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Health care problems of the young child in a
developing ecological context J. K. HARFOUCHE'

The health needs ofyoung children in developing countries are largely unknown
because of the lack ofhealth statistics concerning both children and women of child-
bearing age. The health of the mother is intimately related to that of the child, since
low birth weight caused by intrauterine growth retardation (small-for-dates as
distinct from preterm delivery) is thought to be of significance for the health and
development of the child at least until 11 years ofage. Although the mothers in rural
areas of developing countries may suffer because of poor nutrition, excessive
pregnancies at short intervals, prolonged lactation, and heavy work in the fields,
those in the peri-urban sector are often worse off because, being in nuclearfamilies,
they lack supportfrom other women duringpregnancy and childbirth. In some rural
areas in developing countries as many as one-half of all deaths occur in infants and
children below the age of S years, and it has been calculated that 97% of all deaths
below the age of S years take place in developing countries. Birth weight is the most
important single indicator of intrauterine development and should be recorded on
the birth certificate of every neonate. Low birth weight is of public health
significance because it is associated with a high rate of perinatal mortality,
morbidity, and subclinical damage (physical and mental) and because it tends to
give rise to a pool of children with malnutrition who are likely to be of small adult
stature, thus perpetuating the problem. While perinatal mortality reflects mainly the
impact of the intrauterine environment, in infants and young children the risk of
dying is very closely related to the socioeconomic conditions under which they live.

The young child is vulnerable to the stresses associated with modifications in the
social-cultural environment, and in particular to those related to the changes in
family structure that are occurring in many parts of the world. In many societies
women are taking a more active part in political, economic, and social life and this
trend inevitably affects child-rearing practices and the roles of parents. Although
societies are developing a wide range of adaptive measures (legislative, educational,
protective, supportive, etc.) to assist the working mother, there are complex
problems in implementing them in different cultures.

Ecological harmony is a sine qua non for health. The special needs of the young child,
and health problems arising from unmet needs, cannot be handled in isolation from his
ecological context-the biological and socioeconomic-cultural make-up of his parents,
the maternal uterine environment, the dyadic interaction with the mother in the neonatal
period and early infancy, the family, and the larger society with all its varied institutions
and political systems.

The young child is actually a biological system, striving constantly to adjust to the
stresses of the ecological system for survival. When he fails to adjust because his basic
needs are not adequately met, he succumbs to illness, disability, or death. In this process,
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he is in a uniquely passive position of complete dependence and helplessness. He is
affected by the stresses of rapid change in his milieu, and maladjustment to it, but cannot
introduce any change in his own favour, because he is non-vocal and non-instrumental.
Furthermore, the mother, who because of her biological role and dyadic interaction with
the young child realizes his needs most, is often unable to provide for his basic needs,
since in many societies she also is non-vocal and non-effective and has little place, if any,
in decision-making in the larger society and often in the domestic and family domain.

The young child is transitional as a biological system, and highly vulnerable to the
stresses of other transitions in the ecological system, because of his immaturity and the
physiological demands of rapid growth and development.

In the first 18 months of his existence, the young child leads a life of complete
dependence on his mother; 9 months of gestation as a fetus, and about 9 months as an
"extero-gestate " or external fetus after birth, depending on the mother for protection,
her breasts functioning nutritionally as an external placenta. Subsequently, the infant
passes slowly through a transitional " weaning period ", when he is gradually accustomed
to new foods and moves from breast milk to the full family diet. By about two years of
age he is often displaced from the mother by a younger sibling.

In developing countries, the stresses and adjustments of the above-mentioned phases
of transition are compounded by the hostile socioeconomic and sanitary conditions of the
underdeveloped environment. Furthermore, the hostile environment itself is rapidly
changing at least three important transitions being involved: a transition in family
structure (see pp. 396-400), with a shift from the extended to the nuclear (conjugal) type,
accompanied by changing patterns of child-bearing and child-rearing; a demographic
transition; and a society in the transitional phase from a non-specialized subsistence
economy to a specialized exchange economy.

MOTHERS AND YOUNG CHILDREN IN THE DEVELOPING WORLD:
A DEMOGRAPHIC PROFILE

The need for information

If we wish to improve the health conditions of young children and their mothers in
any given country, it is necessary to know their numbers and whereabouts and the nature
of the hazards they encounter in order to determine their priority needs and problems.
Most developing countries still do not register births and deaths on a national scale, and
most of the health statistics are based only on hospital or special survey data, which do
not give a true picture of the whole population.

Information about the total young child population (i.e., the population at high risk)
is usually inferred from decennial census data. In the absence of adequate measures of
positive health, maternal and child health is usually measured in the negative terms of
morbidity and mortality. Often, even these indicators do not exist, particularly the rates
of maternal morbidity and mortality, perinatal mortality, and infant and young child
mortality (1-11 months, and 1-4 years of age), and information concerning the causes of
death is also lacking.

Probably one of the main reasons for the continued neglect of the young child,
particularly between 1 and 4 years of age, is that little information is kept about him in
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the official records. In other words, although at high risk, his case remains unknown to
the planner, decision-maker, and health worker at the grass-root level. The gathering of
elementary but basic information about the young child appears to be a legitimate and
appropriate task for the developing countries during the International Year of the Child
proclaimed for 1979.

In planning and implementing programmes of "directed" change (i.e., "guided" or
"planned" change in contrast to spontaneous evolutionary change) in favour of the
young child, we need to understand the characteristics of the young child as well as those
of the "promoting "and "inhibiting" forces of social change in his community.

Information on the dynamics of change for planners and implementers of health care
systems is like the map for a traveller. If a map is accurate, we will not get lost; if we
know the characteristics of the young child and those of his community, we will know our
way around. Just as no map can remain completely up to date, our knowledge of any
given population and community needs to be constantly updated, since a tendency to
change is fundamental to society.

Since the mother provides the environment for the developing embryo, and from the
onset of conception until delivery they are inextricably intertwined, a description of the
young child should naturally start with the mother (the ecological focus of the child). The
profiles presented below are based on the extremely limited amount of information
available on mothers and young children. In the absence of valid data, in most instances
the information is based on the best possible estimates.

Mothers of child-bearing age

In the developing countries, about one-quarter of the population consists of women
of child-bearing age (15-45 years)-about 600 million in all.

The average number of children born to a mother during her lifetime is about 5.6, the
range being from 2.5 to 8.5 or more. National data on the age of women at the time of
first delivery are rarely available.

Underprivileged mothers in rural areas usually have poor body reserves. They often
get the worst part of the family diet, and observe dietary restrictions and taboos during
pregnancy and the postnatal period. High rates of general ill-health are compounded by
excessive pregnancies at short intervals, prolonged periods of lactation, heavy household
chores, work in the fields, and walking long distances to fetch wood and water. In the
child-bearing period and during delivery, however, they get much assistance and support
from other women, who are mostly from the kin-group and the immediate neighbour-
hood.

In the peri-urban sector, the underprivileged mother is often much worse off than her
rural counterpart. Being in a nuclear family and an uprooted new migrant, she does not
get much support from other women in the locality. In addition to household work, child-
bearing, and child-rearing, she is usually employed outside the home (full- or part-time)
to assist the husband in supporting the family. City life-styles have increasingly exposed
her to the hazards of casual sexual relationships, induced abortion, and common-law
marriage.

The mothers among the urban elite are more fortunate and enjoy modern household
techniques, live in a nuclear family, and present an image almost identical to that of many
child-bearing mothers in the developed countries.
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Maternal morbidity and mortality are poorly documented. Out of 42 countries that
reported these data to the World Health Organization between 1951 and 1966 and 1966
and 1972, very few developing countries are included. But in the light of the available
information, some general observations are possible:

(1) The relative magnitude of maternal mortality is determined by birth rates,
abortion rates, size of the fertile female population, overall coverage of MCH care, the
health status of women, and general socioeconomic conditions, including the social-
educational status of women.

(2) A remarkable reduction in maternal mortality rates has been achieved in the
developed regions of the world through improved health and living conditions and
effective antenatal, intranatal, and postnatal care. Some countries report maternal
mortality rates less than 10 per 100 000 live births.

(3) The situation in developing countries, however, is different. While women in the
upper-income groups have on the whole mortality rates similar to the rates reported by
most of the developed countries, to the majority of females in the reproductive age group
(15-45 years) maternal mortality is still one of the main causes of death, considerably
affecting the female life expectancy.

(4) Since the 1950s, a relative decline in maternal mortality rates has been observed
also in the developing countries, largely because of improvements among the increasing
urban female population. Despite the declining trend, however, the reported rates
continue to be exceedingly high compared with the developed countries. For example, in
Mauritius, maternal mortality rates showed a reduction of almost 50% between 1951-53
and 1972 (i.e., from 315.1 per 100 000 to 176 per 100 000), but Mauritius still has a very
long way to go in order to achieve the corresponding rates reported by Sweden (i.e., 69
per 100 000 and 7.1 per 100 000).

(5) Studies have shown that, in developing countries, maternal mortality is high in
the first pregnancy and lower in the second and third; then it begins to rise in the fourth
pregnancy, reaching high levels after the fifth. Nearly 40 % of all deliveries are of the
fourth order and above. Thus, spacing of births and reduction of the total number of
pregancies are indicated as preventive measures.

(6) In the developed countries, the major causes of maternal mortality continue to be
toxaemia, haemorrhage, abortion, sepsis, and other complications (mostly obstetrical
causes). These causes are also at the root of high rates in the developing countries, but
they are compounded to a large extent by associated factors (i.e., acute and chronic
diseases accompanying pregnancy). Preventable complications arising from associated
factors often account for about 50-60% of maternal deaths.

(7) Maternal morbidity is much more poorly documented than mortality in both the
developed and developing countries. In the latter group of countries, chronic malnutri-
tion and anaemia (affecting nearly 20% of pregnant women) are major causes of ill
health in mothers and are closely interrelated with infections and the consequences of
unregulated fertility-multiparity and closely spaced pregnancies. Acute and chronic
infections, such as infectious hepatitis, intestinal parasitism, malaria, hookworm, and
pulmonary tuberculosis, to mention a few, take a heavy toll. Furthermore, almost all
chronic diseases, hypertension, heart disease, renal disease, etc., are aggravated by
pregnancies occurring in rapid succession.

(8) Induced abortion in unqualified hands is, indeed, a public health hazard to
females in the reproductive period (married or unmarried), with high mortality rates
reaching in some instances 46.5 per 1000 (Tanzania, 1973).

J. K. HARFOUCHE390



HEALTH CARE PROBLEMS OF THE YOUNG CHILD 391

Children under 5 years of age

In 1968, the total world population was estimated to be 3500 million; 2510 million in
the developing countries and 976 million in the developed countries (United Nations
Demographic Year Book, 1968); and the young child population (under 5 years) was
estimated as 415 million in the developing countries and 85 million in the developed (a
total of 500 million). Hence, the total number of mothers of child-bearing age and
children under 5 years in the developing countries amounted to about 1015 million. This
vulnerable population represented a heavy burden for health care systems in general, and
for MCH care in particular, throughout the Third World, but at the same time it held the
key to future economic development.

Because of sustained high birth rates, ranging from 35 per 1000 population to 50 or
more per 1000 (average 40 per 1000), and an estimated annual population increase of
2.5-3.5 %, children under 15 years of age may now comprise 45-50% of the total
population of developing countries, 18-22% of these being under the age of 5 years.

The major health problems of any country are usually concentrated in young
children. One-quarter, one-third, or, in some rural areas, even one-half of all deaths take
place in the age-group below 5 years, thus leaving a significant adverse impact on life
expectancy and future productivity. In Tanzania, for example, 26% of the children born
die before they reach the age of 5 years mostly as a result of preventable conditions.

More than 97 % of all deaths below the age of 5 years take place in the developing
countries. Deaths under the age of 5 years have been computed a at an annual rate of 50
per 1000 in the developing countries, and 5 per 1000 in the developed countries,
accounting for a total number of deaths per year of 20 000 000 and 500 000,
respectively.

Low birth weight

Birth weight is the most important single indicator of growth and development during
uterine life, and should be recorded on the birth certificate of every neonate.

In most developing countries, birth weight is not measured, except in maternity units
of hospitals or health centres, although simple portable scales are available for weighing
babies born at home anywhere in a country.

The importance of birth weight as a measure of growth and nutritional status is
receiving increasing attention, the weight of an infant at birth being an important
developmental milestone. Low birth weight (<2500 g) in "preterm" (born before the
end of full gestation, but without growth retardation) and "small-for-dates" (mostly
born at full term, but with growth retardation) neonates is probably the most challenging
global public health problem. About 21 million low birth weight babies (preterm and
small-for-dates) are estimated to be born annually in the world, 20 million of them in the
developing countries. b In some developed countries, the proportion of neonates with low
birth weight is 2-3%, as compared with 7-10% in many developing countries, and
25-30% in many areas of the latter group of countries. There is also some evidence to
indicate that most low birth weight neonates in the developing countries are small-for-
dates rather than preterm.

In the immediate neonatal period, the effect of low birth weight on the preterm and

a MoRLEY, D. Paediatric priorities in the developing world, London, Butterworth, 1973.
b WHO Technical Report Series, No. 600, 1976.
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small-for-dates infants may be similar, but the long-range outcome is quite different. A
recent review of the literature c suggested that the cause of low birth weight does have an
effect on postnatal growth. Thus in the premature infant that has grown normally in
utero, early birth is followed by a period of catch-up growth during which the growth
velocity may exceed normal and by school age the preterm infant is comparable with
normal controls in terms of physical growth. The infant with intrauterine growth
retardation, on the other hand, does not show evidence of this catch-up phase of growth
even under optimum conditions of food intake and environmental control. The
generalized growth retardation of the small-for-dates infant appears to include retarded
growth of the skull, which may be associated with impaired CNS development.

That the physical and mental development of all low birth weight babies, particularly
those with intrauterine growth retardation, may not proceed normally in the postnatal
period has also been suggested by the results of some longitudinal twin studies. These
have shown that a weight difference of a few hundred grams at birth may result in a
statistically significant difference in school performance of children at least up to the age
11 years.

The public health significance of low birth weight may be ascribed to numerous
factors: its prevalence; its association with a high risk of perinatal mortality, morbidity,
and sub-lethal damage (physical and mental) with a carry-over to late infancy and
childhood; human wastage and suffering; its potential for generating a pool of young
children with malnutrition and small adult stature; the very high cost of specialized
management and intensive care units; and its association with socioeconomic under-
development.

The 1973 report of the Inter-American Investigation of Mortality in Childhood,' in
emphasizing the public health and nutritional significance of low birth weight, pointed
out that nutritional deficiency-a condition frequently coupled with low weight at
birth-was the most serious health problem encountered. The 1975 reporte concluded
that the two conditions combined-nutritional deficiency and low birth weight-are
endangering the survival and hampering the growth of infants and young children and
probably of future mothers. Whereas in the past it was considered that full brain growth
in the human organism was attained by the fifth month after birth, recent evidence
suggests that the process may not be completed until about the third birthday. Hence
sustained nutritional deficiency beginning with low or insufficient birth weight and
worsened by an adverse environment and inadequate food intake may have an even more
serious impact on the mental development of infants and young children than has been
thought before. The mother's own low birth weight is believed to contribute at least in
part to her poor nutritional state as an adult. Likewise, the infants who die from
nutritional deficiency may be those who had unsatisfactory birth weight. It is crucially
important to break this vicious cycle. This report also revealed a positive association
between low birth weight and several maternal variables-age; parity; short intergesta-
tional intervals; and adverse biological and socioeconomic conditions, especially poor
nutritional state prior to and during pregnancy. Disadvantaged young mothers (under 20
years of age) who were born with a low birth weight and have experienced severe

Lechtig, A. & Burd, D. unpublished document, 1977.
'PUFFER, R. R. & SERRANO, C. V. Patterns of mortality in childhood-Report of the Inter-American Investigation of

Mortality in Childhood. Washington, Pan American Health Organization, 1973 (Scientific Publication No. 262).
' PUFFER, R. R. & SERRANO, C. V. Birth weight, maternal age and birth order: three important determinants in infant

mortality. Washington, Pan American Health Organization, 1975 (Scientific Publication No. 294).
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malnutrition and frequent episodes of illness in infancy and childhood, and continued to
have short stature in adulthood, are very likely to perpetuate their own biological and
socioeconomic image by giving birth to a larger number of low birth weight infants than
their more priviliged countrywomen. Recent studies of more affluent communities in
developing countries have revealed that the incidence of low birth weight babies in these
populations is not high.

Perinatal mortality

The perinatal mortality rate is defined as the number of stillborn infants plus the
number of early neonatal deaths of infants weighing 1000 g or more at birth per 1000
total births (stillbirths and livebirths).

According to the World Health Organization, the perinatal period extends from the
gestation age at which the fetus attains the weight of 1000 g (equivalent to 28 weeks of
gestation) to the end of the seventh completed day (168 hours) of life. Its duration is
10-14 weeks. Although the period is short, it includes the most hazardous period in the
extrauterine life of the young child, and represents a phase of heavy reproductive
wastage. Although it occupies less than 0.5 % of the average life-span, in many
developing countries it sees the death of as many human beings as the following 30 years.
In addition, it carries a high risk of sub-lethal damage (physical and mental). Perinatal
losses and long-term effects are of great concern for health care systems and for social
and economic objectives.

In the developed countries, perinatal mortality and morbidity rates have gradually
fallen to levels of 10-20 per 1000, and are still decreasing. In 1977, the European
Council of Member States set a target to lower perinatal mortality still further, to 7-8 per
1000. This decline is a by-product of several factors. The high levels some decades ago
were mainly reduced by improvements in standards of living, environmental sanitation,
nutrition, and education. These social improvements were followed by the establishment
of health care systems reaching the majority of the total population with curative and
preventive services. Immunization schemes and schemes for screening high-risk pregnan-
cies through networks of antenatal clinics and referral of mothers for specialized care
where required were organized, along with systems for health supervision and growth-
monitoring of children throughout the school years. Legislative changes to liberalize
abortion and sterilization, and to make contraceptives easily available, have also
contributed to reducing the numbers of high-risk pregnancies. Finally, improved
obstetric and perinatal technologies and care are further reducing perinatal morbidity
and mortality rates.

In those developing countries in which perinatal mortality rates are reported, the
rates are many times higher than those of the developed countries, although they are still
overshadowed by the very high total infant mortality rates. For example, in 1970-71,
Mauritius reported a rate of 60.2 per 1000 as compared to 14.4 per 1000 in Sweden.

Perinatal mortality reflects primarily the impact of the intrauterine environment,
which is in turn affected by the nutrition, health, and socioeconomic status of the mother
since early childhood. Thus, many of the risk factors that determine perinatal mortality
also endanger the life of the mother, causing a high maternal mortality with consequent
additional risks for the orphan child.

The long-term effects of maternal socioeconomic status on perinatal mortality have
been clearly demonstrated by the study of mortality trends over a long period of time.
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For example, in several developed countries, both the upper and lower income groups
have shown a gradual decline in perinatal mortality from the early years of the twentieth
century through the 1950s and 1960s, but the gap between the two groups has persisted.

The main medicosocial indicators of perinatal mortality and morbidity are: mother's
age (less than 20 and over 35 years); parity; intervals between pregnancies; progress of
the current pregnancy; course and result of earlier pregnancies; the mother's matri-
monial, nutritional (particularly height), and socioeconomic status; the availability and
utilization of health services.

The main causes of perinatal mortality are: low birth weight, birth injuries, anoxia,
congenital malformations, and neonatal infections, especially tetanus of the newborn,
which in some areas lacking preventive services and tetanus immunization may affect up
to 10 % of liveborn infants.

Infant mortality rate (IMR)

Infant mortality is affected by intrauterine factors, but the effects of the extrauterine
environment start to be increasingly reflected by the IMR post-neonatal component
(1-11 months).

For infants and young children, the risk of dying is very closely related to the
conditions of the environment in which they live. For this reason, the IMR is universally
recognized not only as an important indicator of the health status of children, but also of
the level of socioeconomic development.

Family socioeconomic status and place of residence, methods of infant feeding,
environmental sanitation, housing conditions, and cultural beliefs and customs, are all
important determinants. Infants in the low-income groups are known to experience
higher infant mortality rates than those in the upper-income groups within the same
country. The place of residence also creates a special risk. Peri-urban shanty towns and
remote rural areas, where up to 80-85 % of the young children in developing countries
live, are known to be the most hazardous areas. Early-weaned and bottle-fed infants
living under poor housing conditions die in greater numbers than the breast-fed infants
living under similar conditions. In addition to the hazards of unhygienic bottle-feeding
practices among the poor, cow's milk formulae lack the unique nutritive, protective, and
anti-infectious properties of human milk.

The current best estimate for the worldwide average IMR is 98 per 1000 live births
(range of 10-200). In other words, one infant out of ten dies in the first year of life. In
developing countries, the IMR range is 10-20 times higher than that in most developed
areas.

In the developing countries, 60-80% of all infant deaths occur in the post-neonatal
period (1-11 months). Perinatal and neonatal mortality rates are also high, but they are
overshadowed by the even higher post-neonatal death rates, which are due mainly to an
interaction between infection and malnutrition.

Diarrhoea and pneumonia of unknown etiology, or simply caused by microorganisms
that are otherwise not pathogenic, are extremely common in children exposed to an
insanitary and hostile environment. The case fatality rate of what would normally be
trivial episodes of disease can increase dramatically when elementary care is not
provided, because of lack of means, ignorance, or a combination of these. For many of
these children, malnutrition appears an additional factor reinforcing the adverse effects
of the infections.
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The Inter-American Investigation of Mortality in Childhood,f carried out in 10
countries with the participation of 15 national research teams (13 in developing areas and
2 in developed areas), using multiple-cause analysis, has provided very useful evidence of
the impact of underdevelopment on infant and young child mortality, and the positive
association between infection and malnutrition in the underdeveloped environment. The
study showed that no less than 57 % of the children who died before the age of 5 years
were found to have malnutrition as the underlying or associated cause of death, the peak
of this mortality being in the post-neonatal period (1-11 months). The distribution of
deaths, by age group, for the 15 study projects is shown in Table 1.

Table 1. Distribution of deaths, by age group, in the Inter- American
Investigation of Mortality in Childhooda

Age group No. of deaths %

< 5 years 35 095 100

<1 year 27 602 78.6

neonatal 12 674 36.1

post-neonatal 14 928 42.5

1-4 years 7 493 21.4

1 year 4361 10.4

2-4 years 3132 8.9

aFrom Puffer, R. R. & Serrano, C. V. Patterns of mortality in childhood-Report of the
Inter-American Investigation of Mortality in Childhood. Washington, Pan American Health
Organization, 1973 (Scientific Publication No. 262).

1-4 years mortality rate

In the ages 1-4 years, the mortality can still be relatively high, but is much lower than
infant mortality. This is true in all populations (i.e., 3-4 times lower for the most
unfavourable areas and 20 times lower in affluent countries) and the rates are declining
steadily.

In countries with high mortality rates in the 1-4 years age group, a large proportion of
the deaths occur during the second year of life. From this it may be inferred that in some
countries factors that made the first year of life generally hazardous continue to operate
after the end of the first year. The timing of complete weaning is a particularly significant
factor. Mortality in the 1-4 years age group, like infant mortality, is generally higher in
males than in females, except where, for cultural reasons, males are favoured and better
cared for.

Leading causes of death

Differences in infant and child mortality between developing and developed countries
are not just in the levels of mortality, but also in the leading causes of death, as shown in
Table 2.

In countries where the post-neonatal mortality is high, the same underlying causes
may continue to be important during the second or even the third year of life. In some

fPUFFER, R. R. & SERRANO, C. V. Patterns of mortality in childhood-Report of the Inter-American Investigation of
Mortality in Childhood. Washington, Pan American Health Organization, 1973 (Scientific Publication No 262).
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Table 2. Leading causes of child deathsa

Age group Developed countries Developing countries

Infants birth injuries, congenital anomalies, influenza, enteritis, diarrhoeal diseases, influenza, pneumonia,
pneumonia, enteritis, diarrhoeal diseases bronchitis, etc., whooping cough

1-4 years accidents, congenital anomalies, malignant neo- enteritis, diarrhoeal diseases, influenza, pneumonia,
plasms, influenza, pneumonia bronchitis, etc., measles

aSummarized from WHO Technical Report Series, No. 600, 1976.

Latin American countries (e.g., Chile), death from severe malnutrition is mostly
observed in the first year of life as a result of the increasing prevalence of early weaning
and bottle-feeding. In some African countries, however, where prolonged breast-feeding
protects infants from early malnutrition and some infections, mortality in the second year
of life might be of the same order of magnitude as the post-neonatal infant mortality.

The importance of diarrhoeal disease and respiratory infections as causes of death
throughout infancy and early childhood in the developing countries cannot be over-
emphasized. Infectious diseases of childhood, such as measles, whooping cough, and
diphtheria, are mostly concentrated in the 1-4 years age group, and can lead to high case-
fatality rates in malnourished children. For example, during the famine conditions in
Africa south of the Sahara, the case-fatality rate of measles was estimated as 50%. This
contrasts with the 7-10% commonly encountered in tropical Africa, which is already
much higher than the case-fatality of measles in most other populations. Because the 1-4
years mortality in the most developed countries has been reduced to very low levels
(largely as a result of immunization, sanitation, improved nutrition, and health
education), the differentials observed between countries with the lowest and the highest
levels are extremely great, corresponding to a factor of 50 or more.

IMPACT ON THE YOUNG CHILD OF CHANGING PATTERNS
OF FAMILY STRUCTURE

The family-the basic unit of society and the social milieu of the young child-is a
primary group and a centre of procreation and orientation. It is also a unit for the health
care of its members, particularly the young child.

The family is a social group characterized by common residence, economic
cooperation, and reproduction. It includes adults of both sexes, at least two of whom
maintain a socially approved sexual relationship, and one or more children, own or
adopted, of the sexually cohabiting adults.

Changes in family patterns

In any society, the family is known to be the most conservative group, and the last to
undergo change. When change does occur, however, it leads to change in family structure
and functions, particularly child-bearing and child-rearing practices, with a far-reaching
impact on individual and group behaviour, and on personality development.

The major change noted in recent years in all societies is a shift from the extended
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family, with its large network of kinship ties, to the less stable and more mobile nuclear
family of husband, wife, and children. William J. Goode in 1970, drawing data from
several different parts of the world, presented evidence that, in spite of wide differences
in starting points and in rates of change, all cultures are converging towards similar
patterns of family life (i.e., the nuclear type). However, these changes in family pattern
are occurring selectively, and at different rates in different societies. It is precisely those
societies that are in transition which are likely to face the greatest stress and strain in
adjusting traditional child-rearing practices to cope with new life-styles.

In some westernized areas, other family forms are emerging, such as consensual union
and the single-parent family, where one parent (usually the mother) is left alone as a
result of desertion, divorce, or death of the partner. Summarizing an analysis of the past
25 years, U. Bronfenbrenner in 1975 emphasized "the progressive fragmentation and
isolation of the family in its child-rearing role ".

While the extended family predominated in pre-industrial societes, and is still
common in those where agriculture is more important than business and industry, the rise
of the nuclear family seems to be associated with urbanization, general modernization,
mass communication, and egalitarian ideology. The latter factor, however, appears to be
the most powerful force for change.

Egalitarian ideology and the dual role of women

In traditional societies, a woman had only one vocation-motherhood-an image
with interrelated roles; economically dependent and submissive wife, domestic work,
child-bearing and child-rearing. This single vocation, of course, gave rise to discrimina-
tion between boys and girls from birth, but the image and related roles were clearly
delineated in the codes and mores of society, and the girl identified with them through
her rearing. Thus, in the absence of alternative careers, acceptance of one's own destiny
was the rule, and neither the young woman nor her family or society were faced with
crucial conflicts.

In modern society, education and work are the most important conditions for the
implementation of egalitarianism. Education prepares a woman for some kind of an
occupation-a new vocation other than motherhood-while gainful employment ensures
economic independence and liberation from the submissive role of wife-mother.

Egalitaranism in political, economic, and social life has become a universally accepted
ideology and a characteristic feature of modern society. Various instruments of the
international community have condemned sex discrimination as fundamentally unjust, an
offence against human dignity, and an infringement of human rights. Furthermore,
increasing efforts have been made in the 1970s to fully integrate women in the total
development effort and to devise international and national strategies for a real and
effective participation of women in community life on an equal basis with men.

This unprecedented trend in human history, despite its well recognized advantages in
the fulfilment of the individual and society, has brought in its wake newer conflicts and
tensions, emanating particularly from the dual role of women, which require strenuous
adjustments on the part of the woman, her family, and society.

The major question now faced by the family and society is how " to achieve a balance
between the roles of both parents, which is psychologically equitable, biologically
feasible, economically sound, and emotionally optimal for the whole family, especially
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the young child" (Jelliffe & Jelliffe, 1978, p. 342).9 Here it must be noted that the child-
rearing process has two components: one social-cultural, and the other biological. While
willing fathers and others can contribute much to the social-cultural component, they
are, in fact, ineffective maternal substitutes for biological rearing, particularly breast-
feeding.

Parenthood and parenting

The child's development and wellbeing depend above all on those who are the first to
transmit to him the elements vital to his life, survival, and adjustment, namely the
parents, the most important reinforcing agents in the socialization process.

Relationships within the family do not take place haphazardly. They are not merely
chance relationships occurring in a setting no matter how organized, diffused, or
disorganized. They are structured and the roles and statutes are clearly delineated.

Two kinds of relationship unite the members of a family, that of the parents, which is
based on a union, and that which exists between parents and children-filiation. In fact,
the child-parent relationship is seen both as the result of a law of nature and as the
expression of a social-cultural phenomenon. Parental attitudes and patterns of behaviour
are not determined so much by instinct as by society. Thus, the parent-child relationship
has both a biological aspect and a cultural aspect. The biological aspect neither implies
nor justifies the cultural. When, however, we use the terms mother, father, child, we are
immediately taking a social-cultural stand since, at the same time, we endow these words
with both a psychological and sociological meaning.

Familial positions and roles are structured, and it is their structural aspects that
permit the child to perceive and internalize the attitudinal and motivational sets of family
members. Parents attempt to rear children according to their interpretation of their own
socialization, the mass media, their reference groups, health services, or some combina-
tion of these, to achieve whatever ends they deem appropriate. If the father enacts the
instrumental role and the mother the expressive role (Parsons, 1955), and if their roles
are distinct, unambiguous and repeated often enough (i.e., structured), the child will be
able to internalize them; if not he would be confused, with implications for subsequent
personality organization and behaviour.
A general trend to greater democracy and egalitarian orientation on the part of males

and females apparently leads to a trend towards sex role convergence. Although role-
appropriate behaviour for fathers and mothers is still quite generally agreed upon,
Parsons' (1955) classic divisions of sex-role behaviour, into instrumental for men and
expressive for women, finds more exceptions today than ever before.

In traditional societies, the role of parenting, despite its deficiencies, was learned in
the family setting. The girl learned the role of mothering by imitation, and by assisting the
mother in rearing siblings and attending to other domestic activities. The son, on the
other hand, learned the role of fathering by serving as an apprentice to his father in the
field, shop, and home.

In isolated nuclear families, the couples have received little or no training in child-
rearing, and are more than willing to turn to the mass media and the " experts " on how to
rear their children. However, it is difficult for parents to feel at ease with the experts'
advice, since it is often ambiguous, sometimes contradictory, and continually changing.

8 JELLIFFE, D. B. & JELLIFFE, E. F. P., Human milk in the modern world: psychosocial, nutritional and economic significance.
London, Oxford University Press, 1978.
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Parents today are required to live with sex-role behaviours that differ substantially
from the traditional. Mothers and fathers are asked to accommodate themselves to styles
of child-rearing behaviour that were all but unknown one or two generations ago. One of
the most critical issues confronting parents today is role delineation and the need to live
with increasing amounts of overlap in functioning and responsibility.

Gainful employment of women: and impact on the mother-infant dyad
and breast-feeding

In the developing countries, as elsewhere, since contraception has made smaller
families possible, there is an increasing tendency for women to work out of the home,
partly for economic reasons and partly for self-fulfilment as individuals. Such changes
have the potential for marked and far-reaching effects on methods of child-rearing,
especially biological child-rearing, including close mother-infant contact (i.e.,
mother-infant dyad) and breast-feeding in the "extero-gestate-fetal stage".

The fact that mothers work today is not new: mothers have always worked-within
the home, to be sure, but also on the farm or field. The main difference today is where
they work. When the mother works outside the home, there is a distinct separation of the
children from their parents, which becomes critical in early childhood.

Research findings, however, have been inconsistent and often contradictory in regard
to the effect of maternal gainful employment on children. Generally, however, it is
postulated that maternal employment for whatever reason-necessity, career orienta-
tion, status, etc.-in the early years of the developing child, deprives the child of a
consistent role-model and teacher and, therefore, identification with the parental role
will not be as complete. There is also an absence of learning that could take place in that
time with a dependable, significant person-the mother. When very young children are
left in the care of others while the mother works, the child is subjected to varying and
sometimes contradictory modes of learning, and it seems that cues may be misinterpreted
and misunderstandings may arise leading to frustration and possibly rejection or hostility.

In modern urban situations, the working mother may find it impossible, or not
culturally permissible, to breast-feed her baby (except at night) in factory, office, or
domestic employment, whereas, in rural areas, labour is likely to be agricultural and in
most (but not all) of such activities mothers may be able to have their infants with them to
suckle.

Studies in some developing countries have also indicated a variable association
between women's gainful employment and the declining incidence of breast-feeding. For
example, in Colombia, 47 % of a series of mothers had stopped breast-feeding because
they were working, while in another study in New Delhi, only 6% had stopped breast-
feeding.

Recent detailed socioeconomic studies in urban areas in the Philippines have
provided evidence of negative relationships between mothers' participation in the labour
force and the health and nutrition of their young children, and also demonstrated
problems of access to the social services, such as child health clinics, because of the
mother's absence at work.

If society adopts an egalitarian policy, and requires the mother to participate in
productive labour to the extent that modern production demands, it should also be
prepared to develop such occupational laws and institutions as will permit a woman to be
a skilled worker as well as a competent mother. In other words, parenting (mothering),
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and child-rearing should become the concern of society as a whole; otherwise society will
ultimately have to bear the consequences of its own unbalanced policies and strategies.

With the widespread advent of the egalitarian ideology, a wide variety of adaptive
measures (legislative, educational, protective, supportive, "child-minding" facilities,
etc.) to assist the working mother, the family, and society adjust to the new roles of
parenting (mothering and fathering) have been proposed. But the complexities of
implementation, proper adaptation to diversified cultures, cost, and continual reassess-
ment and modification constitute real constraints which need to be adequately addressed
in this slow and prolonged evolutionary process.

RESUME

Le probleme des soins aux jeunes enfants dans un environnement
en evolution

Comme tout systeme biologique, le jeune enfant doit constamment s'adapter au
milieu, mais il n'a pas lui-meme le pouvoir de rien changer a celui-ci et sa mere, plus que
tout autre consciente de ses besoins, n'a encore dans bien des cas qu'une influence limitee
au sein de la famille et de la societe. L'enfant depend entierement d'elle pendant les
18 premiers mois de sa vie (gestation et periode suivant la naissance), pour etre ensuite
graduellement sevre et, dans les pays en developpement, l'environnement socio-
economique souvent defavorable rend plus difficile le passage d'une phase a l'autre. Ses
besoins physiologiques etant a la mesure de la rapidite de son developpement, l'enfant
est alors particulierement vulnerable au changement - evolution de la structure de la
famille et substitution d'une economie de marche a une economie de subsistance,
notamment.

Pour l'evaluation generale du probleme, les difficultes commencent lorsqu'il s'agit
d'etablir le profil demographique de la mere et de l'enfant dans le monde en
developpement. Faute de registres des naissances, l'importance de la population << a haut
risque>> n'est, helas, bien souvent connue que par les statistiques de morbidite et de
mortalite - dans la mesure oiu elles existent pour les meres, les nourrissons (1-11 mois)
et les jeunes enfants (1-4 ans). C'est avant tout sur ce point que doit porter l'effort 'a
l'occasion de l'Annee internationale de l'Enfant, afin de faciliter la tache des planifica-
teurs, qui doivent etre renseign6s sur la situation et son evolution. En l'absence de
donnees precises, on evalue le nombre des femmes en age de procreer (15-45 ans) a
environ 600 millions - soit le 1/4 de la population- dans les pays en developpement et
le nombre moyen des enfants qu'elles mettent au monde 'a 5,6. Les conditions de vie dans
les couches les moins favorisees de la population rurale (et plus encore de la population
peri-urbaine) rendent leur sante precaire. Selon les donnees statistiques reduites dont
dispose l'OMS, la mortalite maternelle est encore une des principales causes de dec&s
chez les femmes en age de procreer des pays en developpement, bien qu'une certaine
amelioration ait ete enregistree depuis les annees cinquante grace a un progres dans les
conditions de vie de la population feminine urbaine. Causee comme ailleurs par la
toxemie, les hemorragies, les avortements, la septicemie et d'autres complications
obstetriques, cette mortalite est cependant plus elevee en raison d'infections aigues ou
chroniques associees, dont on pourrait prevenir les effets dans 50 a 60% des cas. Elle est
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plus forte au cours de la premiere grossesse mais s'eleve de nouveau a partir de la
quatrieme, niveau oiu se situent 40% des accouchements. La reduction du nombre des
grossesses et l'espacement de celles-ci peut donc constituer une mesure preventive. Les
maladies chroniques cardio-vasculaires et renales sont aggravees par des grossesses
rapprochees. Le taux de mortalite par avortement volontaire clandestin peut atteindre
46,5 pour 1000 (Tanzanie, 1973).

Pour une population totale estimee a 2510 millions dans le monde en developpement
et a 976 millions dans les pays avances, celle des enfants de moins de 5 ans est evaluee 'a
415 et 'a 85 millions respectivement. Ces 415 millions s'ajoutent aux 600 millions de
femmes en age de procreer pour donner un total d'environ 1015 millions d'individus
vulnerables dans les pays en developpement, ce qui represente tout a la fois un lourd
fardeau pour les services de sante et une promesse pour le developpement. Les moins de
5 ans constituent 18-22% du groupe d'age 0-15 ans, lui-meme evalue a 45-50% de la
population totale. C'est chez eux qu'on enregistre le plus fort taux de mortalite, et celui-
ci peut representer jusqu'a la moitie des deces dans les regions rurales. En Tanzanie, par
exemple, 26% des enfants meurent avant l'age de 5 ans. Les deces dans ce groupe
atteignent, dans les pays en developpement, 97% du total mondial, avec un taux annuel
de 50 pour 1000 contre 5 pour 1000 dans les pays avances.

Le poids du nouveau-ne devrait toujours etre indique dans l'acte de naissance. Dans
les pays en developpement, ce poids est inferieur a 2500 g pour 20 millions de bebes
(contre 21 millions dans l'ensemble du monde), dont la plupart sont bien venus "a terme
mais accusent un retard de croissance uterine. Ceci est important car, si l'insuffisance de
poids est rapidement compensee chez le premature, le deficit dont souffre le bebe retarde
dans son developpement uterin persiste meme dans des conditions optimales d'alimenta-
tion et d'environnement et on peut penser que le systeme nerveux central est lui-meme
affecte. Des etudes longitudinales ont montre que quelques grammes de difference a la
naissance pouvaient avoir une influence sur les resultats scolaires au moins jusqu'a l'age
de 11 ans. L'insuffisance de poids 'a la naissance cree, pour la sante publique, un
probleme qui se mesure en fonction de la prevalence, du risque accru de mortalite, de
morbidite et d'atteintes physiques ou mentales durables, enfin du couit eleve des services
speciaux et soins intensifs necessaires. Le deficit nutritionnel qui est generalement
associe au faible poids a la naissance constitue le plus grave probleme en raison de ses
effets a longue echeance. Ces deux facteurs creent un cercle vicieux qu'il importe de
briser. On note aussi une correlation entre l'insuffisance de poids a la naissance et
certaines variables maternelles (grossesses rapprochees, meres agees de moins de 20 ans
ou de plus de 35 vivant dans un environnement biologique et socio-economique
defavorable, ayant elles-memes presente un faible poids a la naissance et souffrant d'un
mauvais etat nutritionnel).

La periode perinatale (soit les 10 a 14 semaines entourant la naissance) est cruciale et
le nombre des deces est alors aussi eleve qu'au cours des 30 annees suivantes. Les taux de
mortalite et de morbidite perinatales sont heureusement en diminution grace aux
nombreuses ameliorations apportees 'a l'environnement general et aux prestations
medico-sanitaires fournies, notamment sur le plan de la prevention, ainsi qu'a la
liberalisation de la legislation concernant l'avortement et la contraception. Malgre cela,
on constate un ecart persistant entre les taux de mortalite perinatale au sein des groupes a
hauts et a bas revenus, en raison de facteurs maternels qui peuvent remonter a la
naissance de la mere.

Au cours de la periode qui suit et jusqu'a 11 mois (periode postneonatale), les effets

401



del'environnement extra-uterin se font de plus en plus sentir et la qualite de celui-ci peut
doncetre apprecie en fonction du taux de mortalite des nourrissons. Le niveau du
revenu familial et lelieu de residence jouent notamment un role important. Les
nourrissons sevres precocement et vivant dans les taudis peri-urbains ou les regions
ruraleseloignees des pays en developpement paient le plus lourd tribut, carl'alimenta-
tion au biberon dans de mauvaises conditions d'hygiene est dangereuse et le lait de vache
n'apporte pas leselements nutritifs, protecteurs et anti-infectieux du lait maternel. Dans
ces pays, 60a 80 % de tous les decs d'enfants surviennent pendant cette periode, oiu les
infections (diarrhee et pneumonie notamment) se conjuguent avec la malnutrition,
commel'a montre l'Enquete interamericaine sur la Mortalite infanto-juvenile. Selon
cette enquete, en effet, chez 57% des enfants qui meurent avant I'age de 5 ans la
malnutrition est la cause principale ou associee des decs, la courbe de ces decs accusant
une pointe au cours de la periode postneonatale (tableau 1).

Entre 1 et 4 ans, la mortalite, bien que treselevee encore, diminue de 3a 4 fois dans
les zones les moins favorisees et de 20 fois dans les pays riches. La deuxieme annee de la
vie, comme la premiere, semble particulierement perilleuse - en raison peut-ere de
l'effet additionnel du sevrage. De la naissancea l'age de 5 ans, non seulement les taux de
mortalite different dans les pays developpes et en developpement mais aussi les
principales causes de dec'es, qui dans les seconds demeurent sensiblement lesmemes
(tableau 2) et parmi lesquelles figurent notamment les maladies diaffheiques et les
infections respiratoires. Des affections comme la rougeole sont souvent fatales chez les
enfants de 1a 4 ans souffrant de malnutrition. Les taux de mortalite dans le groupe d'age
1-4 ans peuventetre multiplies jusqu'a 50 fois pour les pays oiu le taux est le pluseleve
par rapporta ceux oiu il est le plus bas.

Bien que conservatrice par vocation, la famille finit parevoluer et, dans toutes les
societes au cours des annees recentes, on a constate qu'elle tendaita se reduire au noyau
moins stable et plus mobile que constituent le mari et la femme et leurs enfants. Quelle
qu'ait ete leur diversite au depart, les structures familiales convergent toutes plus ou
moins rapidement vers ce modele, et parfois meme il ne subsiste plus finalement que l'un
des parents. Or c'est au cours de la periode de transition d'une structurea l'autre qu'il est
le plus difficile pour une societe d'adapter au nouveau mode de vie les soins dontl'enfant
doit faire l'objet. Dans cette evolution, l'ideal egalitaire semble jouer un role
preeminent, a c6te de l'urbanisation et du developpement des communications de masse.
Dans les societes traditionnelles, la maternite etait l'unique vocation de la femme, et
celle-ci y etait si bien preparee des l'enfance que les conflits etaient rares. De nos jours,
l'education peut rendre la femme aptea une autre occupation et les gains qu'elle en retire
ensuite lui permettent d'etre independante. La participation des femmes a la vie de la
collectivite sur une base d'egalite avec les hommes est partie integrante de l'effort de
developpement a tous les niveaux. Mais il n'empeche que le r6le des femmes conserve
une dualite inevitable, source de nouvelles tensions individuelles, familiales et sociales. I1
reste a trouver un equilibre satisfaisant entre les roles des deux parents, equilibre qui doit
etre optimal pour le jeune enfant sur le plan biologique aussi bien que socio-culturel car,
quoi qu'on fasse, le pere ne pourra jamais allaiter son enfant.

Les roles et les positions au sein de la famille ne sont pas l'effet du hasard. S'ils
comportent un aspect biologique, ils n'en sont pas moins calques sur le modele de
comportement que fournit la societe, et des roles sont pergus par l'enfant en tant que
veritable structure s'ils sont suffisamment constants, faute de quoi la formation de sa
personnalite risquera d'etre compromise. Sur ce plan, les jeunes couples de bonne
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volonte qui n'ont pas ete suffisamment prepares a elever des enfants ne recoivent pas
toujours des <(experts >> les avis qu'ils en attendent et ceux-ci, ayant trait a un domaine en
constante evolution, sont parfois contradictoires. II appartient donc aux deux parents de
definir leur role respectif, avec des chevauchements de plus en plus frequents. La mere
qui travaille hors de son foyer est separee de ses enfants, ce qui peut etre crucial dans le
jeune age. Pour la plupart des specialistes, l'enfant se trouve ainsi prive d'un modele
permanent qui lui permettrait de concevoir son propre role et de son educateur le plus
sur et le plus constant, pour etre soumis 'a diverses guidances parfois contradictoires, d'oiu
leur possible rejet. Dans l'environnement urbain, il est en outre generalement difficile
pour les meres qui travaillent d'allaiter leur enfant; les resultats des etudes faites sur ce
point divergent: chez 47 % des meres la prise d'un emploi lucratif a entraine
l'interruption de l'allaitement au sein en Colombie, mais dans la serie etudiee a New
Delhi ceci ne s'est produit que pour 6% des meres. Aux Philippines, les etudes ont
montre que l'absence de la mere qui travaille tend aussi a priver l'enfant de l'acces aux
centres de protection maternelle et infantile. Il importe donc que la societe se preoccupe
de la necessite de concilier les deux roles de la femme comme mere et comme
travailleuse. L'evolution dans ce domaine est lente, quoique constante, et la diverste des
cultures rend difficile la mise au point des aspects concrets des politiques qui peuvent etre
elaborees.


