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1. INTRODUCTION 

The regional workshop on infant and young child feeding was organized by the 
Nutrition Unit and the Child and Adolescent Health Unit of the WHO Regional Office for 
the Eastern Mediterranean (EMRO) in collaboration with the Ministry of Health, Morocco, 
in Casablanca, Morocco, fiom 28-3 1 July 2003. 

The objectives of the workshop were to review the present status of infant and young 
child feeding in countries of the Eastern Mediterranean Region in relation to the global 
strategy for infant and young child feeding, and also to develop an outline of country plan 
of action for promoting the implementation of the global strategy for infant and young child 
feeding at the national level in Member States. 

A total of nine representatives from eight Member States and representatives from the 
Morocco Country Office of the World Food Programme, UNICEF's Middle East and North 
Ahca  Regional Office (UNICEFIMENARO) and the Department of Child and Adolescent 
Health in WHO headquarters (WHO/HQ), participated in the workshop, in addition to three 
temporary advisers. 

Dr Suzanne Farhoud, Regional Adviser, Child and Adolescent Health, delivered a 
message fiom Dr Hussein A. Gezairy, WHO Regional Director for the Eastern 
Mediterranean, who welcomed the participants and thanked the Government of Morocco 
for hosting the workshop. In his message, Dr Gezairy noted that malnutrition was 
responsible, directly or indirectly, for a vast majority of thc dcaths each year among 
children under five years of age. Most of these deaths occurred during the first year of life, 
and were closely associated with poor breastfeeding and poor complementary feeding 
practices. Although an increasing number of infants in the Region were exclusively 
breastfed during the first months of life, several thousand children died because they were 
breastfed only partially or not at all. Very often complementary feeding began too early or 
too late, and was nutritionally inadequate and unsafe. Poor feeding practices and their 
consequences were a major threat to social and economic development, and therefore 
remained a major public health challenge. 

WHO, said Dr Gezairy, had long recognized the multidimensional aspect of 
appropriate feeding practices and their fimdarnental importance to the survival, growth, 
development, health and nutrition of infants and children everywhere. In this regard, the 
Forty-seventh session of the Regional Committee for the Eastern Mediterranean in 
resolution EMAZC47lR.10 (2000) had stated that exclusive breastfeeding should be 
promoted fiom birth until the age of 6 months, at which point adequate complementary 
food should be introduced while breastfeeding continued until 2 years of age. 

On the issue of complementary food, Dr Gezairy pointed out that resolution 
EMIRC47IR.10 stated that complementary foods given to infants and young children 
should be essentially homemade, and where they were locally produced should be based on 
culturally acceptable food mixes based on dietary habits in the Region. Such 
complementary foods should be produced using locally available ingredients, fortified 
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whenever possible with essential micronutrients, should facilitate safe preparation, and 
should be in line with the guidelines on complementary foods of Codex Alimentarius. 

He explained that the global strategy on infant and young child feeding had been 
endorsed by the Fifly-fifth World Health Assembly in 2002. This strategy aimed to improve 
the feeding of infants and children by protecting, promoting and supporting optimal feeding 
practices. The development of the strategy had two components; it was based on available 
scientific evidence and was participatory in its scope with input fiom all relevant partners. 
This workshop would include the input of experts in the field of infant and young child 
feeding from the Region. 

Dr Gezairy emphasized that breastfeeding and complementary feeding could not be 
dissociated ii-om each other, for both processes were closely intertwined and deep rooted in 
the family set-up and environment and traditional beliefs and practices. In the Eastern 
Mediterranean Region, the traditional beliefs and practices were the major foundations on 
which appropriate messages could be developed to help people improve the care and 
feeding of their children. The Eastern Mediterranean Regional Office had good exp rience 
in working closely with religious leaders in several areas of health promofik and 
protection. Such cooperation in the area of infant and young child feeding, advised Dr 
Gezairy, would be highly beneficial to achieve the main objectives of the workshop. 

In concluding, Dr Gezairy said that the objectives of the workshop were to review 
the present status of infant and young child feeding in countries of the Eastern 
Mediten-mean Region in relation to the global strategy for infant and young child feeding, 
and to develop an outline of country plan of action for promoting the implementation of the 
global strategy for infant and young child feeding at the national level in Member States. 
He was, therefore, looking forward to seeing a set of appropriate guidelines for improving 
infant and young child feeding practices in the Member States as an outcome of the 
workshop. 

In a message to the meeting, H.E. Dr Mohamed Chiekh Biadillah, Minister of Health, 
Morocco, welcomed the participants and stated that the Ministry of Health was aware of 
the vital importance to health of a balanced diet, specifically for infant, young children and 
pregnant and breastfeeding women. Despite the fact that breastfeeding was globally 
widespread in the countries of the Region, thousands of infants died each year because they 
were breastfed only partially or not at all and were therefore exposed to diarrhoea1 diseases, 
acute respiratory infections and under-nutrition. 

Studies conducted by the Ministry of Health had shown that although most mothers 
in Morocco fed their children breast milk right after delivery, only a quarter of them would 
continue the exclusive breastfeeding of their infants beyond the first six months of life, and 
an even lesser number would continue breastfeeding until the first year. 

While the malnutrition rate in children had declined over the years, micronutrient 
deficiencies such as that of iodine, iron and vitamin A were considered major public health 
problems based on the studies conducted by the Ministry of Health during the 1990s. Some 
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of the salient findings from these studies were that 22% of children between 6 and 12 years 
suffered from iodine deficiency; 45% of the pregnant women, 35% of children between 6 
and 59 months and 31% of women of childbearing age suffered from iron deficiency 
anaemia; and 41% of children under five years of age suffered from vitamin A deficiency. 

In view of the serious consequences on the population's health posed by these 
deficiencies, nutrition technicians had been continuously trained since 1970. During the 
1980s, a national programme for the control of malnutrition had been launched with the 
objective of screening children under five years of age for malnutrition and ensuring their 
nutritional improvement. Pregnant women were also provided with iron supplementation. 
The Ministry of Health had fbrther strengthened this support through intense nutrition 
education and nutrition supplementation of target population. 

In 1997, said the Minister, 'La stratkgie de Prise en Charge IntCgrCe des Maladies de 
1'Enfant7 had been introduced in Morocco with the collaboration of WHO, UNICEF and 
USAID. The main advantage of this strategy was to provide comprehensive curative and 
preventive care to the child, including nutrition. The Ministry of Health had also committed 
itself to the control and prevention of micronutrient deficiencies through the provision of 
supplementation to the vulnerable population, nutrition education, fortifying stale foods and 
reinforcing relevant public health services. 

The objectives and mechanics of the meeting were described by Dr Kunal Bagchi, 
Regional Adviser, Nutrition, WHOEMRO. Dr Abdulwahab Zerari (Morocco) was elected 
Chairperson. Dr Shakila Zaman (Pakistan) and Ms Deena Alasfoor (Oman) were elected as 
Rapporteurs. The meeting agenda, programme and list of participants are attached as 
Annexes 1,2 and 3, respectively. Results of the group work sessions are included as Annex 
4. 

2. TECHNICAL PRESENTATIONS 

2.1 A regional overview, progress, lessons learned and future directions 
Dr Suzanne Farhoud, Regional Adviser, Child and Adolescent Health, WWO/EMRO 

The Eastern Mediterranean Region covers 23 countries, with a total population of 455 
million; 15% of the total population is children under five years of age (68 million). The 
under-five mortality rate is 9711000, and the infant mortality rate is 71/1000. According to 
regional estimates on children under five, 17.3 million (25.5%) are underweight, 23.9 
million (35.2%) are stunted and 5.2 million (7.7%) are wasted. In addition, obesity is 
becoming an increasing problem in the Region. There is also a high prevalence of iron 
deficiency anaemia and sub-clinical vitamin A deficiency. 

Since child health is one of the top priorities of the Eastern Mediterranean Regional 
Office (EMRO), resolution EMYRC47R.10 in 2001 recommended exclusive breastfeeding 
for 6 months (before the global). The Regional Office has adopted integrated management 
of child health (IMCI) as the main strategy to address under-five child health. 



The approaches adopted by EMRO to address child health in general, including child 
feeding as the core of child health, mc!zde resclxcz mobilization, technical assistance to 
countries (meetings, country visits aid hai!r?g), capacity building iil regional and national 
!evel, multisectoral partnership (rxludi:::: ccrrxnur~ity partnership), advocacy and 
awareness raising, development of plans of ac:ion wirh indicators and targets, development 
of monitoring and evaluation tools, conducring monitoring and evaluation activities, and 
collaboration with tcc,hnical centresiagcncics in arcas rclatcd to infant and young child 
nutrition. 

Child feeding issues are integrated into the package of IMCI, namely: assessment of 
child nutritional status and the presence of anaemia and management of those cases; 
monitoring of child growth; assessment of child feeding; feeding recommendations for 
children 0-5 years of age; counselling on breastfeeding and complen~entary feeding; in 
addition to checking the status of micronutrient supplementation according to country 
policies. Those issues are included in the IMCI training package of primary health care 
providers where those services are delivered to children attending PHC facilities and they 
are also introduced into the teaching curriculum of medical and paramedical schools under 
the context of IMCI preservice training through the IMCI community component, special 
emphasis is given to child feeding particularly BF promotion and complementary feeding. 

Challenges that need to be addressed and managed are lack of regionalhational 
policies specific for chlld healthlfeeding, having reliable information for planning, 
dependence on behavioural change, difficulty in multisectoral partnership, requirement of 
more support in collaborating technical centres and sustainability (resources, identification 
of different approaches, capacity building, in-service approach). 

EMRO's vision for the future is to work together with the Member States towards 
achieving the Millennium Development Goals (MDG), of eradicating extreme poverty and 
hunger, and reducing child mortality, and also working with countries to achieve the 
recommendations of United Nations General Assembly Special Session meeting, May 
2002. The meeting endorsed the MDG and set intermelate targets for 2000-2010, which 
are elimination of iodine and vitamin A deficiency, reducing by one-third the prevalence of 
anaemia including iron deficiency, and reduction in infant and under-five mortality rates by 
at least one-third. 

2.2 Global research and development projects in infant and young child feeding 
Dr Jose Marfines, Technical Oficer, Department of Child and Adolescent Health, 
rnO/HQ 

The question of how research can help us to improve infant and young child feeding 
can be answered in several ways: by assessing the situation, risks and protective factors; by 
developing new guidelines and interventions; by defining local interventions (formative 
research); and by refining implementation (operations research). 

A number of reviews on assessing the situation, risks and protective factors 
concerning several subjects have been developed in recent years. These include 
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community-based interventions for infant feeding, improving complementary feeding, 
interventions for iron deficiency anaemia and feeding of low-birth-weight infants. 

Similarly, descriptive studies for assessing the situation, risks and protective factors 
have also been undertaken. These include a growth reference study, and studies of the 
protective effects of breastfeeding and risks of transmission of human immunodeficiency 
virus (HIV) by mode of feeding. 

WHO has also developed new guidelines and interventions on zinc supplementation 
and morbidity/mortality, vitamin A and early immunization, early initiation of exclusive 
breastfeeding, facility promotion of improved infant feeding, counselling training, and 
community-based promotion of improved infant feeding. 

Two clinical trials on the preventive effects of daily zinc supplementation on 
diarrhoea prevalence and on pneumonia incidence, experience with IMCI counselling on 
the weight gain of children in Brazil, studies promoting exclusive breastfeeding for 6 
months, and the impact of complementary foods on energy intakes of infants P-11 months 
old in India, were explained. 

In the field of operations research, three key issues have to be addressed: improving 
feeding counselling in health facilities, expanding small-scale programmes and increasing 
successes in the implementation of the International Code for the Marketing of Infant Milk 
substitutes. 

Several tools and steps are required for intervention design, implementation and 
evaluation. These are an inventory of tools, a framework for planning and implementation, 
a framework for priority actions for governments (HIVIE), a national assessment tool, a 
formative research protocol (HIVIIF) and indicators for complementary feeding. 

Some examples where these tools for intervention design, implementation and 
evaluation have been used are in complementary feeding counselling, a training course, 
hospital administrators' course, guidelines for breastfeeding peer counselling, revised 
guidelines for policy-makers (HfV/IF), revised guidelines for programme managers and 
supervisors (HIV/lF), counselling cards, protocol and reference guide (HIV/IF). 

The principles guiding the strategic directions and the implementation of 
interventions developed and promoted by WHO are to address inequities and facilitate the 
respect, protection, and fulfilment of the human rights of children and adolescents; to take a 
life course approach, to implement a public health approach and to develop new and strong 
partnerships. 
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2.3 Global strategy on infant and young child feeding: background, highlights and 
progress to date 
Dr Jose Martines, Technical Oficer; Department of Child and Adolescent Health, 
mo/RQ 

A number of factors explain why we need a strategy on infant and young child 
feeding. Among the major causes of death in children under the age of 5 years, malnutrition 
was associated with 54% of all deaths. Malnutrition is one of the most important risk 
factors for disease. Feeding practices have received insufficient attention, especially 
complementary feeding. Improved feeding will prevent malnutrition, promote child growth 
and development, and reduce the risk of severe infections and mortality. 

Obesity, the other end of the spectrum of malnutrition, is another challenge. Breastfed 
babies may have 30% reduced risk of becoming obese children compared with bottle-fed 
children. About 13% of children are overweight or obese, more than double the number two 
decades ago. This has caused a dramatic increase in diabetes and other diseases, and added 
millions of dollars to health care costs. 

The past 20 years have seen limited improvements in feeding practices. The 
breastfeeding rate has improved in a few countries but is still dropping or stagnant in 
others. Only a small proportion of the world's infants are exclusively breastfed at 4 months 
of age, and complementary feeding practices are far fiom ideal, often beginning too soon or 
too late. The Baby-Friendly Hospital Initiative (BFHI) has slowed down with some 
'slippage', the International Code is not fully implemented in many countries, and only a 
few countries have legislation for adequate maternity protection. 

The rate of exclusive breastfeeding was given as 24% in the African Region; 42% in 
the Eastern Mediterranean Region; 46% in the Southeast Asian Region; 33% in the Region 
of the Americas; 34% in the Western Pacific Region and 23% in the European Region, with 
a global average of 24%. 

From 12 baby-friendly hospitals in 1992, around 16 000 hospitals had been 
designated as baby-fiiendly by mid 2000. Sixty-five per cent of countries of the Eastern 
Mediterranean Region now have national breastfeeding committees and 71% also have 
national breastfeeding counsellors. 

The reasons for sub-optimal feeding practices may be grouped as lack of political will 
and commitment; insufficient awareness and demand for accurate information; mistaken 
cultural, health and medical beliefs; poor maternity practices; inadequate training of health 
workers and lack of skilled support; non-supportive environments (work and public 
places); and misinformation and marketing of commercially prepared foods. 

In answer to the question of what is new about the global strategy on infant and 
young child feeding, it has an integrated and comprehensive approach built on previous 
achievements, is grounded in the best available science and evidence, and brings all parties 
on board. 
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The aims of the global strategy are to improve the feeding of infants and young 
children through the protection, promotion and support of optimal feeding; by empowering 
all mothers, families and care-givers to make fully informed decisions about feeding; and 
by increasing the commitment of governments, civil society and international organizations 
to promote the health and nutrition of children. 

The objective of the global strategy is to promote appropriate infant and young child 
feeding practices: exclusive breastfeeding for 6 months; safe and appropriate 
complementary feeding fkom 6 months; continued breastfeeding for 2 years or beyond; and 
feeding in exceptionally difficult circumstances, including malnutrition, HN, low birth 
weight and emergencies. 

The operational targets for infant and young child feeding are to: 

ensure that the health and other sectors protect, promote and support exclusive 
breastfeeding and timely, adequate, safe and appropriate complementary feeding with 
continued breastfeeding, including the provision of guidance on feeding in 
exceptionally difficult circumstances; 

ensure that every facility providing maternity services fully practices the ten steps for 
promoting breastfeeding; 

appoint a national coordinator, and establish a multisectoral national committee; 

develop, implement, monitor and evaluate a comprehensive policy on infant and 
young child feeding; 

give effect to the principles and aims of the International Code of Marketing of 
Breast-milk Substitutes; 

enact legislation to protect working women and enforce its implementation. 

In exceptionally difficult circumstances, certain population groups are at a particular 
disadvantage: pre-tern or low-birth-weight infants, malnourished infants, all children 
during major emergencies, families living with HIV, and adolescent mothers. 

An emerging new challenge concerns human immunodeficiency virus and acquired 
immunodeficiency syndrome (HIVfAIDS) cases that are being witnessed in increasing 
numbers. Several fimdamental questions are involved: to breastfeed or not to breastfeed, 
exclusive breastfeeding or mix, duration of breastfeeding, and what type of breast-milk 
substitute should be administered. 

In order to address the needs, it is necessary to create and sustain an environment that 
encourages fiequent breastfeeding for children under two years; ensure uninterrupted 
access to appropriate ingredients and cooking facilities for complementary feeding; control 
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and supervise use of breast-milk substitutes; promote essential care-giving; and search 
actively for malnourished children. 

2.4 Baby-Friendly Hospital Initiative (BFRZ) in the Middle East and North Africa 
Region 
Dr W s a y  Al Naiii, Regional Health and Nutrition Oficer: UNICEF 

The Baby-Friendly Hospital Initiative (BFHI) was launched in 1991. It is an effort by 
UNICEF and WHO to ensure that all maternity facilities and hospitals become centres of 
breastfeeding support. There are ten specific steps to support successful breastfeeding; a 
maternity facility can be designated as a "baby-fiiendly hospital" when it implements the 
steps and does not accept free or low-cost breast-milk substitutes. The process is currently 
controlled by national breastfeeding authorities, using global criteria that can be applied to 
maternity care in every country. 

Countries that have not implemented BFHI are Algeria, Djibouti, Libyan Arab 
Jamahiriya, Qatar and Yemen (Table I). The BFHI has been recognized by most ministries 
of health as an important strategy to promote the health of the child and the mother. Since 
the establishment of the initiative in the early 1990s, many hospitals have shown regression 
in the implementation of the ten steps. In recent years, the BFHI has been experiencing a 
revival in many countries and is expanding in its implementation. 

Table 1. BFHI country profiles 
Country BFHI Initiation Evaluation 

Bahrain 6 - - 
Egypt 231 1992 1995-1999 
Iran, Islamic 489 1992 Continuously evaluated using self- 
Republic of evaluation protocol 

Iraq 3 1 
Jordan 4 

Kuwait 2 

Lebanon 21 

Morocco 16 1993 2002 

Occupied 2 
Palestine 
Territories 

Oman 117 1992 1998 

Saudi Arabia 8 - - 
Sudan 2 (except the ten 1992 

steps) 
1995; all need reassessment ' 

Syrian Arab 29 
Republic 

Tunisia 141 1992 1996 

United Arab 12 - 
Emirates 
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2.5 Infant and young child feeding in humanitarian crises: some technicai 
considerations 
Dr Kunal Bagchi, Regional Advise< Nutn'tion, WO/EMRO 

In the global strategy for infant and young child feeding, a number of issues are 
indicated in the section on feeding infants and young children in exceptionally difficult 
circumstances. Infants and young children are among the most vulnerable victims of 
natural or human-induced emergencies/huma.nitarian crises. Interrupted breastfeeding and 
inappropriate complementary feeding heighten the risk of malnutrition, illness and 
mortality. Uncontrolled distribution of breast-milk substitutes (for example in refugee camp 
settings) can lead to early and unnecessary cessation of breastfeeding. 

For the vast majority of infants, emphasis should be on protecting, promoting and 
supporting breastfeeding and ensuring adequate complementary feeding. For the small 
number of infants who have to be fed on breast-milk substitutes, such substitutes should be 
procured and distributed as part of the regular inventory of foods and medicines. 

Experience has shown that infant and child morbidity and mortality rates often 
dramatically increase during emergencies. Malnutrition during the early years of life has a 
negative impact on cognitive and motor-skills and physical, social and emotional 
development. As part of estimating food and nutrition needs, specific interventions should 
be routinely included in any relief response to protect and optimal infant and child 
feeding practices. Interventions should be sustained throughout the period of response. 

An emergency situation may be divided into two phases. Phase 1 comprises the 
outset and initial stages of the emergency, where 2100 kcal is adopted as the reference 
figure and adequate food ration is ensured to address the protein, fat and micronutrient 
requirements of the population. Phase 2 is reached when the situation has stabilized. During 
this phase, periodic assessment to revise and adjust the reference figure based on additional 
information concerning all the factors affecting energy requirements specific to the 
situation is carried out, together with planning for longer term phase-outfphase-down 
strategies. 

Guiding principles for feeding infants (0-6 months) during emergencies are: all 
infants, including those born into populations affected by emergencies, should normally be 
exclusively breastfed for the first 6 months of life; every effort should be met to identify 
ways to breastfeed infants whose mothers are absent or incapacitated; every effort should 
be made to create and sustain an environment that encourages exclusive breastfeeding for 
the first 6 months, and continued fiequent breastfeeding thereafter for up to 2 years. 
Additionally, the quantity, distribution and use of breast-milk substitute, e.g. infant formula, 
at emergency sites should be strictly controlled. Feeding infant formula to a minority of 
children should in no way interfere with protecting and promoting breastfeeding for the 
majority. 

Practical steps to ensure appropriate infant and young child feeding in emergencies 
are: ensuring that action is based on an adequate understanding of the factors affecting 
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infant feeding practices in the specific situation; creating a mechanism for coordinating and 
monitoring infant feeding activities; eliminating practices that undermine breastfeeding; 
recognizing the special needs of women feeding infants; minimizing the dangers in feeding 
to infants and their families; and increasing the awareness and knowledge about the 
benefits of breastfeeding among all stakeholders in the emergency situation. One should 
keep in mind that an infant's nutritional needs will be met during the first 6 months of life 
with an average daily ration of approximately 110 g or 3.3 kg per month of a bona fide 
infant formula. 

The period from age 6 to 24 months is the most critical period for a young child 
because of rapid growth and increasing reliance on complementary food. During the 
complementary feeding period, older infants and young children require foods that are 
easily digestible. Complementary foods should provide adequate amounts of fats and oils; 
30?4&-40% of energy should come from fats/oils and at least 12% should come fiom protein 
(Table 2). 

Table 2. Options for addressing the nutritional needs of older infants and young children 
Source of food - - Examples of foods Remarks 
Basic food aid commodities Cereals, pulses, oil and sugar r Combinations of cereals and 
from general ration with combined with a variety of pulses with added oil and sugar, 
supplements of inexpensive vegetables and fruit (cereals and suitable for complementary 
locally available foods pulses must be prepared using foods 

ground or milled forms) Recipes can be developed using 
local foods with input fiom 
nutrition andlor health expertise 

Traditional complementary 
feeding practices must be 
observed and understood 

Blended food (as part of Corn-soya blend (CSB), wheat- Blended foods processed by 
general rationhlanket or soya blend (WSB); Varieties of roasting or extrusion to improve 
supplementary) locally blended foods digestibility 

Usually additional oil required 
in preparation; DSM can be 
added as an additional protein 
source and for palatability 

For growth and development, 
blended foods are usually 
fortified with iron and zinc and 
other micronutrients 

Additional foods in Fruit, vegetables, fish, egg or Valuable source of vitamins and 
supplementary feeding other suitable locally available minerals 
programmes foods 
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3. COUNTRY PRESENTATIONS 

3.1 Bahrain 
Ms Manal Al-Sairaf 

There are 15 health institutions in Bahrain that provide routine and specialized 
curative and preventive care to infants and young children, as well as the general 
population. Considerable progress has been achieved in improving the health and nutrition 
status of infant and young children. The infant mortality rate and the under-five mortality 
rate now stand at 8.4 and 12.1, respectively. With regard to malnutrition, 9.7% of children 
under five years of age are stunted, 5.3% are wasted and 8.7% undernourished. 

The leading causes of morbidity in 2000 were 20.2% respiratory problems, 17.7% 
infectious causes, 12.4% neurological causes and 16.7% haematological, among all 
paediatric hospital admissions. The leading causes of mortality among children under five 
are neurological 22.6%, cardiac 22.6%, respiratory 9.7%, congenital anomaly 19.4% and 
cancer 9.7%, based on information available for 2000. Micronutrient deficiencies are still 
encountered in the country; in 1997, 26.7% of children under five were identified to be 
suffering from iron deficiency anaemia. 

A number of intervention activities are in place. Nutrition education is provided to all 
mothers about breastfeeding and weaning practices, and mandatory haemoglobin 
estimation is carried out on all women at 9 months of pregnancy. A national breastfeeding 
committee was created in 1992 to study and promote the practice of breastfeeding at the 
national level in health facilities and communities. All hospitals in Bahrain have been 
accredited by UNICEF to be baby-friendly since 1993. An "Amiri" decree has existed since 
1995 for control on the use, marketing and promotion of breast-milk substitutes. For the 
mass control and prevention of iron deficiency anaemia, Bahrain instituted fortification of 
all flour with iron and folic acid in 2001. 

3.2 Egypt 
Dr Said Madkour 

Between the years 1982 and 2002 the rate of infant mortality fell drastically. 
Proportional distribution of under-five mortality is 36% post-neonatal, 30% first week of 
age, 14% 2-4 weeks of age, and 20% 1-4 years of age. Among major causes of child 
mortality are pneumonia, 28.9% in infants and under-five children, and diarrhoea, 14.4% in 
infants and 13.9% in under-five children. Main morbidity symptoms according to 
caretakers are cough and fever, at 57.5% and 46.3%, respectively. Other common morbidity 
symptoms are diarrhoea, eye infection, sore throat, weight loss and pallor. 

Nutritional status among children improved between the years 1995 and 2000. 
Stunting rates fell &om 29.8% in 1995 to 18.7% in 2000. Wasting rates decreased from 
4.6% to 2.5%, and underweight also went down from 12.4% to 4.0%. The rate of anaemia 
was 38%, dropping to 29.9% in 2000. 
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There were slight changes in breastfeeding practices in Egypt between 1995 and 
2000. Percentages of children breastfed, exclusive breastfeeding 0-3 months, duration of 
breastfeeding and exclusive breastfeeding were about the same, but the initiation of 
breastfeeding within the first hour after birth improved from 41.2% to 57%; and the 
initiation of breastfeeding within the first day increased from 24% to 27.5%. As for 
complementary feeding practices, 35% of infants received food in addition to breast milk at 
age 4-5 months. 

Child policies already followed include an active role in the Global Conference on 
Child Rights in 1986; the establishment of the National Council for Childhood and 
Motherhood in 1987, and two presidential declarations on Egyptian Child Care and 
Protection. 

Egypt's child health policies affirm that childhood issues are central to all future plans 
and prospects of development. accessible, free of charge and efficient quality health care; 
place special emphasis on sectors in greater need; and emphasize preventive aspects for 
continued reduction of prevalence of endemic and infectious diseases. 

Child health strategies in Egypt comprise covering children by a health insurance 
scheme; ensuring accessibility of child care services in remote areas and for children in 
greater need; implementing IMCI strategy within a family medicine integrated package; 
compliance to quality standards for child health care; promoting continuity of child care 
through use of "Child Health Card"; expanding child health care package to promote child 
health; and protection against accidental and environmental hazards. 

Child health targets by 2010 are to reduce under-five death rate to 26/1000 live births, 
infant mortality rate to 2011000 live births, neonatal mortality rate to 811000 live births, 
first-week mortality rate to 4/1000 live births, low birth weight to 8.5%, low weight to 3%, 
stunting to 6%, maternal death rate to 50/100 000 live births, and anaemia among pregnant 
women and under-five children to 15%. Further targets are to eliminate polio, neonatal 
tetanus and complications of vitamin A deficiency, and to maintain immunization coverage 
over 90%. Strategic interventions to improve child nutritional status include the following. 

Early detection of nutritional deficiencies by capacity building of health professionals 
through in-service training, medical and nursing pre-service training; improving the 
health system at health facilities and upgrading child care programmes; community 
education to promote early care-seeking practices. 

Feeding interventions through improvement of health professionals' practices 
regarding counselling, advising and follow-up, and community education to improve 
child-feeding practices of caretakers. 

Micronutrient interventions by providing micronutrient supplementation: vitamin A, 
iron and folic acid, child foods fortified with iron and/or vitamin A in market, salt 
iodization, education through health professionals, mass media and community 
activities. 
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Support elements including operational research conducted in infant feeding 
practices; exclusive breastfeeding and water requirements, working mothers and 
infant feeding. 

A number of challenges are apparent, such as the expense and labour involved in 
conducting critical analysis research of interventions to identify gaps; negative effects of 
increasing economic pressures on nutritional status; the lengthy time-frame required for 
behavioural changes and community interventions; and the implications of health systems 
reform fee policy on child care. 

3.3 Morocco 
Dr Abdulwahab Zerari 

The total population of Morocco is 27 million, with 53.2% urban and 46.8% rural. 
Children under the age of five years comprise 11.2% of the population. The annual 
population growth rate is 1.71%. Between 1979 and 1997, neonatal, infant and under-five 
mortality rates have all declined. Data fiom 1999 indicate that 50% of chldren under five 
died fiom infections, 2% from malnutrition, 37% fiom perinatal causes, 3% from 
malformation, 1% in accidents and 6% from indeterminate causes. Data from 1999 also 
showed that 3.9% of the children under five were wasted, while 24.1% were stunted; 
prevalence of underweight was 8.9%. In all categories, prevalence was higher in rural 
areas. 

Exclusive breastfeeding up to 6 months of age declined fiorn 62% Lo 47% between 
1992 and 1997. The reasons for discontinuation of exclusive breastfeeding are insufficient 
milk secretion (29%); infant refusal to suck (14%); maternal illness (19%); and new 
pregnancy (8%). 

Among the micronutrient deficiencies, iron deficiency anaemia predominated; 45% 
of pregnant women, 30% of women of childbearing age, 35% of children under five, and 
10% of adult men suffered fiom various grades of iron deficiency anaemia. Moderate 
vitamin A deficiency has been reported in 41% of children under six years. Iodine 
deficiency disorders have been reported in 22% of school age children. 

The general objective of the national plan of action is to contribute to the reduction of 
child morbidity and mortality by improving infant and child feeding practices to ensure 
good somatic and psychomotor development for children. The child health strategy focuses 
on the adoption and extension of the IMCI approach with its three components, growth 
screening, breastfeeding promotion and micronutrient deficiency control. 

The promotion of breastfeeding comprises training of health workers, production of 
information, education and communication aids, implementation of BFHI in 40 hospitals, 
informing health workers of the code for breast-milk substitutes, extension of maternity 
leave for working mothers from 70 to 90 days (plus 1 hour per day off for breastfeeding), 
and celebration of international breastfeeding week. 
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Micronutrient deficiency control consists of a comprehensive and integral strategy: 
supplementation, nutritional education, public health interventions and food fortification. 

Nutrition education emphasized exclusive breastfeeding until 6 months; consumption 
of natural micronutrient-rich food items; sensitizing the population to fortified food; and 
promoting appropriate feeding practices. Food fortification included iodized salt, flour 
fortified with iron, folic acid and B vitamins, oil, butter and milk fortified with vitamins D 
and A. 

The general public health interventions for Morocco include immunization, adoption 
of IMCI, breastfeeding promotion, health coverage improvement, hygiene promotion, 
control of infectious diseases and family planning. 

Several sectors within and outside the government are involved in delivering services 
for infant and young child health, including the ministries of health, agriculture and 
industry, academic establishments and, in the private sector, millers, iodized salt producers 
and oil producers. 

Some of the constraints are economic, including lack of human and financial 
resources for the extension of IMCI, low purchasing power, lack of employment. Others 
include drought and insufficient regulation and legslative support to promote infant and 
young child nutrition. 

3.4 Oman 
Ms Deena Alasfoor 

Considerable progress has been achieved in improving the health and nutrition of 
infants and children in Oman. The infant mortality rate has declined from 12011000 live 
births in 1970 to less than 20/1000 live births in 2000. However, malnutrition among 
children under five years of age continues to persist; the current estimated prevalence of 
underweight is around 18%. Available information on breastfeeding indicates that the rate 
of early initiation of breastfeeding is about 94%; the rate of exclusive breastfeeding in the 
first 4 months is about 26% and the rate of exclusive and predominant breastfeeding in the 
first 6 months is around 67%. 

The national infant feeding policy in Oman comprises the breastfeeding policy which 
was revised in 2001 to be for a period of 6 months; the complementary feeding policy 
which was approved in early 2001; the Code of Marketing of Breast-Milk Substitutes 
enacted in 1997 and the Integrated Management Approach to malnutrition and IMCI; 
fortification of iron and iodine; and supplementation of vitamin A to children at 6 days and 
9 months, and mothers at 14 days postpartum. 

The complementary feeding policy comprises a written policy that is displayed and 
also used to train health workers. The policy emphasizes that exclusive breastfeeding 
should be continued with the timely introduction of complementary feeding. The policy 
further states that breastfeeding should be continued on demand, including at night, into the 
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second year. Mothers are also encouraged to increase frequency of breastfeeding and to 
develop good hygiene practices. 

3.5 Pakistan 
Dr Abdul Majeed Chutto 

The population of Pakistan is 140 million, of which 20 million are children under the 
age of five years, and the population growth rate is 2.1. The under-five mortality rate is 
110/1000 live births, infant mortality rate 85/1000 live births, neonatal mortality rate 
5611000 live births and maternal mortality rate 40110 000 live births. Figures for the 
distribution of 0.67 million deaths among children under five reveal that 51% are due to 
malnutrition, 20% to diarrhoea, 25% to pneumonia and 12% to tetanus. 

Statistics on human development and health status give per capita income as 
US$430, adult literacy rate 56%, female literacy rate 33%, access to a health facility 81%, 
access to clean water 62%, sanitation 42%, immunization coverage 75%, polio eradication 
status 74%, populationldoctor ratio 115000, populatiodnurse ratio 1/10 000, expenditure on 
health 1% of GNP and expenditure on education 2% of GNP. 

Assessment of the current under-nutrition situation in children under five shows low- 
birth-weight babies 25%, severe malnutrition 11%, mildfmoderate malnutrition 40%, 
anaemia in children 50%, anaemia in pregnant women 70%, started breastfeeding 92% and 
exclusive breastfeeding for 6 months 25%. 

The components of the child survival programme (1990-2000) were the Expanded 
Programme on Immunization (EPI), control of diarrhoea1 diseases (CDD) and acute 
respiratory infection control (ARI), lactation management programmes, baby-friendly 
hospitals, national nutrition programme, ordinance passed by the government on 
strengthening breastfeeding practices and young infant nutrition, addition of iodized salt 
and vitamin A in the health programme. 

Existing activities for infant and young child feeding are conducted according to 
IMCI, which was launched in 1998, with full adoption and planning achieved by 2000. 

t Courses were conducted in four provinces in 2000. The national parliament passed a bill in 
2003 to strengthen breastfeeding practices. 

Results achieved so far include decreases in population growth rate, under-five 
mortality, maternal mortality and diarrhoea cases; however, neonatal mortality remains a 
major problem. 

Proposed plans and activities for strengthening infant and young child feeding in 
relation to the global strategy include expansion of the IMCI programme; training of 
doctors, paramedics and nurses in 2003-2004; expansion of nutritional support programme, 
lactation management and clinical nutrition courses in health facilities. 
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3.6 Sudan 
Dr Siham Bella 

The infant mortality rate in Sudan is 6811000 live births, neonatal mortality rate is 
3011000 live births and under-five mortality rate 10511000 live births. 76% of deaths are 
caused by five diseases: malnutrition, measles, acute respiratory tract infection, diarrhoea1 
diseases and malaria. Outpatient case load for under-five children is 75% (1998), 
malnutrition rate is 18.3%, with severe form at 7.2%, night blindness is approaching 4.8%, 
diarrhoea1 disease prevalence is 24.9%, and acute respiratory tract infection prevalence 
16.7 % (2000). 

Breastfeeding is universal in Sudan at 98%; 68% of postpartum mothers initiated 
breastfeeding before the completion of the first hour after delivery. Eighteen per cent of 
children were ever fed by bottle with a nipple. Less than 20% receive pure breast milk at 
less than 4 months; 41% receive breast milk and plain water; 39% receive other 
supplements along with breast milk. Median duration for any breastfeeding is 22 months; 
exclusive breastfeeding is 2 months and exclusive breastfeeding with plain water is 5 
months. Eighty-eight per cent of mothers initiated complementary feeding at 6-9 months 
and 52% of children are weaned abruptly. 

The IMCI strategy addresses the five major diseases that cause 76% of deaths among 
children under five years. The key components are assessment of feeding for the child (low 
weight for age andlor having anaemia); breastfeeding counselling for mothers having a 
child with feeding problems; and counselling mothers at the community level. 

Breastfeeding strategies adopted in Sudan are: capacity building through SCM 
courses, training of trainers courses for 15 states on nine key family practices, and courses 
on breast-feeding counselling for SABA members; Baby-Friendly Hospital Initiative 
(BFHI) that began in 1992; 30 hospitals have been assessed and certified as baby-friendly; 
Child Friendly Communities htiative (CFCI) in which the Government of Sudan and 
UNICEF adopted strategic plan 2002-2006 (CFCI/vulnerable communities in 12 focus 
states, and partnership with SABA, nine mother support groups); the national Code for 
Marketing of Breast-milk Substitutes. In addition, there are national annual celebrations of 
breastfeeding, partnership with national and international local nongovernmental 
organizations, strengthening of complementary feeding, and breastfeeding during 
emergency and H N .  

The main highlights of the breastfeeding programme in Sudan are capacity building 
for national and state nutrition units on breastfeeding, strengthening monitoring and 
supervision of the strategies, working at community level within primary health care, 
complementary feeding (local food and training), strong coordination with 
nongovernmental organizations, and research. In Sudan exclusive breastfeeding for 6 
months, timely appropriate complementary feeding, and continuation of breastfeeding for 
two years or beyond will lead to good nutrition status and a healthy child. 
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3.7 Syrian Arab Republic 
Dr Mohammed Bozo 

Exclusive breastfeeding in the Syrian Arab Republic is at 75%, breastfeeding with 
meals 11.8%, breastfeeding in addition to formula 7.8%, and exclusive formula 2.5%. The 
rate of liquid introduction in infants younger than 2 months old is 33.3%, and 30% in 
infants 4-5 months old. Breastfeeding rates are among the highest in infants 0-2 months 
old (91.8%), 90% in infants at 2 months, and 89% in infants 3 months old. The duration of 
breastfeeding drops dramatically at the age of 6-1 1 months (57%) and even lower at 12-17 
months (38%). The rate of exclusive breastfeeding correlates negatively with age; only 
50% of infants are breastfed at the age of 5 months, 41% at the age of 6-11 months, and 
22% in infants older than 12 months. 

There is also a correlation between education level and breastfeeding practices among 
mothers. Breastfeeding rates are higher in mothers with primary education (84.3%) than in 
mothers with secondary education (65.2%). Conversely, breastfeeding arrest is higher in 
mothers with higher education than mothers with primary education. Another variable that 
affects breastfeeding rates is maternal work; breastfeeding rates are higher in non-working 
mothers (78%) than in working mothers (65%). The main causes of breastfeeding arrest are 
insufficient breast milk, maternal illness or pregnancy. Limitation include lack of 
introduction of cereal in the weaning programme and lack of training workshops for 
paediatricians. There should also be more work in obtaining growth curves, and holding 
special training for breastfeeding. 

IMCI goals are to increase breastfeeding rates, define the causes of breastfeeding 
arrest, increase solid food introduction after 6 months, especially cereals, and encourage 
home food preparation after 6 months of age. 

3.8 Tunisia 
Dr Mounira Garbouj 

Infant and child health has improved drastically since Tunisia became independent 
and especially during the past ten years. There is a special focus on the direct and indirect 
national programmes that deal with child health and nutrition. Implementation of IMCI as a 
strategy addressing child health at all levels including child feeding showed the positive 
effect of IMCI on improving health providers' skills in child feeding assessment and 
counselling on child feeding. Most objectives of international conferences on child health 
and nutrition were implemented in the past ten years. The total population is 9 779 000 and 
the number of under-five children is 812 000; and the population growth rate is 1.14%. 

The evaluation of mortality rates indicates that there has been a 75% decrease in 
infant mortality over the past 35 years in rural and urban populations; 80% decrease in 
child mortality over the past 30 years; and 6.7% decrease in neonatal (0-7 days) mortality 
over the past 10 years. Causes of infant mortality are premature birth, respiratory 
infections, diarrhoea and congenital abnormalities. The prevalence of anaemia in pre- 
school children is 20.7% among girls and 22.7% among boys. 
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Human development is being targeted in non-specific activities such as political 
engagements in favour of women and children's health, improving life and health 
conditions, planning and implementing health programmes for mother and child, and 
decreasing deaths due to communicable diseases and malnutrition. Specific activities 
include surveillance activities for growth development, promoting breastfeeding, iodizing 
salt and implementing a quality control system on salt iodization; and adoption of BFHI. 

One of the major obstacles is the low education level among mothers. 65% of 
mothers stop breastfeeding due to lack of breast milk or lack of awareness of the benefits of 
breastfeeding. 

The objectives of national activities are to decrease infant and child mortality by one 
third; decrease infant and child morbidity and ensure growth and development; decrease 
iron deficiency and anaemia in children; decrease malnutrition on a national scale; increase 
the number of breastfeeding mothers by one-third; raise public awareness about 
breastfeeding advantages; improve the quality of infant food and nutrition; improve family 
feeding practices and living arrangements. 

4. CONCLUSIONS 

The Eastern MediterraneadMiddle East North Africa region is a young region and 
yet in many countries child health is not receiving the support required from policy- 
makers and national authorities. 

The future development of countries depends on their ability to develop a healthy 
population of children and prevent nutritional and health problems in the adults of the 
future. Healthy feeding practices are essential for healthy growth and development 
and are an integral part of child health. 

Member States have committed themselves to achieving the Millennium 
Development Goals (MDG), which among others aim at reducing the prevalence of 
malnutrition within the context of poverty alleviation and reduction of child mortality. 

Many efforts have been undertaken in countries in the area of child feeding but they 
were not structured under a comprehensive strategy and were without the support of a 
policy. 

While some progress in the area of child feeding has been made in selected countries, 
gaps of various degrees exist. 

Despite the interest in breastfeeding in the Region, indicators show that breastfeeding 
practices remain far below the desirable level. 

For the duration of complementary feeding, infants are at a higher risk of 
malnutrition; however, not enough consideration has been given to the promotion of 
appropriate complementary feeding practices. 
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Micronutrient deficiencies, especially iron deficiency anaemia, remain a major public 
health problem in countries in the Region. 

Experience from the region shows the importance of partnership to ensure success in 
the development and implementation of the IMCI strategy. 

Sufficient and quality data on various elements of child nutrition is lacking in most 
countries. 

RECOMMENDATIONS 

Countries should sustain the achievements made so far in child health, and due 
emphasis should be given to infant and young child feeding as a basic right. 

Countries should formulate comprehensive child feeding policies and strategies as 
part of the national child health policy arid strategy (e.g. IMCI) and these should be 
integrated within the national development plan. 

These national strategies should be seen as one of the means to achieve the child 
health-related Millennium Development Goals and be reflected in the Millennium 
Development Goal country report. 

A comprehensive strategy on infant and young child feeding should include 
components on breastfeeding, complementary feeding and rnicronutrient deficiencies, 
especially iron deficiency anaemia. This should be the beginning of the development 
of dietary guidelines based on the whole life cycle, and take into consideration the 
prevention of emerging nutritional problems, such as obesity and chronic diseases. 

Special attention should be given to early initiation of breastfeeding, exclusive 
breastfeeding for 6 months, timely and adequate introduction of complementary 
feeding and continued breastfeeding for 2 years. 

The area of child feeding should not be seen as the responsibility of the health sector 
alone: multisectoral partnerships should be established and used to develop and 
implement national child feeding strategies, building on existing, successful 
partnerships. 

Advocacy, social mobilization and communication should be used to create an 
environment that supports the implementation of child feeding policies, including 
legislation, political and financial commitment. 

Situation analysis, database development, and regular monitoring and evaluation as 
well as supportive research should be an integral part of planning, advocacy and 
implementation of the strategy. 

The community should be seen as a major partner, actor and beneficiary, and should 
be considered as a cornerstone for the success and the sustainability of optimal child 
feeding practices. 
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10. Child nutrition elements should be included and emphasized in the teaching 
cuniculum of medical, paramedical and basic school education. 

11. WHO/UNICEF recommended indicators and standard assessment tools should be 
used to evaluate children's nutritional status and generate sufficient and adequate data 
on child nuhition elements. 

12. Countries should look into sustainable approaches to child health (including feeding) 
from the early stages, otherwise even successful interventions might falter over time, 
as was the case with the Baby-Friendly Hospital Initiative. 

13. Networking should be established between countries in areas of programme 
implementation in order to provide better exchange of information and experiences. 

14. Another meeting on infant and young child feeding should be held in the future as a 
follow-up to this workshop. 



WHO-EM/NUT/22 1 /E/G 
Page 21 

Annex 1 

AGENDA 

Inaugural session 

Mechanics and objectives of the workshop 

Global and regional overview on infant and young child feeding 
Infant and young child feeding-a regional vision: progress, lessons learnt and future 
direction 
Briefing on the global strategy for infant and young child feeding 
Global research and development projects in infant and young child feeding 
Infant and young child feeding in humanitarian crises: some technical 
considerations 
The Baby-Friendly Hospital htiative: a regional update 

Country presentations: Bahrain, Egypt, Morocco, Oman, Pakistan, Sudan, Syrian 
Arab Republic, Tunisia 

Building intersectoral and community support for infant and young child feeding 

Planning a national strategy for infant and young child feeding: feeding practices 
including breastfeeding and complementary feeding, key components and outline of 
a framework for action 

Country reports, poster viewing and summary 

Conclusions and recommendations 

Closing ceremony 
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Annex 2 

PROGRAMME 

Monday, 28 July 2003 

Tuesday, 29 July 2003 

Registration 
Inaugural session 
Message from Dr Hussein A. Gezairy, WHO Regional 
Director for the Eastern Mediterranean 
Welcome address by H. E. Dr Mohamed Cheikh Biadillah, 
Minister of Health 
Election of the Chairperson and Rapporteur 
Plenary session 
Mechanics and objectives of the workshopDr K. Bagchi 
Infant and young child feeding: a regional vision, progress, 
lessons learnt and fiture direction1 Dr S. Farhoud 
Discussion 
Global strategy for infant and young child feeding: 
background, highlights and progress to dateDr J. Martines 
Discussion 
Global research and development projects in infant and young 
child feedingDr J. Martines 
Discussion 
Infant and young child feeding in humanitarian crises-some 
technical considerationsmr K. Bagchi 

Discussion 
Poster viewing. 
Plenary session 
The Baby-Friendly Hospital Initiative: a regional updatemr 
Qussay Al-Nahi 
Discussion 
Direction on country presentations 
Discussion. 
Administrative issues 

Plenary session: country presentations 
Morocco 
Bahrain 
Pakistan 
Syrian Arab Republic 
Discussion 
Group work 
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Wednesday, 30 July 2003 

Thursday, 31 July 2003 

lnstructions on group work 
Group work: building intersectoral and community support 
for infant and young child feeding: (possible approaches) 
Presentation of group work 
Discussion 

Plenary session: country presentations 

Egypt 
Oman 
Sudan 
Tunisia 
Discussion 
Group work 
Instructions on group work 
Group work: planning a national strategy for infant and young 
child feeding: feeding practices including breastfeeding and 
complementary feeding, key components and outline of a 
framework for action 

Presentation of group work 
Discussion 
Poster summary 
Conclusions and recommendations 
Closing ceremony 
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Annex 3 

LIST OF PARTICIPANTS 

BAHRAIN 
Ms Manal El Sairafi 
Programme Coordinator of Infant Feeding 
Department of Nutrition 
Public Health Directorate 
Ministry of Health 
Manama 
Email: msairafi@,health.gov.bh 

EGYPT 
Dr Said Mahgoub El Sayed Madkour 
Director General 
National lMCI Coordinator 
Ministry of Health and Population 
Cairo 

MOROCCO 
Dr Hamid Chekli 
Head of Infants Health Protection Service 
Population Directorate 
Ministry of Health 
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Email: hchekli@sante.~ov.ma 

Dr Nezha Mouane 
Paediatrics Professor at Rabat Faculty of Medicine 
IMCI Focal Point 
Rabat 
Email: nezhamouane@hotmail.com 

OMAN 
Ms Deena Alasfoor 
Director of Nutrition Department 
Ministry of Health 
Muscat 
Email: omanm~s@,omantel.net.om 
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PAKISTAN 
Dr Abdul Majeed Chutto 
Provincial Coordinator for National Programme 
Health Department 
Sindh 

SUDAN 
Dr Siham Ahmed Balla 
National Nutrition Director 
Federal Ministry of Health 
Khartoum 
Email: sihammusa@yahoo.com 

SYRIAN ARAB REPUBLIC 
Dr Mahmoud Bozo 
President of the Syrian Society of Paediatric Gastroenterology and Nutrition 
Ministry of Health 
Damascus 
Email: 

TUNISIA 
Dr Mounira Garbouj 
Directorate of Primary Health Care 
Ministry of Public Health 
Tunis 

Other Organizations 
UNICEF 
Dr Qussay Al-Nahi 
Regional Health Adviser 
UNICEF Middle East and North Africa Regional Office (MENARO) 
Amman 
Email: salnahi@unicef.org 

Dr Ahmed Laabid 
Health Officer 
UNICEF 
Rabat 
Email: alaabid@,unicef.org 
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World Food Programme (WFP) 
Ms Annemarie Waeschle 
Country Director/Representative 
WFP Regional Bureau for the Mediterranean, Middle East and Central Africa 
Cairo 

Observers 

MOROCCO 
Dr Rjimati El Arbi 
Responsible for the Promotion of the Maternal Breastfeeding Programme 
Rabat 

Dr Fatima Dehbi 
Professor of Paediatrics 
Faculty of Medicine 
Casablanca 
Email: dehbi@casanet.net.ma 

Dr M'Barek Essatara 
Institute Agronomique et Veterinaire Hassan II 
Rabat 
Email: m.essatara@iav.ac.ma 

Dr Aziza Lyaghfouri 
Paediatric Focal Point 
National Integrated Management of Childhood Illnesses (IMCI) 
Directorate of Population 
Rabat 
Email: azizalvaghfouri@hotmail.com 

Dr Mustapha Mahfoudi 
Coordonnateur du Programme National de Lutte contre les Troubles dus aux Carences en 
Micronutriments 
Ministere de la Sante 
Rabat 
Email: mmahfoudi@,yahoo. fr 

Ms Fatima Ait Massoud 
Nutritionist teaching at "IFCS" 
Rabat 
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Dr Amina Saad 
Head of Endocrinology Metabolic Disease 
Ministry of Health 
Rabat 

Ms Najat Sarhani 
Programme Coordinator 
MOST-USAID 
Rabat 

Temporary Advisers 

Dr Amina Loutfi 
Consultant, Infant and Young Child Nutrition 
Cairo 
EGYPT 

Dr Shakila Zaman 
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Lahore 
PAKISTAN 
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MCH Division Director 
Ministry of Health 
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Annex 4 

GROUP WORK 

Instructions for Group work I 

Theme: Building intersectoral and community support for infant and young child feeding: 
possible approaches. 

To develop the following: 

Country experiences with successful partnerships, "ingredients to success and outcomes" 

a Key partners in the area of child feeding 

How to establish future partnerships in this area (possible approaches). 

Presentation of Group I A: Morocco, Syrian Arab Republic, Tunisia 

Types ofpartnership 

Intercountry 

Intracountry (inside the country): governmental, different units of the Ministry of 
Health, other ministries, and universities; civil society, nongovernmental organizations, 
scientific societies, scout organizations; community, private sector and international 
organizations. 

Successful examples 

a Intercountry: South-South partnership (Morocco): experience exchange to improve 
health of the poor countries; bilateral cooperation (conventions between countries). 

Governmental: 

- Zoonosis programme (Tunisia): Ministries of Health, Interior, and Agriculture 

- NutritionaVfood security (Tunisia): Ministry of Health, Nutrition Institute and 
mass media 

- Micronutrient supplementation (Morocco, Syrian Arab Republic and Tunisia) 

- EMOC between universities and Ministry of Health (Morocco and Tunisia). 

a Civil society: 
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Scout organizations (Morocco and Tunisia): convention with Ministry of Health to 
address adolescent health issues, tobacco-flee environment, acquired 
immunodeficiency syndrome. 

- Women's union (Morocco and Tunisia) 

- Partnership with volunteers: Haj Committee (Tunisia) 

- Child Rights Observatory (Morocco) 

- Association of Students (Morocco and Tunisia). 

Community: 

- Basic Development Needs initiative (Morocco) 

- IMCI community component 

- Community health insurance (Morocco) 

- Healthy villages (Syrian Arab Republic) 

- Child-friendly houses (Syrian Arab Republic) 

- Community schools: pupils as partners (Syrian Arab Republic). 

Private sector: 

- Industrial private sector 

- "entreprise citoyenne": supportltaxes. 

Possible key partners for promoting child feeding are: 

- Ministry of Health 

- Ministry of Agriculture 

- Ministry of Youth and Sports 

- Ministry of Commerce 

- Ministry of National Education 

- Ministry of Information and Communication 
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- Ministry of Religious Affairs 

- Related professional societies 

- Civil society 

- International organizations: WHO, UNICEF, USAID, World Bank 

- Local leaders. 

In order to establish future partnership, advocacy, political commitment, public interest 
and mutual interest are needed. These will require clear expectations and clear identification 
of roles and responsibilities of each partner; motivation and valorization of partners; ways of 
communication adapted according to partners; close monitoring and evaluation. Sustainability 
of the project should be taken into account when establishing the partnership. 

Presentation of Group I B: Bahrain, Egypt, Oman, Pakistan and Sudan 

Bahrain 

Intersectoral partnership exists between the Ministry of Health, Ministry of Education 
and Women's Association, possible due to the mutual benefit the ministries enjoy within the 
collaboration. The School Health Committee with members fiom different sectors, such as the 
nutrition dept, dentists and health educators, is led by the Ministry of Health. Partnership was 
created through providing nutrition education on request, either according to the needs 
identified by the schools or the Ministry of Health. 

Considerable partnership exists between the Ministry of Health and Population, 
UNICEF and WHO as well as other ministries, local governments and communities. In the 
area of the expanded programme on immunization, advocacy efforts by WHO and UNICEF 
augmented by a presidential decree, have led to a high level of political support and 
commitment from the governors and other ministries. In the family planning sector, the 
Ministries of Information and Health and Population are involved, assisted by 
nongovernmental organizations and other agencies, and volunteers fiom the community, 
supported by national and international agencies. 

Oman 

There are community support groups as partnerships for BFHI and related health issues. 
Leadership is provided by respected and trusted personnel from the Ministry of Health, who 
fully support BFHI, while international agencies (WHO, UNICEF) support the programme. 
The Ministry of Health and influential people fiom the villages are involved to create a 
community support group consisting of volunteers. A National Committee established by 
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decree is headed by thc undcr-secretary, who oversees the cor~tirluity or the activities of the 
community support groups and the village committees. 

Pakistan 

Partnership with the community operates through the lady health workers (LHW) 
programme covering all the primary health care components. Evidence based on local 
research using various models of health care delivery system has produced a significant 
impact on the health of mothers and children, and invoked interest and commitment on the 
political and governmental level. There is high-level commitment by the government, 
professionals, nongovernmental organizations and the international agencies to providing 
health care to the doorsteps of the people. 

The community is involved in the process of identifying the lady health workers who 
arc local residents, have at least eight yeas of schooling, and receive 18 months training 
initially, followed by repeated training and supervision from the health department. The lady 
health workers through their training and close association with the families are trusted and 
useful members of the community, giving them respect and motivation to work. Both national 
and international agencies are focusing on the usefulness of lady health workers and 
supporting them. Evaluation of the lady health workers has favoured the expansion of the 
programme, including the training of additional lady health workers. 

Sudan 

Intrasectoral collaboration within primary health care is coordinated by the primary 
health care director, WHO, UNICEF, the Ministry of Health, Paediatric Society, Sudanese 
Women Society and other interested agencies. Breastfeeding promotion is carried out with the 
involvement of WHO, UNICEF, the Ministry of Health, National Paediatric Society and local 
nongovernmental organizations. 

The group identified the following key partners: politicians, teaching institutions, local 
leaders, professionals, scientists, Ministries of Health, Education, Industry and Information, 
religious leaders, agriculture, women's organizations, women and children councils, social 
welfare sector, research councils, nongovernmental organizations, private sector and 
international agencies. 

The group suggested the following approaches: 

appreciative inquiry, i.e. using the systems which are working well and expanding on 
them 

interpersonal communications 

advocacy, i-e. evidence based on scientific knowledge presented through effective 
communication skills 
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generating demand fiom the community 

r potential roles that the partners can play according to mutual benefit 

enhancing educational potential and providing skills to apply to the nutritional aspects 
of health in schools, medical institutions. 

Instructions for Group work I1 

Theme: Framework for action on infant and young child feeding. 

Develop the following: 

r What are the key aspects (framework) for promoting infant and young child feeding in a 
country? 

r What are the actions required and approaches to consider for planning within this 
framework? 

Presentation of Group I1 A: Morocco, Syrian Arab Republic, Tunisia. 

Identification of general objective: to improve infant and young child nutrition. 

r Situation analysis: epidemiology, organization, sociocultural, behavioural and financial. 
Prioritization: identify the possible partners and involve the partners from the outset in 
all the steps; based on the analysis of a conceptual framework-it should be quantitative 
and qualitative; should collect information and analyse the existing interventions; 
identify strengths and weaknesses and possible resources (financial and human). 

r Prioritization: based on the results of the situation analysis; common priorities for the 
region identified by the group-breastfeeding, complementary feeding, iron deficiency. 

Identification of specific objectives-specific to countries. 

r Identification of major areas of work: legislation and set norms and standards (quality 
criteria); capacity building; community based actions; advocacy; research; social 
mobilization; continuous monitoring and evaluation; private1 public sectors; well- 
established targets and indicators; identification of responsibilities for the different 
actions; buildJimprove on existing interventions. 

r Formulation and adoption of national policy-the policy should be part of the child 
health policy of the country (we are not creating a new vertical programme) and 
integrated into the national developmental plan, reflecting the importance of child 
nutrition for national development and key intervention areas. 
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Development of strategy and national plan of action-institutionalized with well- 
developed monitoring and evaluation tools; results should be shared with all concerned 
partners. 

Presentation of Group I1 B: Bahrain, Egypt, Oman, Pakistan and Sudan 

The key aspects (flamework) for promoting infant and young child feeding in a country 
comprise advocacy; country situation with regard to infant and young child feeding; 
intervention studies; evidence; commitment; policy development; creating enabling 
environment; partnershiplcreation of alliance; mobilization of available resources; 
development of guidelines; capacity building-training, logistics, research; development of 
monitoring and evaluation tools; continued research. 

Development of a national strategy comprises the following: 

formation of a steering committee / leadership 1 support for preparing a scientific 
document/guidelines for the advocacy, based on a comprehensive, integrated approach 
and addressing local needs; 

a task force at the highest level where the details are well-defined by the authorities with 
some personal and professional acumen. 

appropriate terms of reference, time-fiame and resource groups with which the task 
force is going to work. 

Capacity building includes the development of training materials and in-service 
training; case assessment Cjob description, level of trainees); counselling; communication and 
negotiation skills; advocacy. 


