareness about population and health-related issues.

According to Robey (1994), nearly all Egyptian households have television sets. and
90% of Egyptians watch T.V. regularly. Communication activities. relying largely on
television combined with ready access to services, have helped contraceptive prevalence

to rise by 17 percentage points between 1984 and 1992, from 30.0 % to 47.0 %

More recent data from the Egyptian Demographic and Health Survey of 1995 indicated
that more than 80 percent watch television daily. One in five women reported exposure
to all three media, and only 13 percent had no media exposure. Knowledge of family
planing methods and sources is virtually universal among currentlv married women in
Egypt. Broadcasts of information about family planning have wide coverage. More
than eight in ten ever-married women had heard a family planning broadcast on
television or radio recently. Nearly four in ten women reported that television spots had
influenced them to seek more information about family planning Among the remaining
women, the principal source of information was relatives and friends (NPC & MACRO

International, 1996)

Along the years, mass media have proved their effectiveness in ratsing population
awareness regarding various health issues. On the other hand. mass media was not as
effective in promoting practice. Interpersonal communication (face-to-face
communication), followed by counseling, are highly required to pursue proper practice

of health education messages in general. This is specially true with family planning
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The present study included raising women’s awareness and knowledge regarding various
family planning methods available at the MCH center. The pre-intervention questionnaire
included some baseline information about family planning practice so as to build on the

existing knowlédge and practices of women under study.

Analysis of the pre-intervention questionnaire data revealed that, television was the main
source of knowledge about family planning for both study and control groups (52.3% for
the study group and 61.7% for the control group). There was no significant difference
between the two groups. (Table 2) (Fig. 1)

The results of the study confirmed that, teievision is still the main source of general
information about family planning. On the other hand method specific messages need
more interpersonal communication. The current Ministry of Health policies exercise
some interpersonal communication especially in family planning and mother nutrition
during pregnancy. The role of health providers, at the MCH center, to provide such
counseling services should always be emphasized. Content and quality of messages

delivered to clients are also crucial.

The Ministry of Health in cooperation with the United States Agency for International
Development (USAID) have jointly produced a very useful flip chart. This flip chart
was supposed to be used in women'’s counseling together with method s;;eciﬁc brochures
produced and used by the Ministry of health facilities  Unfortunately. the flip chart was
not found available at any of the centers. Neither all method specific brochures were
available. Availability of counseling matenials will certainly help health providers to

achieve optimal counseling services

At the end of this study, exposure to family planning education through interpersonal
communication and time of exposure for both study and control group were measured
Analysis of the study group follow-up files, as well as the post-intervention
questionnaires for both study and control groups revealed a significant difference in

percentage of exposures to interpersonal communication family planning messages. For
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the study group 96.3 % (103 women) were exposed compared to 29.4%(32 women) of
the control group. This difference was statistically significant. The study group received
education both during pregnancy and after delivery at a much higher percentage (56.1%)
than the control group (0.9%). The total exposures during pregnancy were also
significantly higher in the study group. (Table 4) (Fig. 2)

Family Planning Practice, Use and Non-use :

Users of contraceptive methods among both study and control groups are much higher
than the national level recorded by the EDHS. At the time of the post-intervention
questionnaire, 72.5 % of the control group were using a contraceptive method. The rate
of contraceptive use was even higher in the study group as 85.0 % of women of the
study group have used a method by the end of the study period. The difference between
the two groups was significant . (Table 5) (Fig 3)

The Egyptian DHS conducted in 1995 indicate that the 48.0 % of currently married
women in Egypt are using contraception. This difference between the national rate of
contraceptive prevalence and percentage of use among study and control groups could
be explained by the fact that clients of MCH centers by nature have more potential to

seek family planning than the general population.

When women of both study and control groups were asked about the reasons for not
using a family planning method, both groups gave similar reasons. Among these reasons
were; the mothers belief that breastfeeding would prevent pregnancy, medical reasons, or

husband’s refusal.

Reasons for nonuse in the general population are similar to those given by women under
study. The 1995 EDHS indicated that the main reasons women gave as reasons for non
use were that they want another child, they had health concemns or fear of side effects

and some mentioned husband opposition as well.

The EDHS also indicate that, there is considerable potential for increased family planning

use.  Overall, more than one in six Egyptian women are considered to have an unmet
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need for family planning. This group includes; women who are not using family planning
but want either to wait two or more years for the next birth (5.0 %) or want no more

children (11.0 %). (NPC & MACRO International, 1996)

Family Planning Method Intention and Actual Use:

It is important to have adequate choice of methods. A choice among several modern
contraceptive methods for potential clients is essential. Family planing clients have
contraceptive method preferences and needs based on individual intentions and goals,
different physiological concerns, and different family situations and life styles (Robinson,

W. et al, 1995).

The DHS of 1995 stated that there is a shift toward more effective methods, which was
evident in the 1980s, continued during the first half of the 1990s although at a slower
pace. IUD rose from 28.0 % of married women in 1992 to 30 percent in 1995 In
contrast, pill use continued to decline, from 13.0 % in 1992 to 10.0 % in 1995 (NPC &
MACRO International, 1996)

At the end of the study, they were asked about the actual method used Analysis of these
results revealed increase in use of sure methods (pills, ITUD and injectables), among the
study group more than their own intention (72.0 % practice versus 54.2% intention)
The difference was statistically significant (X’=724 & P <001 ) On the other hand.
63.3% of the control group did use a sure method. The difference between the study and
control groups was not statistically significant. (X*= 1.22. P>0.05) (Tables 7 & 8) (Fig
4&5)

When the study group was compared with the control group and the nationally recorded
practices in 1995 DHS,; the following was concluded.
e [UD practice was highest among the study group (54.2% of users); compared to
49.6% of users of the control group and 30% of users in the EDHS
e Use of injectables was much higher among the study group (11 .2%); compared to

0.9% of the control group and 2.4% of users recorded in the EDHS
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The study group showed a higher level of use for both TUD and Injectables. These two
methods are considered more efficient than the pill as they have a higher couple years of

protection.

The EDHS of 1995 indicated that contraceptive prevalence now is 48.0 %. When the
results of this study were compared with the DHS, it was found that at the national level
most of the current users have chosen the IUD as a contraceptive method 30.0 %. On
the other hand 10.4% are using the Pill and only 2.4 % are using injectables. The total of
these sure method users is 42.8% . (NPC & MACRO International, 1996)

The study group was compared with themselves pre and post intervention. It was clear
that the mother education program increased the percentage of their use of sure
methods, from 542 % at the pre-intervention to 71.9% at the post-intervention
questionnaire. This improvement indicates that when women get the opportunity to

receive method specific counseling, they choose more effective contraceptive methods.

From the above we can make the conclusion that higher exposure of the study group to
interpersonal communication might explain why they have chosen sure methods more
than their own intention prenatally. Furthermore, when they chose sure methods, they
have chosen those with more couple years of protection (i.e. ITUD and injectables rather

then the pill).

Family Planning, Time of Practice:

At the end of the study, both groups were asked about the time the have started using a
contraceptive method. The end of the purperium is the optimal time to use a family
planning method.  Women of the study group had a higher percentage of contraceptive
use by that time 75.8% (69 women) On the other hand, 72 2% (57 women) of the
control group women have used a contraceptive method by the same time. The

difference is not statistically significant.(X*=<1 81, P>0.05) (Table 9)
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These results are similar to the EDHS 1995 which indicated that most of the family

planning users have started using a method around the six week postpartum.

Family Planning Practice and Level of Education:

Practice of family planning was measured in relation to level of education for both study
and control groups. To compare between the two groups, the percentage of practice was
measured against the total number of women with a certain level of education (grouped
as less than secondary and secondary +). Results revealed that the study group had
always higher percentages than the control group but the only significant difference
between the study and the control groups was between women who had secondary or

more education. X> =5.11 and P= <0.02. (Table 10) (Fig 6)

When family planning practice of a sure method (Pills, IUDs and Injectables) was
measured according to level of education for both study and control groups Analysis of
the results revealed that all levels of education of the study group had higher
percentages of use than their corresponding levels of education of the control group.
Although all levels of education showed an observable difference, the only significant
difference was between the illiterate women of the two groups (X2=11.49. P= <0.01)
(Table 11) (Fig. 7)

Family planning practice was higher among more educated women of the control group.

For the study group increased practice was not related to level of education. (Table 10)

(Fig 6).

Generally speaking, there is a positive relationship between the level of the woman's
education and her practice of family panning  On the other hand. this present study
indicated that intensive family pianning counseling can overcome the problem of low

practice of contraceptives among illiterate women.

According to Fouad (1994), women’s role in reducing family size is affected by their
level of education. Well educated women tend to choose suitable husbands with the

same higher level of education  The mean number of children ever born to couples with

=
[1e]
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higher education is less than couples with less or no education. Encouraging women to

reach the higher levels of education leads to smaller families.

Mean Number of Desired Children:

Measurement of the mean number of desired children for mothers of both study and
control groups revealed that the study group mothers wanted a mean number of 2.25
child. The control group mothers wanted a mean number of 2.66 child . The difference
between the two groups was not statistically significant (Page 188). In fact they are
both much less than the current level of fertility in Egypt. According to EDHS 1995
fertility in Egypt has declined steadily from over 5 births per woman in the early 1980s
to 3.6 births at the time of the EDHS of 1995.

Great progress have been achieved so far. According to (NPC, 1994), in 1960 the rate
of contraceptive use in Egypt was 10.0%. the Egyptian family had an average of seven

children and the population was 25 Million.

Toward a strengthened program, the NPC believes that countries should reach the
replacement level ( Where the average number of children per family should not exceed
two children) and stop population explosion to the extent at which the country can
provide its people with a descent socioeconomic standard Egypt can reach this
replacement level in the year 2013 if the rate of contraceptive use increases to 70 0%
and accordingly fertility drops to 2 children per family. If this target is achieved Egypt’s
population then would be 73 instead of 92 Million.

Breastfeeding and Weaning:

Breast milk can and should provide almost all the nutritional requirements for the
growing infant up to the age of six months. Even in the second vear of life. it can be an
important supplement of nutrients, including protein, fatty acids, vitamins and calories

(Kleinman & Senanayake, 1984)

[
(2]
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Prior Breastfeeding Experience:

Breast feeding remains the norm in Egypt, with more than 90.0% of all mothers
initiating lactation. On the other hand, according to the Egyptian Demographic and
Health Survey (EDHS) of 1995, Supplements other than plain water are introduced for
many Egyptian children at an early age. One in five children less than two months of
age is given supplements other than water, and the proportion receiving such
supplements increases rapidly to 76.0% among children 6-7 months of age. (MACRO

International, 1995)

Furthermore, and according to (UNICEF, 1993), there is clear evidence of the poor
knowledge about the benefits related to the mother, child spacing and bonding
Therefore, emphasis during educational campaigns on benefits of breastfeeding should
be highlighted.  (UNICEF, 1993)

At the beginning of this study, when both study and control groups were asked about
their prior experience with breastfeeding, there answers were not significantly different
For the study group 62 women were multiparas. 96.8% of them had prior experience
with breastfeeding. Likewise, 71 women of the control group were multiparas. 85 9 %
of them had prior experience with breastfeeding. Average period of prior breastfeeding

experience was 15 months for both study and control groups.

A study conducted by El-Sayed (1997) on patterns of breastfeeding in Egvpl
concluded very similar results as 95.5% of multiparas had previous experience with

breastfeeding.

Intention, Ever Practice and Continuity of Breastfeeding:

Prenatal intentions of breastfeeding in Egypt are usually very good All mothers plan to
breastfeed regardless of cited causes for this intention. This strong intention persists for
at least six months after delivery for those who trv well enough at the earlv postnatal
period. Unfortunately, this strong well usually ceases afterwards. (El-Saved, 1997),

has found out that, breastfeeding was practiced by 96 4% of mothers in the first six
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months of life. This prevalence decreased from 98.4% in the first 2 months of life to

94.8% in the age of four months and 93.8% at age of six months.

When mothers under this study were asked prenatally about their intention to breastfeed
their upcoming newborns, almost all mothers, of both study (98.1%) and control
groups (96.1%) , said that they intend to breast feed their infants. The mothers who

didn’t say yes answered “I don’t know or it depends if I will have milk or not”.

At the post intervention questionnaire, 0.9% of the study groups (only one mother)
compared to 4.6 % of the control groups (five mothers) didn’t breastfeed at all (Page

188)

In addition, at the end of the study, the mean age of children of the study group was
10.7 months and of the control group was 9.1 months. Both groups were asked if they
were still breastfeeding. Results revealed that mothers of the study groups continued to
breastfeed for longer periods than the control group . At the end of the study period,

87.9% of the study group versus 78.0% of the control group were still breastfeeding.

Initiation of Breastfeeding:

Worthington et al (1981) mentioned that the best time for the first feeding. providing
that mother and baby are physically able, is within half hour after birth. This can even
be accomplished on the delivery table The sucking reflex is strongest 20 to 30 minutes
after birth and that if the infant is not fed at this time, the vigorous sucking reflex

diminishes and does not return until the end of the second day of life

Hossain et al (1995) believe that recent data on the patterns and correlates of the timing
of breastfeeding initiation in newborns are scanty for many countries including Egypt

They conducted a study to investigate the timing of breasfeeding initiation and its
correlates in a cohort of rural Egyptian infants Their study revealed that. breastfeeding
initiation appears to be unduly delayed in the study group, given that the mother and
infants were apparently healthy during the early post-partum period Later initiation of

breasfeeding was associated with indiscriminate prelacteal feeding. earlier termination
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of breastfeeding, and unwelcome supplementation practices. Their findings emphasize
the need to initiate and/or strengthen programs to promote appropriate breastfeeding

practices.

The first few days after labor are considered crucial, when the milk is formulating. the
mother is at recovery stage from labor stress. In addition, she is worried about her
ability to breast feed and to be a good fulfilling mother. These first few days will decide
the faith of breast feeding. If there is a good start, most probably breastfeeding will
continue satisfactorily and without major problems for both mother and child. On the
other hand, little stress or obstacles could have adverse negative effects on breast
feeding Preparing the mother to successfully breast feed should start before delivery
through one-to-one as well as group discussions in the MCH clinic. These discussions

will help her build a positive attitude towards breast feeding (VRAY LA

At the end of the present study, when both groups were asked about when they actually
initiated breast feeding. Answers revealed significant difference between the two
groups as 33.0 % of the study group versus 12.0 % of the control group have started
breastfeeding by the first half hour after delivery. The difference between the two
groups was significant statistically (X2=13.49, P <0.0002) (Table 16) (Fig.9)

In Egypt, the Ministry of Health in cooperation with UNICEF and WHO have

established a breastfeeding policy. The Egyptian national policy promotes and supports

breastfeeding through the implementation of the 10 steps of the joint WHO/UNICEF

statement for successful breastfeeding in the “Babv Friendlv Hospitai Intiative”

(UNICEF & WHO, 1993). The Egyptian policy also calls for

1 Early exclusive breastfeeding from birth up to 4 to 6 months with continued
breastfeeding, and introduction of other foods, for two years. It is crucial to note that
prolacteals interfere with initiation and maintenance of breastfeeding and that there
are a few conditions in which supplementary feeds are considered

2.Adequate onentation of health professionals and provision of health education to
women concerning benefits and management of breastfeeding

3. Prohibition of use of bottles, teats and pacifiers from birth onwards
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4 Establishment of breastfeeding support system within communities using family
members, health care providers, key women leaders and non-governmental

organizations.

All studies have indicated that mothers intention to breastfeed is almost universal
among Egyptian women. In addition most of those mothers do initiate breastfeeding
after delivery. If this strong intention and initiation supported with strong technical
support from health providers (pre and postnatally) in addition to emotional support
from family and community , the chances for more continuity and success of exclusive

breastfeeding might be higher.

Knowledge of Benefits of Breastfeeding:

Multi-Center BFHI Studies conducted in 1993 showed a significant lack of mothers
knowledge towards the benefits of breastfeeding and the use of bottles, decoctions and
supplementary feeding before 4 months of age. Illiteracy rates were very high in such
mothers and most of them were non-working mothers. In addition, the study noted poor
mother’s knowledge about benefits of breastfeeding together with the poor attitudes

and practices related to exclusive breastfeeding and weaning. (UNICEF & WHO. 1993)

The Egyptian policy for promotion of breast feeding necessitates that all pregnant

women should be informed about the benefits and management of breastfeeding. This

could be achieved through:

1-Emotional and physical preparation of mothers for breastfeeding during pregnancy
This approach will ensure successful lactation.

2-All mothers and mothers-to-be should be made aware of the factors and practices that
help successful breastfeeding

3-Breastfeeding ensures a healthy baby and mother.

4-Bottle feeding may lead to serious illness and increase the infant mortality rate.

(MOH & UNICEF, 1992)
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A study conducted by El-Sayed (1997) have found that only 40.2% of women who
received ante-natal care had received health education about breastfeeding and when
investigated mothers knowledge of benefits of breastfeeding, 50.0% of mothers reported

two benefits. The remaining mentioned only one benefit.

At the end of the present study, both study and control groups were asked about their
knowledge of benefits of breastfeeding. Analysis of results revealed significant
difference between study and control groups; 74.8% of the study group knew at least
three benefits for breastfeeding. On the other hand, only 3.7% of the control group

knew such number of benefits. (Table 14) (Fig. 8)

Furthermore, when the results were compared by the basic level of knowledge of the
study group (Pre-Intervention) there were significant differences between both pre and
post knowledge of the study group(t=17.58, P<0.0001) In addition. there was also

significant difference between the study and control groups ( t=2 . P<0.0001)

Exclusiveness of Breastfeeding:
UNICEF's regime indicates that breast milk should be the exclusive food for four to six
months, after which safe, suitable supplements should be added tor up to two vears to

prevent growth faltering.

Whitehead (1995) documents UNICEF and WHO's regimes which support exclusive
breastfeeding for the first 4-6 months. In his study he confirms this recommendation
Based on field research, his research findings in infant dietarv energy requirements have
provided a firm quantitative basis for the widelv quoted pediatric view that exclusive
breastfeeding should provide sufficient nounshment for the average child until 4-6

months of age.

The Multi -Center BFHI study conducted by UNICEF & WHO in 1993 concluded that.
exclusive breast feeding in its literal meaning (according to WHO/UNICEF) does not
seem to exist in Egypt especially that some decoctions, are considered necessary by

health workers and are given for the relief of colic. to calm the babyv or as extra fluids
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during an acute respiratory tract infections (ARI). Yansoun, Caraway, etc. are
commonly used for these purposes in infants less than 4 months and they are commonly
prescribed by doctors. There is clear evidence of the poor knowledge about the benefits
related to the mother, child spacing and bonding. Therefore, emphasis during

educational campaigns on benefits of breastfeeding should be highlighted.

According to EDHS 1995, Supplements other than plain water are introduced for many
Egyptian children at an early age. One in five children less than two months of age is
given supplements other than water, and the proportion receiving such supplements

increases rapidly to 76.0% among children 6-7 months of age.

Mothers who are not confident that they have enough breast-milk often give their babies
other foods or drinks in the first few months of life. But this means that the baby sucks
at the breast less often. So less breast-milk is produced. To stop this happening,
mothers need to be reassured that they can feed their young babies properly with breast-

milk alone.

El-Sayed Conducted a study in (1997) to identify patterns of breastfeeding in the first
six months among attendants of MCH centers in Cairo Her study revealed that
exclusive breastfeeding sharply decreased from 61.2% at the age of less than 2 months
to 41.1% at the age of 2 months with little decrease to 38 4% at the age of four months
It showed another sharp decrease to 24.6% at the age of 6 months. Among the
exclusive group 72.0% initiated breastfeeding within 2 hours after birth compared to
65.4% of the supplemented group. Late initiation was practiced by only 4% of the

exclusive group compared with 18.3% of the supplemented group

The present study included exclusive breastfeeding as one of the main messages given
continuously to mothers of the study group at the prenatal period and during the first 4
to 6 months after delivery. Exclusive breastfeeding meant nothing is given to the baby
(not even water) but breast milk. Along the study period, mothers were asked if they
were still exclusively breastfeeding At the end of the study period. analysis of results

revealed a significant difference between the study and control groups regarding
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exclusive breastfeeding during the first 4 months; 70 mothers of the study group (65.4%)
versus 23 of the control group (21.1%). During the first 6 months 37 mothers of the
study group (34.6%) versus only 8 of the control group (7.3%) were exclusively
breastfeeding. In addition, 8 mothers of the control group (compared to 2 mothers of
the study group) continued to exclusively breastfeed their children after the age of six
months. (Table 17) (Fig 10) Introduction of weaning food is recommended by the age of
six months. Breast milk alone could not satisfy the requirements of the infant after this

age.

These results added to previous studies lead to the conclusion that although exclusive
breastfeeding dose not currently exist much in Egypt, mothers are ready to undertake
this practice if they receive appropriate knowledge and get continuos technical and

emotional support both pre and post natally.

Weaning:

Weaning is a gradual replacement of breastmilk with another food until it finally leads to
cessation of breast milk. Weaning is a vulnerable period in an infant’s life during which
the child is still growing rapidly and just about to run out of maternal protective
antibodies. The age of 4 to 5 months, is suitable for beginning of weaning Earlier
introduction of solid food causes mal-digestion, diarrhea and food allergies. During this
period there is most often combination of infection and dietary inadequaﬁy often leading
to PEM (Protein Energy Malnutrition) which characterizes this period. (Al-Gebaly, H.,
1993), Her study among Egyptian women concluded that weaning food is affected by the
socio-economic state, educational level of parents and mother’s work. At the end of her
study she recommends that weaning should be gradual and should not interfere with

breastfeeding capacity.

At the pre-intervention, both study and control groups were asked about their
background knowledge regarding weaning. They were asked about the proper time to
start weaning and what are the proper kinds of food used for weaning. Answers

revealed that most of mother of both groups believed that weaning should start at the
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age of 4 months or before. There was no difference between the two groups regarding
time to start weaning (66.3% of the study group and 66.1% of the control group).
(Table 20)

Results of questions related to the proper food used for weaning revealed that many
mothers don’t have the right information regarding proper weaning (41.1 % of the

study group and 69.9% of the control group) (Table 21)

When both study and control groups were asked at the pre intervention about the proper
time to stop breastfeeding most of them answered that two vears is the right age for

complete weaning (65.4%, 72.2% respectively).

According to Bax et al (1990), introduction of solid foods before the age of three
months has no proven nutritional advantage and evidence suggests that it may
predispose to the development of obesity and allergy and increase the risk of

hypernatraemia due to high solute load.

The World Health Organization and UNICEF currently recommend to start weaning
between four and six months and no later than six months with the gradual introduction
of solid food. However, some studies show that voluntary exclusive breastfeeding for
about nine months is feasible and can sustain adequate weight gain and iron status in
infants. Borresen believes that in developing countries, health authorities and non-
governmental organizations should actively endorse exclusive breastfeeding for eight to

nine months to protect infants against malnutrition and infections (Borrensen, H., 1995)

Furthermore, UNICEF and WHO policies are built on the fact that. before the age of
four months, breastfed babies do not need any juices, herbal drinks or water. as breast
milk contains enough water and vitamins Complementary food should be added only
after 4 months and not later than 7 months, starting with small amounts and increased

gradually. The food should be offered by spoon and drinks by cup. (MOH. 1992)
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A small scale study conducted by Kassem (1988) has found that attitudes of mothers
towards the duration of breastfeeding, onset of weaning and types of supplementary
foods are markedly influenced by local customs and cultural and religious beliefs
prevalent in the communicate . Modern life style, socioeconomic standard and
community development, urbanization, mother education and employment have all

affected the weaning process.

El-Sayed (1997), study in MCH centers in Egypt, have found out that tvpe of
supplementation given to infants was herbal tea and juices at <2 months age for 64 3%
At the age of 2 months the liquids continued to be the most common type of
supplements, 44.4%, then semisolids 36.1% and infant formula 16.7%. At the age of
four months, semisolids were the most common type 79.5% At the age of six months

semisolids became the most common supplementary food (80.0%)

In addition, she found out that on demand feeding was practiced by 98% of the
exclusive group compared to 79.8% of the supplemented group. Reason of

supplementation was mainly insufficient milk.

At the end of the present study, both study and control groups were asked about the time
they actually introduced both fluids and solids in their infants feeding. The answers of
these questions were found significantly different between the study and control groups

Regarding introduction of fluids, 82.6% of the control group versus 27.2% of the studv

group have introduced fluids at less than four months age (Table 22) (Fig 11)

On the other hand 49.5% of the control group versus only 8 4% of the studv group have
introduced solids at an age less than four months. (Table 23) (Figl2) The reason for
early introduction of fluids among most of the mothers in both study and control groups.
was either insufficient milk ( 29.4% of study group & 29 5% of control group) or for

treatment of colic (38.2% of study group & 36.4 % of control group)

At the post-intervention, mothers were asked about when and how thev weaned their

children. Their answers were rated on a scale of ten. These results were compared with
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the prenatal level of knowledge regarding proper weaning practice. Any answer less
than 7 out of 10 was considered incorrect. Analysis of these data revealed significant
improvement in women knowledge and practice. The percentage of women who know
the right weaning practice increased from 26.2% at the pre intervention to 83.2% at the
post intervention. The percentage of women of the study group who have had proper
weaning practice is significantly more than those of the control group (83.2% of the

study group compared to 21.1% of the control group).(Table 24) (Fig. 13)

Exclusive breastfeeding is common but not universal in early infancy in Egypt. Among
infants under two months of age, 78.0% receive only breastmilk. The proportion
exclusively breastfed then drops off to 60.0 % among children 2-3 months of age and

31.0 % among children 4-5 months. (DHS, 1995)

It is clear that proper mother education can improve both mother knowledge and
practice of breastfeeding and weaning. Building a positive attitude towards exclusive
breastfeeding among health providers is a prerequisite for a better breastfeeding

experience for Egyptian mothers and children.

Infant Growth and Development:

Exclusive breast-feeding is ideal for four months, but growth faltering mayv then occur
unless safe, suitable supplements are added to breast-feeding thereafter Occasionally.
growth faltering occurs before four months if the volume of breast-milk supplied is
inadequate- hence the need for growth monitoring (UNICEF & WHO. 1992)

Growth monitoring is very important for children. The purpose of monitoring growth 1s
to ensure that the child is growing well and any slowing of growth is detected and dealt
with early. The most commonly used measure for growth monitoring 1s the weight for
age because it is very sensitive measure of growth and measurement can be easily made,
so high level of accuracy is possible. The Child Survival Project Physician Training
Manual explains how physicians can follow-up infant and child growth through use of

international standardized growth curve (MOH, 1990)
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Studies conducted in Egypt by Nassar et al (1993) have found maternal education level
independent of household income, to be positively related to better nutrition status of

children and to lower infant mortality.

The study group has got 60 boys (55.0%), and 49 girls (45.0%) compared to 59 girls
(54.1%),and 50 boys (45.9%) of the control group. Growth of infants of the studv
group was monitored during the study period and measured against the standard growth
curve chart. Atthe end of the study, the weight and length of the children of both study
and control group were recorded and measured against their age using standard growth
charts.  Analysis of the study results revealed that non of the study group children was
underweight at the time of the post intervention questionnaire. In comparison, 3.6% of

the control group were under weight. (Table 26) (Fig. 15)

Analysis of height -for-age revealed that 7.4% of the study group were stunted and

12.8% of the control group were among the same category.{(Table 27) (Fig. 16)

The EDHS conducted in 1995 indicated that 2.8% of below 6 months were
undernourished.  Furthermore this percentage increased to 21.8% for children 6 to 11

months old.

Measurement of height for age in EDHS 1995 indicated that 6.7 % of children less than
6 months old were stunted. In addition 27.9% of children aged between 6 and 11

months were stunted.

At the end of this study and for the study group, age of the child was measured against
type of weaning food and growth rate (normal coded as 1. iess than normal coded as 2
and decreasing coded as 3). Analysis of these data revealed that by the end of the first
three months, all the study group children (100%) had normal growth. 72 5% of them
were on exclusive breastfeeding. By the age of four months, those having normal
growth decreased to 89.9%. Between the age of six and nine months this percentage

decreased to 65.4% and it further decreased to 42.8% after the age of nine months.
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These data indicate the necessity of continuous follow-up of those children during the

critical time of weaning and up to complete weaning at the age of two.

Immunization:

At the end of the study, both groups were asked if their children has got their
immunizations on time. In addition the birth certificates were checked for timely
immunization of children during their first year of life. Analysis of the results revealed
that 95.3% of the study group and 89.9% of the control group have immunized their

children on time.

The 1995 EDHS indicated that 70.6 % of children 12 months old have got all their

immunizations required for the first year of life.

This indicates that continuos follow-up of mothers and children can also improve

immunization coverage as well timely immunization.

Infants Morbidity During the First Year of Life:

At the end of the study, mothers of both groups were asked about the incidence of
diarrhea, cough and vomiting in their children up to the day of the post intervention
questionnaire.  Analysis of the results revealed that the mean number of attacks of
diarrhea for the study and control groups were 2.7 ( SD ~ | S)and 28 ( SD + 2.3)

~ respectively. There was no significant difference between the study and control groups.

According to 1995 EDHS 19.0 % of children under 6 months had diarrhea at some time
during the two-week period before the survey Furthermore, 31 8%4 of children between
the age of 6 to 11 months had diarrhea during the same period Considering the
variation in diarrheal prevalence, children 6-23 months are more likely to have had

diarrhea than older or younger children
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At the end of the present study, The mean number of vomiting attacks for the study
group children was 1.4 (SD + 1.5)and 2.0 (SD + 2.2) for the control group children.
Again there was no significant difference between the two groups. On the other hand,
the mean number of attacks of ARI (Acute Respiratory Infections) was 2.4 (SD + 1.6)
for the children of the study group and 3.2 (SD + 2.2) for those of the control group.
The difference between the two groups was statistically significant (2-Tail sig = 0.003).

The DHS of 1995 revealed that 19.8% of children less than 6 months old had acute
respiratory infection (ARI) at some time during the two-week period before the survey.
Furthermore, 30.0% of children between the age of 6 to 11 months had ARI during the

same period.

Although results of the DHS are not directly comparable to this study but we can still
make the conclusion that prevalence of diarrhea and ARI is high during the first year of
life and is usually more evident in the second half of this year when usually the child is

starting weaning and is more vulnerable to infection.

On the other hand, we can also conclude that raising mothers’ awareness can make a
difference in prevalence of ARI which currently constitutes a major risk factor and

primary cause of infant mortality in Egypt.
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Conclusions

* T.V. is considered the main source of general information about family
planning in Egypt. On the other hand, women lacked method specific

information that needs more interpersonal communication.

* Many women have intention to use a family planning method. Somehow
they do not practice, either due to the belief that breastfeeding can be an
effective contraceptive method or due to their concemns about the IUD;

which is the best available method suitable for breastfeeding women..

* Use of sure methods of family planning like TUD, Pill and injectables can

be increased through pre and post natal counseling.

* When women are exposed to intensive interpersonal communication in
family planning, they tend to use more effective contraceptive methods

and start using such method at the proper time.

* Although the level of illiteracy among women 1s considered very high
(44%), effecive  mother education through person-to-person
communication can overcome such obstacle and increase their

understanding of various mother and infant health 1ssues.
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* Pregnant women show a strong intention to breastfeed. Most of them
actually initiate breastfeeding. On the other hand, many mothers do not
exclusively breastfeed and start introducing fluids and solids too early into
their infants' meals. All studies have indicated that mother's intention to
breastfeed is almost universal among Egyptian women. If this strong
intention is supported with strong technical support from health providers
and emotional support from family and community, the chances for

continuity and success of exclusive breastfeeding will be bigger.

* Many women lack necessary knowledge about breastfeeding, e.g.
knowledge of its various benefits. In addition, many mothers lack the

assurance and support to exclusively breastfeed their infants.

* Health providers need to increase their knowledge and experience in the
art and technique of successful breast feeding. Physicians working in
primary health care units should be familiar with the potential problems of
various contraceptive methods.  Should be able to advise users to solve
these problems with preservation and support of breastfeeding. There is
definitely a great need for training of physicians and nurses on
breastfeeding support. In addition, development of health education skills

for improved mother/health staff communication is necessary.

* Proper mother education can improve both mother knowledge and practice
of breastfeeding and weaning. Building a positive attitude towards
exclusive breastfeeding among health providers is a prerequisite for a

better breastfeeding experience for Egyptian mothers and children.
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* Successful programmatic efforts to increase the incidence and duration of
breastfeeding should include hospital based program, health professional

training and mass media campaigns.

* Attention should be given to development of high quality nutntion

education materials and programs for children as well as adults.

* Well-designed information, education and communication campaigns can
greatly affect the prevalence and duration of breastfeeding. Such efforts
can educate and motivate mothers, health care providers, community
leaders and national policy-makers. This could be achieved through
presentation of the benefits of breastfeeding and discourage the early
introduction of unnecessary supplements. Radio, television, newspapers,
magazines and even comic books have been used successfully to promote

breastfeeding.

* Continuous growth monitoring of children during the first vear of life is
crucial. This follow-up of children during the critical time of weaning will

decrease prevalence of undemnutrition and stunted growth among this age

group.

* Raising mothers’ awareness can make a difference in prevalence of ARI
that currently constitutes a major risk factor and primary cause of infant

mortality in Egypt.

Conclusions 243



Recommendations



Recommendations

Health Education:

1-Mothers should be encouraged to initiate breastfeeding immediately after
birth and to exclusively breastfeed their children for 4-6 month combined
with continuous growth monitoring. Many mothers lack confidence in
their own ability to breastfeed. They need encouragement and practical
support of fathers, health workers, relatives, friends, women groups, the
mass media, trade unions and employers.

2-Mass media and counseling at the MCH centers should increase messages
specific to child growth and well-being .

3-Exclusive breastfeeding should be promoted through all means of
information, Education and communication; both mass media and inter-
personal communication activities. All mothers, health providers,
community and advocacy groups should be presented with benefits of
breastfeeding and hazards of early introduction of supplements. Radio,
television, newspapers and magazines can be used for that purpose.
These promotional activities should aim at increasing level-of knowledge
and practice of proper breastfeeding and weaning among Egyptian
mothers.

4-A commitment should be made to a long-range communication strategy,
which, whenever possible, links breastfeeding promotion to direct
support of mothers and to other maternal and child health programs.
including nutrition, diarthoeal disease control. family planning and
growth monitoring

5-Integration of prenatal and postnatal follow-up for both mother and

newborn is essential. This could be achieved through an effective referral
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system between various divisions of the MCH center; among which are,
prenatal services, tetanus immunization, delivery services and pediatric
services. They all need to view mother and infant as an integral body
during pregnancy and through the first year of infant life.

6-There is a great need to increase mothers awareness on prevention and
management of ARI. Mass media can play a significant role towards this
goal.

7-To complement interpersonal communication activities at the MCH,
adequate health education materials and aids should be available at the
MCH center.  The MCH center should be able to reach out for pregnant
mothers with support and reinforcement with educational and audiovisual

matenals and media.

Training of Health Providers:

1-Training of health service providers is essential. They need communicate
effectively with their clients regarding various health education messages.
They also need to be better informed about proper management of
breastfeeding and its potential problems. Breastfeeding shquld be taught
properly to all the medical students, nurses and graduated doctors.
Breastfeeding promotion should be continued and supported by all means,
both by the medical and paramedical personnel, the government and mass
media. Better education about breastfeeding and infant nutrition should
be provided in the curriculum of physicians and nurses.

2-Family planning providers should be more aware of the needs of a
lactating mother and accordingly provide her with the proper support and

counseling.
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3-Continuous growth monitoring of children is crucial specially during the
first year of life when weaning starts and the child 1s most vulnerable to
malnutrition and infections. This could be achieved through encouraging
mothers to come to the pediatrnic section of the MCH center for periodic
visits. Otherwise this follow-up could be done at the same time of the

child’s immunization.

Recommendations 246



Summary



Summary

Introduction and Problem Definition:

Maternal health, nutrition and education are important for the survival and well-being of
women in their own right and are key determinants of the health and well-being of the

child in early infancy.

Today’s children are the citizens of tomorrow’s world. their survival. protection and

optimal development are the perquisite for the future development of humanity.

According to the Egyptian Demographic and Health Survey (EDHS) conducted in 1995,
infant mortality is as high as 63/1000 births. and neonatal mortality rate is 30/1000 births.
This indicates that more than three-quarters of early childhood deaths in Egypt take place
before a child’s first birthday.

UNICEF's studies indicated that birth spacing and exclusive breastfeeding for the first 4-
6 months would dramatically decrease both infant mortality and morbidity in developing
countries. In recognition of these facts, matemal and child health (MCH) and family
planning are identified as priority areas under the current Egyptian health policies and

five year plan.

Hypothesis:

Child survival is closely linked to the timing. spacmg and number of births his mother
had. Another factor directly relates to child survival is exclusive breastfeeding for the
first four to six months. Furthermore. continuous growth monitoring of the child during

the first year of life would help early prevention of disease and malutrition.

English Summary 247



Mother’s awareness of these concepts; family planning, breastfeeding and infant
nutrition, in an integrated manner, will help promote infant growth and development and.
accordingly decrease current high levels of infant mortality and morbidity m Egypt.

The main aim of this study is to examine the effectiveness and practicability of
implementing a “Mother Education Program” under current conditions at the Ministry
of Health maternal and child health centers and accordingly examine its impact on mother

knowledge and practice of family planning, breastfeeding and weaning.

Study Methodology and Tools:
The study was conducted, during the period March 1996 to August 1997. in two MCH
centers while a third center served as control. Study and control groups were exposed to

pre intervention and post intervention questionnaires.

After completion of the pre-intervention questionnaire for both study and control
groups,(190 women for the study group and 133 for the control one), a file was opened
for each woman of the study group. The file contained a prenatal follow-up sheet. a
post-natal follow-up sheet and a growth monitoring sheet. In addition. each woman was
given a take home card to record follow-up data related to both the mother and her

child.

The intervention plan was to implement a mother education program and follow-up one
hundred women from the third trimester of pregnancy through the period of 6 to 12
months of their infant’s life. This educational program was specially designed for this
study and was supported by already existing educational and counseling materials from
the Ministry of Health. the National Population Council as well as Intemational donors
like WHO. UNICEF and USAID: Child survival and family planning programs. The main
topics, included in the mother education program. were mother nutrition during
pregnancy. family planning. breastfeeding and proper weaning. The study examined the
practicability and impact of this comprehensive educational program on the mother level

of knowledge and practice of family planning, breastfeeding and proper weaning.
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At the end of the study, a post-intervention questionnaire was administered for both
study and control groups. In addition, children of the two groups were weighed and

measured.

Results:

Comparison between pre-intervention and post-intervention questionnaires for both

study and control groups in addition to analysis of the follow-up sheets (for the study

group) revealed the following:

e Analysis of results revealed significant difference in level of education between the
study group and control groups, illiteracy was highest in the study group. while
secondary school was more in the control group.

e Mothers” of the study group had much more exposure to interpersonal
communication in family planning, than the control group: 96.3% versus 29.3 %o
(X*=103.12, P= <0.00001).

e There was significant difference between the study and control groups in family
planning practice (85.0 % of the study group versus 79 0 % of the control group)
There was also no difference between the two groups in second pregnancy

e For both study and control groups. IUD was the most commoniy used contraceptive
method. Injectables were more used by the study group; while pills were more used
by the control group

e When the study group’s actual use of sure methods (pills. TUD and injectables) of
family planning was compared with their own intention, there was an observable and
significant improvement. While 58 women intended to use a sure method at the pre-
intervention questionnaire, 77 ones actually used a sure method. 37.9%
improvement. In addition, there was a significant difference between the study
group and control group in sure method use

e Analysis of post intervention questionnaires revealed that 0.9% of the studv groups
(only one mother) compared to 4.6 % of the control groups (five mothers) didn't
breastfeed at all In addition, there was significant difference between study and

control groups regarding knowledge of benefits of breastfeeding; 74 8% of the study

English Summary 24y



group knew at least three benefits for breastfeeding. On the other hand, only 3.7% of
the control group knew such number of benefits (X2= 129.8), P=<0.00001. Time of
initiation of breastfeeding has also showed significant difference between the two
groups; 33.0% of the study group versus 12.0 % of the control group have started
breastfeeding by the first half hour after delivery. Results revealed that mothers of
the study groups continued to breastfeed for longer periods than the control group.

* Analysis of the follow-up sheets of the study group along with post intervention
questionnaires for both study and control groups revealed a significant difference
between the two groups regarding exclusive breastfeeding during the first 4 months:
70 mothers of the study group (65.4%) versus 23 of the control group (21.1%). and
also during the first 6 months 37 mothers of the study group (34.6%) versus only 8
of the control group (7.3%). X* = 76.65, P<0.00001.

e Analysis of the pre-intervention questions related to the proper food used for
weaning revealed that many mothers (of both groups) didn’t have the right
information regarding proper weaning (41.1% of the study group and 69.9% of the
control group) .

* The study group showed a much better weaning practice with their children.
Analysis of the post-intervention questionnaire revealed a significant difference
between the two groups regarding the time they actually introduced both fluids and
solids in their infants feeding X*= 8334, P <0.00001.

* While 3.6% of the children of the control had under-nutrition. no one of the study
group children was underweight In addition, analysis of height/age for both study
and control groups revealed that 89.9% of the study group were in the normal range,
83.5% of the control group were in the same range

* At the end of the study, both groups were asked about the incidence of diarrhea.
cough and vomiting in their children. Analysis of the results revealed no difference
between the two groups in mean number of attacks of diarrhea  On the other hand.
The difference between the two groups was statistically significant in the mean

number of attacks of vomiting and ARI (Acute Respiratory Infections).
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Suggestions and Recommendations:

l.Implementation of a mother education program during the prenatal and postnatal
periods can improve knowledge and practice of mothers in relation to initiation and
duration of exclusive breastfeeding as well as proper weaning practice. To effectively
implement such a program, coordination and integration between family planning and
pediatric divisions of the MCH centers is a must. Traming of MCH staff on
implementation of similar educational programs is a prerequisite for its success.

2. There is a surplus of educational and counseling materials. Effective and
comprehensive use of these materials in MCH centers will certainly help improve
mothers’ knowledge and attitude. This will affect their own health as well as their
infant’s growth and development.
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Form 1 a3y g Js

* Form to filled by the Nurse.For mothers to be during the

last trimester of pregnancy.
A/ 52550 4 ) 2 3] and
B/ or
C/ or : Expected Delivery Date
laadi, isa | HB Uyl | Jaalisaa | Auyall [ 5 430 o5,

=\
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Form II 3.Y g}t aay

* Form to be filled by the Nurse. This Form is for mothers and their infants

after delivery
A/:LSJ,S]\?S_)\ Z?Y\?u\
B/ D Jikll ad
C/ or ? Dl )l
eYL: uald ¢ ja
a3t LYYl lelad | s By | Do | Al |4
Lapldl | 5Y) e
ad | pgad | w5 N el Bl e -0

£ Es

Appendices

285




Ale Sllaadla o Lle cillaaa Claakall Jakt o
e Jikay

A | el | G | | POLIO g |50
5,2 DPT

Appendices 286



v G\ el iyl o ke 8 s e\
Tdab e ) “F‘—’"F"I “““ MZ

s Y

) B S [ S S . .
- W

1 . 3 S Y ) n R

ool 4o

w L ]

T " - T J
-+ ] 1 /:_/4,.\\ S S SN T 1

-

MW W T Ry A RURe R T T rF [ S e et N }— :
EATRLRRZ 3R (TN S JO8 SN TN S0 PR 4% e AR T T T wbu-«h"
Al

NI ey

AL L L

87

Appendices




Mothers Take Home Card
LB &SN Tags A1 B
Follow up sheet for Mothers to keep

:‘5.),91?5,11 D aaYl
D paall 4y yh 2 8aY 5l a8 il ac gl
ik, iadel LW  HB | awy FAD [ S,
Awldl 3,430 5y Tetanus
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List of Materials Used in Preparation of Training
Package

1-Breastfeeding Management and Promotion in a Baby-Friendly
Hospital. An 18-hour Course For Maternity Staff. UNICEF and

WHO. 1993.

2-Breastfeeding Promotion In Practice. Facts For Action For Health
Professionals. Baby & Mother Friendly Hospital Initiative. MOH,
WHO and UNICEF. 1993 ‘
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Session One

Total Hours of Instruction
One Hour !

Topic: Mother Nutrition During Pregnancy.

Serial No:
1

Objectives

Teaching Content

Time
min

Teaching Methods

Media & Materials

Mothers will be able to:

1- ldentify the necessary types of food
for them during pregnancy.

2- Recognize different food groups and
their nutritive value and importance
for both mother and newborn health.

3- Differentiate between healthy and
unhealthy meals.

Appendices

* Food groups.

* Importance of healthy

food for both mother (to
be), and fetus before and
after delivery.

* How to prepare a healthy
meal

Lesson Plans

*Lecture followed by
discussion with mothers.

* Exercise and questions on
how to construct a healthy
meal.

* Exercise to recognize a
healthy meal from an
unhealthy one.

1- Lecture notes.

2- Pictures of food
groups whenever
available.
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Total Hours of
Instruction One
Hour

Session Two

Topic: Breast Feeding, Initiation and Continuation.

Serial No:
2

Objectives

Teaching Content

Time
min

Teaching Methods

Media&Materials

Mothers will be able to:
1- Identify and recognize the importance of
breastfeeding.

2- Prepare their breasts for breastfeeding.

3- List the advantages of breastfeeding
over artificial feeding.

4- Demonstrate the proper method of
breastfeeding.

5- Recognize potential problems of
breastfeeding, how to avoid and how to
handle.

6- Identify the importance of colostrum
and when to initiate breastfeeding.

Appendices

* Advantages of
breastfeeding versus
artificial feeding:
nutritional, preventive
and emotional values.

* Proper method of
breastfeeding.

* Exclusive
breastfeeding, how to

manage.

* Prenatal nipple care

* Sore nipple, how to
avoid and how to

Lesson Plans

* Lecture followed by
questions and answers.

* Demonstration by
pictures for
preparation of breast
and proper
breastfeeding position.

* Lecture notes.
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Total Hours of Instruction Topic: Family Planning Serial No:
Session One Hour ‘ 3
Three

Objectives Teaching Content Teaching Methods Media & Materials
Mothers will be able:

1- Recognize the importance of birth * Advantage of birth * Lecturing and counseling | *Ministry of Health Flip
spacing for the health of both mother and spacing for mother followed by discussion. chart.

children. and infant.
*Ministry of Information
2- List different family planning methods * Background on postures.

available in Egypt. various family
planning methods. *Ministry of Health

3- Understand the appropriateness of family planning methods
various family planning methods to * Breastfeeding and brochures given to
different women and the importance of its relation to family mothers.

physician counseling. planning.

(T.V. spots could be used
if video is available
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Session Four

Total Hours of Instruction

Topic: Infant Nutrition and Weaning

Serial No: 4

One Hour
Objectives Teaching Content Time Teaching Methods Media &Materials

Mothers will be able to:
1- Identify the right period for exclusive | * Definition of exclusive 5 * Lecture followed by * Lecture notes.
breastfeeding and when to start breastfeeding. group discussion.
weaning.

* Weaning schedule and 20 * Handouts for weaning
2- Identify the right time for how to continue to schedule.
introduction of fluids and solids to the breastfeed.
infants meals.

* Different kinds of weaning 25
3- Recognize and list different kinds of | food, its nutritious value
weaning food and the proper time for and when to include in
introduction of each. infant’s meal and how.
4- Comprehend and practice the
importance of cleanliness and sanitation
specially when handling food and its * Proper & sanitary food

preparation. 10

impact on the infant well-being.

Appendices

¢ i
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List of Background Materials Used to Support Mother
Counseling

*A Mother’s Guide to Breastfeeding. Booklet produced by PATH to the
Population Council in cooperation with the Nursing Department at Metropolitan
Hospital.

*Empowering Women to Breastfeed- Guidelines For Action. World Breastfeeding
Week. 1-7 August 1995. Ministry of Health- Egypt.

aaall gals il . Jilall SLis e Ll £9y-20 —Lonall 5,159 - 1aly aeastadt Ll Jilall*

colaaxiacls
A Simplified booklet printed by JleYT*
UNICEF
A simplified booklet printed by Lot Amaafi®
UNICEF
A simplified booklet printed by ETRE- L
UNICEF
A leaflet printed by Hlaxl g JlewYT*
UNICEF
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List of Client Materials Distributed to Mothers during
Sessions
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List of postures posted on walls of the MCH center

during study to support mother counselling
(Ministry of Information/ State Information Service/ Information
Education and Communication Center)
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Glossary of Terms

Childbearing Years: The reproductive age span of women, arbitrarily assumed for
statistical purposes to be 15-44 years in the U.S. In other

countries, the range is often 15-49 years.

Family Planning : The conscious effect of couples to regulate the number and
spacing of births. Family planning usually connotes the use of
birth control to avoid pregnancy, but also includes efforts of
couples to induce pregnancy.

Growth Rate : The rate at which a population is increasing (or decreasing) in a
given year due to natural increase and net migration, expressed
as a percentage of the base population.

Health : A state of complete physical, mental and social well-being and
not merely the absence of disease and infirmity”.

Human Development Index: It is a new index developed by UNDP. It measures
human development with three components: Life expectancy at

birth, educational attainment and income.

Infant Mortality Rate: The number of deaths to infants under one year of age in a

given year per 1,000 live births in that year.

Maternal Death  : The death of a woman while pregnant or within 42 days of
termination of pregnancy, irrespective of the duration or
site of the pregnancy, from any cause related to or aggravated by
the pregnancy or its management, but not from accidental causes.
Thus, a death from complications of induced abortion is a
maternal death, since it is considered to be due to the

“management” of the pregnancy.
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Maternal Mortality : The death of a woman while pregnant or within 42 days of
termination of pregnancy, irrespective of the duration and
the site of the pregnancy, from any cause related to or
aggravated by the pregnancy or its management but not
from accidental or incidental causes (WHO,1977).

Maternal Mortality Ratio: The number of maternal deaths per 100,000 live births per

year.

Maternal Morality Rate: The number of maternal deaths per 100,000 women or

reproductive age per year.

Neonatal Mortality Rate: The numbers of deaths to infants under 28 days of age in a
given year per 1,000 live births in that year.

Operations Research (OR): The application of various research techniques to develop,

test and recommend solutions to operational problems

Perinatal care : It is the provision of care of pregnant women during

delivery and right after.

Postnatal care : It is the provision of care for the woman after delivery and

up to the end of the purperium (42 days after delivery).

Prenatal Care :1t is the provision of care for the pregnant woman

throughout her pregnancy.

Primary Health Care: The essential health care based on practical, scientifically sound
and socially acceptable methods and technology made
universally accessible to individuals and families in the

community through their full participation and at a cost that
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the community and country can afford in the spirit of self-

reliance and determination.

Primary Health Education: It is health education directed at healthy people, and aims
to prevent ill-health arising in the first place. it is concerned not
merely with helping to prevent illness, but with positively
improving the quality of health and thus the quality of life.

Replacement Level Fertility: The level of fertility at which a cohort of women on the
average are having only enough daughters to “replace”
themselves in the population. By definition, replacement level
is equal to a net reproduction rate of 1,00. The total fertility
rate is also used to indicate replacement level fertility; in
developed countries today TFR of 2.1 is considered to be

replacement level.

Reproductive Health: A condition in which the reproductive process is accomplished
in a state of complete physical, mental and social well-being and
is not merely the absence of disease or disorders of the

reproductive process.

Social Marketing:  The application of marketing principles to solving social

problems.

The Convention on the Rights of the Child (CRC): The most widely ratified UN
convention (168 countries as of end-1994). Ratifying the CRC
commits a nation to the protection and development of its children
and to a process of monitoring and reporting on its implementation
of the CRC. The Convention is an international blueprint for
sound social development beyond the Mid-Decade and Year 2000
Goals.
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