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INTRODUCTION: BREASTFEEDING AND CARDIOVASCULAR RISK

BY THE CHIEF EDITOR: DR AzzA ABUL-FADL, PROFESSOR OF PEDIATRICS, BENHA UNIVERSITY

The purpose of this issue is to highlight
the importance of breastfeeding which
is an important phase in the
reproductive cycle of women which
enables them to recover from the
hardships imposed on their body organs
and systems by pregnancy.

Amazingly enough even when women
suffer any dysfunction in their body,
breastfeeding works to assist their body
to adapt back to the norm. For instance
when a woman develops diabetes
mellitus, hypertension, autoimmune
disorders, or an even mental disorder as
depression, breastfeeding helps alleviate
this condition. Moreover some of these
conditions may be ameliorated or go
into remission or disappear. It is as if a
woman’s body is rejuvenated with the
birth of her newborn child. The heart
and circulatory system is a clear
example of this; where the increase in
the cardiac output and increase in the
ventricular dimensions works to nurture
blood to the tissues of two separate
beings, generating tissues of a fetus and
regenerating tissues for the mother.
Breastfeeding is the after the storm
cleansing process which helps to
stabilize and settle revolutionary
changes that have been imposed on the
body by the pregnancy.

Hence breastfeeding needs to be
supported; even more in women who
have suffer from any cardiac condition.
Breastfeeding should be regarded as
nature’s innate additional therapeutic
intervention. Intensifying breastfeeding
practices by increasing frequency of
suckling, expressing milk and ensuring
the baby and mother are close and are
able to establish bonding and secure
attachment, have even more profound
psychological benefits to the mother by
reducing stress hormones that may
aggravate her condition.

Mothers with a heart condition need to
be counseled privately during antenatal
care and reassured that they will not be
deprived from their —motherhood.
Moreover they need to be supported to
practice first hour skin to skin and early
initiation of breastfeeding. Hence, the
lactation consultant should a member of
the medical management team.
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Section I: Review articles
1I.1. BREASTFEEDING AND CARDIOVASCULAR HEALTH
Excerpts from News Headlines
BREASTFEEDING CUTS RISK OF HEART DISEASE ...
EVEN MORE THAN STATINS! EVIDENCE FROM RESEARCH SHOWS...
RESEARCHERS DISCOVER THAT MOTHER’S MILK MAY

PROVIDE GREATER PROTECTION IN A BABY’S LATER LIFE

THAN TAKING STATINS

Researchers found that babies who were
breastfed for at least three months had lower
levels of a protein linked to heart disease as
adults. This means that breastfeeding can
continue to benefit women’s health into old
age and may reduce the risk of a heart attack.
It is known that breastfeeding lowers the risk
of allergies, ear infections and admission to
hospital in babies and it has been linked to
better health overall into adulthood, with
lower rates of obesity in people who were
breastfed as babies.

Lead author Thomas McDade, professor of
anthropology at Northwestern University,
said: "This is a major public health issue. If we
can raise breastfeeding rates it will pay dividends
in healthcare savings in the future."

The study, conducted at Northwestern
University looked at nearly 7000 adults over
15 years, and compared adult C-reactive
protein (CRP) levels with their birth weight
and their parents’ breast feeding choices.

It was found that level of C-reactive protein
(CRP) were 20 per cent lower in people who
had been breastfed for at least three months
and were almost 30 per cent lower in those
breastfed for at least a year.

Statins, currently prescribed to more than
seven million people in the UK at risk of
cardiovascular disease, have been shown to
reduce CRP by around 15 per cent.

Raised levels of CRP are associated with an
increased risk of cardiovascular disease
including coronary heart disease, heart attacks,
angina and strokes — and Type-2 diabetes in
later life.

It is thought that breastfeeding may help shape
the immune system as it develops, reducing
low-level inflammation in later life.

""The longer this group was followed up the
more they started to see greater heart attacks
and diabetes in those individuals who were
not breastfed” says MacDade.

"It is hoped that such findings will draw
attention to this as an important social policy
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issue and help women to be determined to
breastfeed their babies” continues McDade.
It is likely that any disease that is related to
being overweight or obese, and can trigger
inflammatory processes will be traced back to
breastfeeding as a down regulator for this
process; this includes many autoimmune
diseases, dementia and cancer. Many or all of
these could be directly or indirectly affected
by breastfeeding.

The Ministry of Health in Egypt and the
Department of Health guidelines in the United
States recommend exclusive breastfeeding up
to the age of 6 months. Breastfeeding should
also be continued until at least two years of
more to mount up its positive effects.
However, although more than eight in ten
mothers start breastfeeding, only one in four
are still breastfeeding at six weeks in the US
and only 30% or less into the second year in
Urban areas in Egypt.

Julie Ward, Senior Cardiac Nurse at the
British Heart Foundation, said: “Our studies
go further by suggesting that the longer you
breastfeed your baby the healthier your child
will be in later life.

"This supports current NHS guidelines, which
advocate breastfeeding for the first six months
before combining breast milk with more solid
foods” she continues.

“However, parents of babies and mothers who
failed in being supported to breastfeed can
teach their children about healthy eating and
making physical activity fun from a young age
and you can inspire healthy habits to protect
their hearts as they grow up.”

Prof. Mary Renfrew, Professor of Mother and
Infant Health at the University of Dundee,
said: "The paper is an important step in the
accumulating evidence base that there are
important differences between breast fed and
not.

"It supports the idea that breastfeeding
mothers should continue feeding for longer.
Breastmilk in addition to solid foods helps to
reduce inflammation as breastmilk is full of
actively anti-inflammatory compounds.

"In the US and the UK, breastfeeding is not
easy. There are strong socioeconomic reasons
that for several generations, babies have been
bottle-fed.

"We need to take the accumulating evidence
base extremely seriously and take a careful,
sensitive and proactive approach to help
women to overcome these socioeconomic
barriers." write Rebecca Smith, Medical Editor,
and Sarah Gallagher (The Telegraph, 23 April, 2014)

Many women remain excluded from obstetric interventions,
even for the most stringent life-saving indications

At least 37 733 mothers out of 2 695 000
needed a major life-saving intervention

2007 did
not get the
211 got the
- intervention,

but died
5901

got the
intervention

survived

447 got the

Intervention,
but died

Urban

23 484 did
not get the
Intervention,

5683 got the intervention and survived

Rural

Access to education about safe motherhood and breastfeeding should be a joint
integrated approach to promoting health of women during pregnancy and
throughout their life... and living... For quality lifetime
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1.2- BREASTFEEDING REDUCES RISK OF HEART
DISEASE, STROKE, AND DIABETES

New  data  strongly  suggest  that
Breastfeeding cuts a woman's risk of heart
disease and diabetes long after her infant
has grown up. D

Since pregnancy increases a woman's risk of
heart disease, stroke, and diabetes. It was
shown that when women breastfeed this
cancels out this risk. A study by Schwarz ®
and colleagues analyzed data collected from
about 140,000 postmenopausal women
enrolled in the Women's Health Initiative.
All of the women had given birth.
Cumulative total duration of breastfeeding
was determined for each study participant.
The longer women nursed babies, the less
likely they were to develop diabetes, heart
disease, or stroke. @

When a woman breastfeeds for one or more
months, she is less likely to have diabetes,
high blood pressure, or high cholesterol.
While breastfeeding for more than six
months during a lifetime, decreases the
likelihood of having a heart attack or stroke.
Any breastfeeding was good, but more was
better, was reported by Schwarz study. @

It seems to be nature's way of lessening the
physical costs of having a child.

Pregnancy without breastfeeding ups the
risk of heart disease and stroke @, but with
breastfeeding a woman has the same risk
she  had  before pregnancy. More
pregnancies increase the risk to heart

disease. But if the woman breastfeeds longer
in each pregnancy it cancels the former
effect.

It is estimated that for every 100 women
who accumulate at least 12 months of
breastfeeding over their lifetime, one case of
diabetes would be prevented. Also for every
125 women who accumulate 12 months of
breastfeeding, one case of heart disease
would be prevented.

The interesting finding in Gunderson study
is that even when you take women's body
weight into account, there still seems to be
an important association between
breastfeeding  and  long-term  health
effects.®.

Other studies show that years after weaning
their children, women who breastfeed for at
least three months have fewer risk factors
for diabetes and heart disease, including

smaller waist circumference. ¥
References

1- Daniel J. DeNoon (2009) WebMD Health News
WebMD News Archive April 21.

2- Schwarz EB Ray RM, Steube AM et al. (2009)
Duration of lactation and risk factors for
maternal cardiovascular disease. Obstet Gynecol.
113:974

3- McTigue K, Kuller L. (2008) Cardiovascular risk
factors, mortality, and overweight. JAMA
299:1260-1.

4- Gunderson EP, Lewis CE, Wei GS, Whitmer RA,
Quesenberry CP, Sidney S. (2007) Lactation and
changes in maternal risk factors. Obstet Gynecol.
109(3):729-38.
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1.3. HOW BREASTFEEDING REDUCES RISK OF

CARDIOVASCULAR AND METABOLIC DISEASES

Heart disease is the number one killer of
women in the world. Breastfeeding is
known to lower the risk of heart disease.
In fact bbabies of low birth weight and
those who are never breastfed - or only
breastfed for less than 3 months - are more
likely to grow into young adults with
levels of chronic inflammation that may
contribute to heart disease and metabolic
disorders. Evidently, breastfeeding can
also lower a woman’s own risk to develop
heart thereby
morbidity and mortality rates
women.

disease and influence

among

Breastfeeding for at least nine months
had a 56% reduction of developing
metabolic syndrome. Metabolic
syndrome is associated with
cardiovascular disease (CVD) risk and
is also the precursor syndrome to Type-
2 diabetes; which includes a cluster of
symptoms such as insulin resistance,
high LDL and VLDL cholesterol, high
triglycerides, high BMI, and visceral
obesity. These symptoms are known to
increase the risk of CVD. Also recent
evidence shows that post-menopausal
women (average age of 60) who had
breastfed had significantly lower rates
of heart disease, hyperlipidemia, high
LDL cholesterol, and a host of other
cardiovascular risk factors. (V

Several studies conducted with mothers
of infants have shown that breastfeeding

down regulates stress in both mothers
and babies. In fact, after breastfeeding,
women are less stress-responsive in
laboratory settings, meaning that when
researchers try to stress them in the half
hour or so after breastfeeding, the
mothers show less of a stress response.
That’s the short-term effect of
breastfeeding. The results of the recent
studies on cardiovascular disease and
suggest  that
a far longer-term
stress-lowering effect than anyone
suspected. Breastfeeding appears to
have permanently changed women’s
stress response, lowering their overall
risk in older age groups.

metabolic  syndrome

breastfeeding has

HTTP://WWW.UPPITYSCIENCECHICK.COM/BF_LOW
ERS CARDIOVASCULAR AND META.PDF

As such, it is important to identify
behaviors that modify women's risk of
CVD. The impact a woman's decision to
breastfeed her children, may have on her
future risk of CVD, has been shown to be
impressive. Breastfeeding increases a
mother's metabolic expenditure by an
estimated 480 kcal/day;® lactating
mothers lose more weight in the
postpartum period than women who do not
breastfeed.® Active lactation has been
shown to improve glucose tolerance,™®
lipid metabolism © and C-reactive
protein.®® Recently, a number of studies
have indicated longer range effects of
lactation.”®




Egyptian Journal of Breastfeeding (EgJB)

Volume (11) January,
2015

Researchers from Northwestern University
in Evanston, IL, report their findings in the
Proceedings of the Royal Society B:
Biological Sciences.

In their study background, they note that
while we already know higher blood levels
of C-reactive protein (CRP) are a key
biomarker of inflammation, and predict
increased cardiovascular and metabolic
disease risk in adulthood, we know little
about the developmental factors that
influence inflammation.

Using data from the National Longitudinal
Study of Adolescent Health (Add Health),
they evaluated levels of CRP in nearly
7,000 young adults aged from 24 to 32,
and linked them back to their birth weight
and how long they were breastfed.

The study is particularly interesting
because the researchers compared siblings,
so they could remove biases that normally
plague this kind of study.

They used differences in birth weight and
breastfeeding duration between siblings to
predict differences in adult CRP.

Their analysis showed that:

Lower birth weights and shorter
duration of breastfeeding predicted
higher CRP levels in young adults

For each extra pound of birth weight,
the CRP level in young adulthood was
5% lower

CRP levels were 20-30% lower in
young adults who were breastfed for 3-
12 months as babies compared to those
who were never breastfed.

References
1- Schwarz EB Ray RM, Steube AM et al.
(2009) Duration of lactation and risk factors for

It is recognized that breastfeeding has a
calorific demand on the mothers body
(estimated to be approximately 480
kcal/day) and thought that women who
breastfeed have a tendency to lose more
weight postpartum than women who do
not breastfeed. Cardiovascular disease
(CVD) is the leading cause of death for
women in developed nations.

A study in America was carried out to
establish whether prolonged breastfeeding
would reduce postmenopausal risk factors
for CVD. The researchers used data from
an ongoing initiative to examine the
effects of lactation on risk factors (obesity,
hypertension, diabetes, and
hyperlipidemia) and incidence of CVD in
139,681 women based on reported
cumulative months of breastfeeding.
Parous women who had never breastfed
were more likely to be obese and to have
hypertension, diabetes, or hyperlipidemia
than were those who had lactated. Even
after adjustment for sociodemographic and
lifestyle variables, family history, and
BMI, women who reported a lifetime
history of more than 12 months of
lactation were 10-15% less likely to have
hypertension, diabetes, hyperlipidemia,
and CVD. @

The reasons for the protection offered by
breastfeeding are unknown. However,
some authors speculate that hormonal
changes might favorably impact on
cardiovascular risk factors. The authors
conclude that among postmenopausal
women, increased duration of lactation is
associated with a lower prevalence of

hypertension, diabetes, hyperlipidemia,
and CVD.
maternal  cardiovascular  disease.  Obstet

Gynecol 2009 May; 113:974
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6. Williams MJ, Williams SM, Poulton R.
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7. Stuebe AM, Rich-Edwards JW, Willett WC,
Manson JE, Michels KB. (2005) Duration of
lactation and incidence of type 2 diabetes.
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Political Will Makes Hospitals Baby Friendly in Egypt: Justice for babies!

H.E. PROF. DR. MAHA ELRABAT, IS THE FIRST WOMAN TO BE ASSIGNED AS MINISTER OF
HEALTH IN EGYPT, SHE ISSUED THE MINISTERIAL DECREE FOR OBLIGATING ALL HOSPITALS
THAT SERVE MOTHERS AND BABIES TO BECOME BABY FRIENDLY BY ABIDING TO THE TEN
STEPS TO SUCCESSFUL BREASTFEEDING AND PROHIBIT MARKETING OF ANY BREASTMILK
SUBSTITUTES (EGYPT MINISTRY OF HEALTH, MINISTERIAL DECREE 36/2014).

10
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1. 4. MATERNAL MORTALITY AND HEART DISEASE: IS
CARDIAC THE LEAD CAUSE OF DEATH IN PREGNANCY?

A report released this week provides some
sobering statistics on global maternal and
infant mortality rates: an estimated
350,000 to 500,000 women still die in
childbirth each year, 3.6 million newborns
die in the first month of life, and an
additional 5.2 million children die before
the age of 5 years.

According to the United Nations
Children's Fund, 135 countries have child
mortality rates of less than 40 per 1000
live births or have a rate reduction
sufficient to meet the goal of two-thirds
reduction by 2015. However, at this time,
39 countries show insufficient progress,
and 18 showed no progress or worsening
child mortality rates. Countdown to 2015
focuses on 68 countries, most in Africa,
which together account for 92% of
maternal, newborn, and child deaths.

Maternal mortality (MMR) data show
accelerated decreases in China, Egypt,
Ecuador, and Bolivia, but surprising
increases in the United States, Canada, and
Denmark, according to the results of a
database analysis reported online April 12
in The Lancet. However the MMR are
rising the private sector from
unsupervised malpractice and the MoH are
taking action to control this. Why women
deliver with the private sector needs to be
probed and a more stringent network of
care should be imposed starting with

in

11

raising awareness during antenatal care to
monitoring delivery practices. Integrating
safe motherhood with Baby Friendly could
be an expanded strategic way to go.

Yearly rate of decline of global MMR
since 1990 was 1.3% (uncertainty interval,
1.0% - 1.5%), with the MMR going from
422 (uncertainty interval, 358 - 505) per
100,000 live births in 1980 to 320
(uncertainty interval, 272 388) per
100,000 live births in 1990, and to 251
(uncertainty interval, 221 - 289) per
100,000 live births in 2008.

Rates of yearly decrease in MMR from
1990 to 2008 varied between countries,
with only 23 countries on track to achieve
a 75% decrease in MMR by 2015. The
highest decline was in the Maldives
(8.8%; uncertainty interval, 8.7%-14.1%);
in contrast, there was an increase of 5.5%
(uncertainty interval, 5.2%-5.6%)
Zimbabwe, and there were also surprising
increases in some high-income countries
including the United States, Canada, and
Denmark. In the United States, there was
an increase of 42% from 12 maternal
deaths per 100,000 live births in 1990 to
17 in 2008, which is more than double the
rate in the United Kingdom, 3-fold the rate
in Australia, and 4-fold the rate in Italy.

Certain  countries, including China,
Ecuador, Bolivia, and Egypt, have seen
particularly accelerated decline in MMR

in
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between 1990 and 2008, according to the
study Egypt, for example,
experienced a change from 195 maternal
deaths per 100,000 live births in 1990
(uncertainty interval, 120 - 312) to 43
maternal deaths per 100,000 live births in
2008 (uncertainty interval, 25 - 71). MMR
in Egypt due to non-communicable
disease (NCD) is on the rise and hence
breastfeeding promotion can play a role in
reducing MMR due to NCD particularly
cardiovascular causes; as hypertensive
disease is the second leading cause,
following postpartum hemorrhage. Also,
new data show that pregnant women who
have heart disease have a 100-fold higher
mortality than the normal pregnant
population. (¥

results.

A registry has been published online in the
European Heart Journal on September
11, 2012, set up by the European Society
of Cardiology, to assess death rate of
with heart disease during
pregnancy. The authors note that overall,
about 0.9% of pregnant women have some
form of heart disease. The results from

women

Egypt are shown in section III (research
study #9)

The results showed a maternal mortality of
1%, compared with 0.007% in the normal
population. However, clear differences
were found in outcomes with respect to
the underlying cardiac diagnosis, with
cardiomyopathy in developed countries
and Rheumatic heart disease in less
developed countries, associated with the
worst prognosis, and these women also
had higher rates of heart failure and

ventricular ~ arrhythmias.  Postpartum
hemorrhage occurred more often in
patients with valvular heart disease,

probably related to their high use of oral
anticoagulants.

As may be expected, there was also a large
difference between mortality rates in
developing (3.9%) and developed (0.6%)
countries.

Death of the fetus during pregnancy was
five times higher in women with heart
disease (1.7% vs. 0.35% in the normal
population), and death of the baby within
30 days of birth was 1.5 times higher
(0.6% vs. 0.4%). However, these figures
again  varied enormously  between
developed and developing countries

Outcomes for Women with Heart Disease Compared with the Normal Pregnant Population

Outcome Normal Congenital
population (%) | disease (%)

Maternal 0.007 0.5

mortality

Heart failure |0 8.0

C-section 23 38

Fetal death 0.35 0.5

heart | Valve

Cardiomyopathy |Ischemic heart

disease (%) | (%) disease (%)
2.1 24 0

18 24 8.0

4?2 58 60

3.9 4.5 4.0
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Many women do not realize they have a
heart condition until it makes itself
obvious during pregnancy. In certain
countries, such as Egypt and India, women
are under huge pressure to have children,
and even if they are aware of a heart
problem they might not seek help for fear
of being stigmatized or discouraged from
becoming pregnant.
Valvular heart disease as a result of
rheumatic fever is also much more
common in less developed countries, but
in Western countries it is mostly limited to
the immigrant population.
Severe rheumatic mitral stenosis is still
common in developing countries. When
severe, it leads to significant disability and
maternal and fetal mortality, since the
hemodynamic adaptations to pregnancy
are badly tolerated. Pregnancy can lead to
development of heart failure in patients
with asymptomatic or even unknown
mitral stenosis, as a result of the increased
mitral valve pressure gradient caused by
the physiologic increase in heart rate and
blood volume in pregnancy.
Should the mitral stenosis be corrected by
mitral valve surgery, or percutaneous
mitral valve balloon valvuloplasty? Heart
failure in patients with mitral stenosis
complicating pregnancy is a common
References
1- Roos-Hesselink JW, Ruys TPE, Stein JI, et al.
(2012) Outcome of pregnancy in patients with
structural or ischaemic heart disease: Results of a

registry of the European Society of Cardiology.
Eur Heart J DOI:10.1093/eurheartj/ehs270.

problem in developing countries. Since
1984, percutaneous dilation of the mitral
valve using a balloon catheter has become
a therapeutic alternative to open heart
surgery. The efficacy of percutaneous
mitral valve balloon dilation is well
established, its results have been shown to
be more favorable than open heart surgery

(commissurotomy) particularly for the
fetus. @
In conclusion, emphasis on cardiac

disease and pregnancy is emerging a
significant problem which calls for
lactation consultants to be more attentive
to the management of lactation for women
with heart disease instituting appropriate
counseling and support antenatally and
ensuring appropriate early support at
delivery with early skin-to-skin between
mother and baby for bonding and
establishment of lactation. This practice
also reduces neonatal mortality by 22%. It
is important to make appropriate
communication with the birth attendant
prior to delivery to discuss the
management plan of these patients and
ensure that breastfeeding support is a part
of cardiac care plan, with particular
emphasis on choice of safe medications
during breastfeeding.

2- ¢ Souza JA, Martinez EE Jr, Ambrose JA, Alves
CM, Born D, Buffolo E, Carvalho AC. (2001)

Percutaneous balloon mitral valvuloplasty in
comparison with open mitral valve
commissurotomy for mitral stenosis during

pregnancy.J Am Coll Cardiol. 37(3):900-3.

Neonatal and maternal mortality are related to the absence of a

skilled birth attendant
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1.5 HOW BREASTFEEDING CONTRIBUTES TO A HEALTHY
ENVIRONMENT

S TONIC BOTTLE
> -

Formula proves to be a disaster to the environment!

In contrast, to breastfeeding which is that are left behind in these processes.
ecologically friendly, formula feeding is These outputs have a direct impact on
unsustainable and leaves a large, heavy  greenhouse gas emissions or GHG.
ecological footprint. ~The concept of Carbon dioxide, methane and nitrous
ecological footprint includes the resources  oxide are examples of the greenhouse
consumed by the human population as  gases produced by anthropogenic or 'man'-
well as the waste left behind. The carbon  made activities.

footprints of greenhouse gases left behind  They are named greenhouse gases because
contributes to climate change, while waste  they act like the glass of a greenhouse and
and garbage pollute our environment. All  trap the heat of the sun's rays. Calculating
the resources and raw materials that are  the carbon footprint of infant formula use
extracted cause the depletion of our can be done either at the industry level or
planet’s limited and non-renewable natural  at the home level. While it is possible to
capital. In addition to these factors, calculate the ecological footprint of
formula feeding involves transportation at  formula production for each country
every stage of manufacturing and independently, much of the data required
aggressive marketing. is not easily available. For instance, if
Formula feeding is unsustainable formula is produced nationally, where is
and leaves a large, heavy the milk sourced from? How'many cows
are needed to produce the milk? How is
the dairy managed? How distant are these
A Quilt of Greenhouse Gas Emissions milk collection centres? Is the milk
transported by road or by rail? If formula
is imported, then it is even more difficult
to calculate these factors, as they occur in
distant countries and all involve transport.

ecological footprint

While it is important to examine the
inputs or resources needed for producing
formula milk powder, it is vital to also
investigate the outputs or waste products

14
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According to the Food and Agriculture
Organization of the United Nations
(FAO), the average global GHG emissions
from milk production, processing and
transport are estimated to be 2.4 kg CO2-
eq. per kg of FPCM (fat and protein
corrected milk) at the farm gate. In 2007,
globally 553 million tons of milk were
produced, processed and transported
generating 1328 million tons CO2-eq of
GHG. Globally, from every 100 kg raw
milk produced and processed, only 20 Kg
(that is 20%) is used for producing
powdered milk leading to production of
2.2 kg powdered milk. This means, for
each 1 kg of powdered milk production
and processing, 21.8 kg CO2-eq.of GHG
is emitted. This figure may be used to
estimate  GHG emissions caused by

production of formula milk powder at
country level if the amount of such
products produced in the country
known. (¥

is

Growing deforestation has resulted in

higher  greenhouse gas  emissions.
Comparing the total emission of
greenhouse gas to the total milk

production across the world, the amount of
emission is more than double the milk
production. Greenhouse gas emission
becomes even higher after adding the
emissions caused due to transportation of
milk across different parts of the world.

15

The growing burden on the environment is

a point of concern
~

Ecological Footprint or environment footprint is a measure
of human demand on the earth's resources and the load
imposed on nature by a given activity or population. To
leave no ecological footprint means that a person or an
activity replaces in the environment exactly what is taken
out.

By assessing the use of non-renewable resources it is
possible to estimate how much of the Earth or how many
Earth-are needed to sustain a particular level of
consumption.

Carbon Footprint is "the total set of greenhouse gas (GHG)
emissions caused by an organization, event, product or
person.” GHG can be emitted through transport, and
clearance, and the production and consumption of food, fuels
and manufactured goods. The carbon footprint is often
expressed in terms of the amount of carbon dioxide, CO2,
emitted or its equivalent comprised of other GHGs such as
methane, (CH4). These gases together contribute to global
warming and are expressed in terms of CO2 -e (equivalent).
Carbon dioxide, methane and nitrous oxide are examples of
the greenhouse gases produced by anthropogenic or 'man'-
made activities

To estimate the total ecological footprint
of formula feeding products, it is
necessary to focus on the whole process of
manufacturing the formula feed, including
milk production, industrial manufacturing,
transportation and preparation. Formula
feeding also increases the manufacturing
of associated products such as tin for cans,
cans for packing the formula, plastic for
bottles and teats, labels and printing for
marketing and distribution, and sterilizers
for sterilizing the bottles. This puts a



Egyptian Journal of Breastfeeding (EgJB)

Volume (11) January,
2015

burden on the planet additional to that of
manufacturing formula from liquid milk.
(O]

Besides that, babies, especially those
under six months of age, cannot take milk
in any form except liquid. Producing
formula involves turning liquid milk into a
powder, and then adding water to turn it
into a liquid again for consumption. Even
so, we need to estimate the emissions from
each stage-production of milk formula,
including transport, the manufacturing of
feeding bottles, and finally reconstituting
formula into a liquid that the infant can
consume- as there is a huge requirement of

| y & «
Use of Scarce Raw
Packaging
Aluminum, cadmium and other metals are
used in manufacturing, storage and
packaging of formula products. The
processing and recycling aluminum are
both energy intensive. Apart from being
energy intensive processes, contamination
caused by Aluminum for packaging of
formula is also a cause of concern. A
research paper on this subject states: “The
aluminum content of infant formulas is
between 10 and 40 times higher than the
aluminum content of breast-milk and will
contribute significantly towards the body
burden of aluminum in infants. There is
evidence of immediate and delayed
toxicity in infants, and especially pre-

~

Materials for
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energy, most often causing irreversible
damage to the environment.

The processing of milk into powder, the
packaging, and transportation all result in
emissions of carbon dioxide and other
greenhouse gases, leading to global
warming. Emissions are relatively high if
coal is used in energy production, as is the
case in many developing countries. No
less important are the indirect impacts of
formula feeding such as deforestation, loss
of woodlands and wetlands. (¥

terms exposed to aluminum; since many of
the formulas are packaged for sale using
aluminum-based materials. The high
content of aluminum in the soya-based
formula probably reflects its prior
concentration in the soybean plant ...” @
In 2009, the Lancet reported that while
breastfeeding is a thoroughly eco-friendly
feeding practice, the carbon footprint
created by the formula milk industry from
sourcing, producing and packaging is
massive. The paper further stated that in
the USA alone, more than 32 million kW
of energy is used every year for
processing, packaging and transporting
formula and 550 million cans, 86,000 tons
of metal and 364,000 tons of paper are
added to landfills every year. ®

Use of Scarce Energy Resources

According to USFDA, powdered infant
formula is manufactured by more than a
dozen firms in 40-50 processing plants
worldwide. ® The processes of infant milk
formula manufacturing with dry blending
include: dry blending to mix ingredients
from different producers in many
countries, sifting, transferring to bags or
drums for storage, filling large cans that



Egyptian Journal of Breastfeeding (EgJB)

Volume (11) January,
2015

are flushed with inert gas, then seamed,
labeled, coded and packed into cartons for
transport. Wet blending requires spray
drying. Both these processes are energy
intensive processes at high temperatures.
“Baby milks are the end product of a

number of industrial processes. The
energy used to create the right degrees of
temperature and the mechanical

procedures cause air pollution (acid rain
and greenhouse gases) and uses natural
resources in the form of fuel.” ®

Food Miles

There are only about 40-50 processing
plants in the world that are concentrated in
countries such as Ireland and New
Zealand. As a result, many countries
import powdered milk for formula from
these countries which results in increased
fuel and energy requirements for
transportation. The energy costs and
carbon footprints of these import and
export journeys need to be impact the
environment.

The calculations of the carbon emissions,
which are produced by transporting milk
from farms to the factories and then the
formula from factories to stores to homes,
depends on the size of the country. The
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same calculations need to be made for
complementary foods introduced after six
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local foods produced using sustainable
agricultural methods. Unlike traditional

indigenous  foods, these processed,
packaged,  transported or imported
complementary foods leave a large

ecological footprint as they travel from
farm - or factory - to plate.
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The Tree of Life planet. They give us much of our
food, drink and medicines.

They also give shade, shelter and
building materials for humans,
plants and animals, and provide a
focus to our meeting points. Most
of all, they absorb carbon dioxide,
- thus mitigating the climatic effects
. of greenhouse gas. They also emit
| oxygen, without which there can be
no human life.
Trees charge no fee for all these
services to humankind. Just like the
Tree of Life, every breastfeeding
mother gives her baby
nourishment, fluids and protection
through the thousands of live
immune cells acting as anti-
infective agents. Breastfeeding can
be sustained without any harm to
Mother Earth. For all this the
mother often receives only scanty
recognition, if any. It is proposed
that every breastfeeding mother
should be awarded a golden leaf to
symbolize her contribution to the
health of her baby and the health of
our planet.

In Asia, the Arab countries and many
other regions of the globe, the Tree
Reference

of Life is a powerful image. Trees | ccur A, Gupta A, Dadhich JP Bidla N. (2014)

such as the banyan, the Bodhi, the  Formula for Disaster: weighing the impact of formula

coconut and the date alm and feeding vs breastfeeding on environment, BPNI /
|y IBFAN Asia.

peepal  trees, symbolize the

interconnection of all life on our
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Abstract

Introduction: The Baby Friendly Hospital Initiative (BFHI) is a global program that has been
recently updated and expanded to include mother friendly practices and first hour skin-to-skin
(STS) contact up to the first breastfeed.

Aim: To monitor BFHI implementation in Qena University Hospital (QUH) and Negh Hamadi
Hospital (NHH) to assess the needs for improvement of the Ten Steps of BFHI in these hospitals
and compare with maternity facilities, not exposed to BFHI in Qena governorate in Upper Egypt.
Methodology: A monitoring tool was adapted from the BFHI material for monitoring the program
in QUH and a sample of 90 mothers were interviewed from QUH and NHH and compared to
Qena General Hospital which was not exposed to BFHI training. The monitoring was carried out
by nursing staff from the faculty of nursing in Qena with the collaboration of MCFC and supported
by UNICEF. The results were statistically analyzed.

Findings: There were some improvements in the baby friendly practices, in the trained hospitals.
The mean score of the “revised” Step “4” of the updated baby friendly practices for supporting
early STS during vaginal delivery was highest in NHH (6) and QUH (4.25) but absent in (0.0) in
QGH. The mean score for baby friendly practices in postpartum wards for supporting early
initiation of breastfeeding mothers with normal vaginal delivery was highest in QUH (7) and low
in both NHH and QGH (4.75 and 5.0 respectively). Exposure to bottles or nipples in the three
hospitals in Qena (Steps “6” and “9”) was highest in QGH with a mean score of 4.2 in NHH and
5.25 in QUH. Trained hospitals showed statistically significant higher scores compared to
untrained facilities with regards to all the “Ten steps” that support early breastfeeding in the
postpartum wards (P<0.05), except for not offering bottles and nipples and for neonatal care unit
practices that encourage early and frequent expression of breastmilk and encouraging the mother to
be with the baby to breastfeed (P>0.05).

Conclusions: Overall practices were low and indicate the importance of the presence of an
installed in-service training program or monitoring system at governorate level to ensure
sustainability of the program inputs. The role of the nursing team is integral to providing support to
mothers in these hospitals. We recommend that the nursing department should have its own built-in
training program with ongoing evaluation of skills and practices of their staff to identify their
training needs.

Key words: breastfeeding, breastfeeding, monitoring, skin-to-skin, Ten steps
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Introduction

The World Health Organization
WHO/UNICEF Baby-Friendly Hospital
Initiative (BFHI) was developed to support
the implementation of the Ten Steps for
successful breastfeeding. Since it has been
launched in 1991, over 20,000 facilities
caring for babies at birth have been
designated as Baby friendly. ? The main
aim of the Baby Friendly is to reduce
neonatal and infant mortality and long
term disabilities from chronic disease by
increasing the rates of early initiation with
continued exclusive breastfeeding whilst
protecting mothers and babies from
suboptimal feeding practices and exposure
to infant milk formula. The increasing
hazards associated with the latter have
been well documented and it goes beyond
doubt that depriving infant of mother's
milk and exposure to other milks in the
critical period of growth and development
early in infancy is hazardous to their short
and long term health and well-being as
well as their survival, ®

The practices included in the Baby
friendly have been supported by evidence
that leads to successful continuation
breastfeeding. These begin with educating
women during pregnancy about the
benefits and management of breastfeeding
(step 4), also encouraging mother friendly
practices at birth. The practice that has
been updated in 2006 is to support
initiation of breastfeeding as early as
immediately after birth by immediate
continuous  uninterrupted  skin-to-skin
contact (STS) for one hour during which
the first breastfeed occurs, whilst teaching
mother her baby's readiness to feed (step
4). Next in the postpartum ward, teaching
mothers how to breastfeed and how to
express breastmilk when separated from

20

their babies (step 5) and ensuring that no
other supplements are introduced other
than breastmilk (step 6), keeping the
mother and baby together in one room
(step 7) and encouraging unrestricted
breastfeeds with no restriction on
frequency or duration of the feed (step 8).
Finally ensuring the baby is not offered
any bottles or pacifiers (step 9) and
referring her on discharge to an
appropriate mother support group for
continued breastfeeding (step 10). @

Since the designation of over 125 Baby
Friendly hospitals and health centers in
1995 in Egypt, the BFHI has come to an
agonizing standstill. This has influenced
hospital and birth practices and has caused
the neonatal mortality rates and case
morbidity rates to increase in some
instances. Still substantial improvements
in child health have been achieved.
However neonates admitted to neonatal
care units (NCU) are a challenge, since
many of the violations to the international
code of marketing breastmilk substitutes
occur in the NCU. This may indirectly
responsible for eventually result in rise of
disease and disability in these children
later on in their life. ©

Attempts at making hospitals practices
Baby friendly have faced many
challenges, the most important of which is
sustainability and lack of integration
between services, i.e. obstetric, neonatal
and pediatric services, as hospital and
primary health care practices. ©® The aim
of the current study is to examine the
extent of adherence of the maternity and
neonatal services providers to the Ten
steps one year following an intensive
training program for over one half of the
staff using the UNICEF/WHO 20 hour
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course for promoting breastfeeding in a
Baby Friendly Hospital.

There is a pending need to assist hospitals
around the country to meet the Global
Criteria of the Baby Friendly Hospitals as
a continuum for improving perinatal care
services provided to mothers and babies
and to identify the most suitable strategy
for optimizing their implementation. This
will facilitate the integration of the Baby
Friendly in the accreditation of hospitals.
Hence the aim of this study is to assess the
outcome of training in the two hospitals
targeted by the national program in 2012
on the implementation of BFHI in order to
identify the main challenges facing BFHI
in these hospitals and extrapolate to the
national needs of the country.

Subjects and Methods

This is a cross sectional descriptive baseline
monitoring survey for assessing practices of
health staff working in three separate hospitals;
two of which were exposed to training of their
maternity and pediatric staff, these were
ElQena University Hospital (QUH) and Negh
Hamadi District Hospital (NHH). The training
was conducted in the implementation of the
Ten steps using the UNICEF BFHI 20 hour
course by certified International Board
Lactation Consultants from the MCH
department of the MoH and from the Mother
Child friendly care association. This was
completed in 2011 and 2012. The third
hospital, Qena General Hospital (QGH) was
selected as a control as it was not exposed to
any training and had a high flow rate
comparable with the two other hospitals in the
same governorate.

Logistics and ethical considerations:
Approvals to carry out the study in the QUH
were obtained by official letters from the
Mother and Child Friendly care association
regarding the UNICEF Egypt office funded
implementation of the Baby Friendly in the
hospital. UNICEF had supported MCFC to
train over 250 staff working in the maternity
and pediatrics university hospitals through the
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twenty hour course for promoting breastfeeding
in baby friendly hospitals. Hospital policy was
written and disseminated to all staff and posted
in the pediatric and maternity wards.

Tools: The study included four sets of
questionnaires that were adapted from the
monitoring tool of the UNICEF/WHO material
for monitoring Baby friendly hospitals. The
first set targeted antenatal practices, the second
practices related to virginally delivered
mothers, the third were mothers exposed to
caesarian delivery and the fourth targeted
practices inside the neonatal care unit (NCU).
Sample selection: The study targeted ninety
mother-baby pairs (30 underwent normal
vaginal delivery, 30 underwent cesarean
section and 30 with babies in the neonatal
intensive care unit). Ten mothers from each
group were chosen from each hospital. The
data collectors were local nursing staff from
Faculty of nursing who were trained in the
interview sheet.

The first group were 30 mothers (10 in each
hospital) in the postnatal ward; delivered
vaginally; who were interviewed regarding
antenatal education and antepartum mother
friendly practices as well as postnatal practices
that involve early and prolonged STS between
mother and baby, early initiation of
breastfeeding through first hour STS contact
between mother and baby, rooming-in and on-
demand feeding, exclusive breastfeeding, no
use of bottles and pacifiers. The second group
included 30 mothers delivered by cesarean
section (CS) (10 in each hospital) who were
interviewed about whether they were
encouraged to have a spinal anesthesia, hazards
of having a cesarean delivery of her choice and
whether there was a medical indication for their
section delivery. The third group included 30
mothers whose babies were in the NCU; (10 in
each hospital). They were interviewed about
whether they were admitted to the hospital or
encouraged or allowed to breastfeed or provide
STS care to their baby during their stay in the
unit. Also whether they were instructed to
empty their breasts 6-8 times in 24 hours to
maintain milk flow and production and whether
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they were encouraged to feed their baby by cup
and spoon.

Compilation and analysis of data: the data
was compiled in collective sheets and were
analyzed by frequency distribution (percent)
and presented in tables to represent the
practices covering the global criteria for each
of the Mother and Baby Friendly practices and
also the neonatal care practices according to the
Expanded Integrated Baby friendly Hospital
Update that was released in 2006 and finalized
by UNICEF in 2009. The statistical analysis
was carried out by using ANOVA for analysis
of variance and t-test of significance for
comparing groups using a cut-off value of
P<0.05.

Results
The results are presented in tables 1 to 8. They
were analyzed in accordance to the

UNICEF/WHO Baby Friendly Hospital global
criteria for the Ten steps and the Expanded
Integrated Baby Friendly Hospital Update for
the steps from 3 to 10, mother friendly and
adherence to the international code of
marketing breastmilk substitutes (ICMBMS) as
follows:

Table (1) shows that there was a significant
difference in education in mother and baby
friendly practices during antenatal visits with a
score of 6.0 and 5.5 for hospitals of QGH and
NHH respectively (P<0.05).

Table (2) shows that the mean score of Mother
and Baby Friendly Practices in antepartum
wards for supporting breastfeeding mothers
was highest in QUH (8.5) and QGH (7) and
lowest in NHH (4.0) at P<0.001.

Table (3) shows that the mean score for Baby
Friendly Practices to the “revised” Step “4” of
Updated Baby friendly; for supporting
breastfeeding mothers with normal vaginal
delivery, was highest in NHH (6) and QUH
(4.25) but absent in (0.0) in QGH at P<0.001.
Table (4) shows that the mean score for Baby
Friendly Practices in postpartum wards for
supporting early initiation of breastfeeding
mothers with normal vaginal delivery was
highest in QUH (7) and low in both NHH and
QGH (4.75 and 5.0 respectively) at P<0.001.
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Table (5) shows that exposure to of non-Baby
Friendly Practices in postpartum wards related
to offering supplements or exposure to bottles
or nipples in the three hospitals in Qena (Steps
“6” and “9”) was highest in QGH untrained and
not exposed to BFHI. Individual practices were
significantly different (P<0.001) but overall
mean score for these practices was 4.2 in public
NHH and 5.25 in QUH at P>0.05.

Table (6) shows that practices in postpartum
wards towards operative delivery (CS) tended
to encourage spinal or epidural in 60% being
highest in QUH (70%). However, the education
of the mother about the hazards of CS were low
(26.7%) being highest in NHH (50%%) and
low (30%) in QUH but absent in QGH at
P<0.001.

Table (7) shows that the practice of baby
friendly practices inside the NCUs remain very
low at 3.4 and 2.8 in the trained hospitals in
QUH and NHH respectively and nil in the
untrained hospitals with no significant
difference in all hospitals under study at
P>0.05.

Table (8) shows that the mean score for
prompting exclusive breastfeeding, increasing
awareness of hazards of formula milk and
protecting breastfeeding by abidance to no
promotion or  exposure to  company
representatives  inside  health  facilities
(ICMBMS) was high in all hospitals ranging
from 8.7 in NHH to 8.0 in QUH and QGH.
Finally none of the hospitals adopted a referral
system to mother support groups at P<0.001.
Discussion

The UNICEF/WHO Baby Friendly
hospital Initiative (BFHI) is an undisputed
way to reduce infant mortality and
improve quality of care for mothers and
children. The BFHI has had great impact
on breastfeeding practices. Rates of
increase in the number of ever-certified
Baby-friendly hospitals vary by region and
show some chronological correlation with
trends in breastfeeding rates.
Breastfeeding support in peripartal period
by implementing the BFHI's Ten Steps
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and abiding by the code has been shown to

improve child health and decrease
maternal and infant morbidity and
mortality particularly in low income

countries V. Mother friendly practices
have a similar effect, and support of these
latter practices can significantly increase
breastfeeding rates as shown by other
workers in Egypt. &

The continued growth may reflect the
dedication of ministries of health and
national BFHI groups, as well as
increasing recognition that the Ten Steps
are  effective quality improvement
practices that increase breastfeeding and
synergize with community interventions
and other program efforts. (2

In Egypt the exclusive breastfeeding rates
in hospitals and early initiation rates have
been reported by the national demographic
health survey as being in the range of 40 to
50%.©® This also reflects on exclusive
breastfeeding rates at 6 months which is
around 50%. Studies of hospital practices,
that  influence  the  duration  of
breastfeeding, have repeatedly reported
exclusively breastfeeding in the hospital
extends the duration of exclusive, full, and
any breastfeeding. A positive effect on
breastfeeding duration could also be
shown for full rooming-in, first suckling
within one hour, breastfeeding on demand,
and also practice of pacifier use. !9

The current study we have noted that baby
friendly practices in Qena hospitals is
experiencing many challenges, the most
striking is the poor implementation of the
STS care, exclusive breastfeeding and
other steps related to education prenatally
and teaching mothers techniques and skills
in breastfeeding.

The practice of immediate uninterrupted
first hour skin to skin contact for at least
one hour or up to the first breastfeed was
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poorly understood and it was accepted that
any STS before the first breastfeed would
be accepted, which was highest in the
hospitals exposed to training but
completely absent in those not exposed.
This lowered the overall score for the
governorate to this step to 3. The baseline
score for the governorate in 2008 was 4
for any STS contact before or after the
first breastfeed. Although our results
appeared lower for the governorate they
were still higher for the trained hospitals
and there was a better understanding of
this step in these hospitals. 1

The underlying causes of poor abidance by
practices may be due to the rapid turnover
of staff, lack of staff commitment, lack of
in placed systems that make baby friendly
practices work or simply the lack of
motivated staff or lack of continuous
follow-up of interventions for ensuring
sustainability 79,

Educating mothers to in positioning and
attachment and on how to express milk
and also how to assess baby’s readiness to
feed to encourage on-demand were highest
in QUH giving it a mean score of 7
compared to 5.6 for the governorate as a
whole. There was some improvement in
the mean score when we compared it to
that of the baseline BFHI assessment study
in 2008 which reported a score of 4.1, It
was not different in the public hospitals
whether exposed or not exposed to
training but still higher than the mean
score of the baseline. Practices that did
were not consistent with steps “6” and “9”
were highest in the untrained hospital
(QGH) while it was lowest in trained
pubic hospital. The baseline score for
abiding to steps 6 & 9 in the national
baseline study (2008) was 4 and 6
respectively, giving a mean of 5 which is
consistent with the mean for the current
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findings except that in the trained hospitals
especially in the public hospitals it had
shown some improvement. This is
consistent with the findings of other
workers @ who followed up the outcome
of babies who were delivered in a
hospitals exposed to the 20 hour course,
they noted that practices did improve for
early initiation, exclusive breastfeeding,
rooming in and demand feeding. The
improvement for exclusive breastfeeding
at discharge was from 6% to 11% over the
12 months of the period of the study. This
improvement although significant does not
really reflect effectiveness of training
alone in improving baby friendly practices
and that more effective interventions need
to be done to ensure a change in practices.
Operative delivery presents a barrier to
successful initiation of breastfeeding.
Unfortunately we found that many
mothers requested to do CS and were
unaware of the hazards she and her baby
may be exposed to from such a procedure.
This was highest in in the public hospital
of NHH and lowest in the untrained
hospitals indicating that the mother
friendly component needs to be
emphasized hand in hand with the Baby
friendly for supporting success of the
latter. In Russia, a study carried out in
Baby Friendly hospitals showed that there
were some shortcomings in the BFHs:

frequent use of labor anesthesia;
insufficient placing of newborns on the
mother's abdomen, rooming-in, and

initiating breastfeeding immediately; and a
short length of STS contact (<30 minutes).
The women in BFHs also observed the use
of feeding bottles and dummies, and
experienced some problems with breast
health. They attributed this to the lack of
attention to maintaining adherence to the
criteria of the 10 steps of the BFHI. (1
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Mother friendly practices were
considerably higher in the QUH when
compared to the other two hospitals and
coincided with the high baseline levels
assessed at the start of implementation in
2008. The mean for the three hospitals
when compared to the baseline study in
2008 showed a significant decline from 8
to 4.8. This could be attributed the
significant discrepancy between hospital
practices, hence the importance of
implementation of a program at
nationwide scale rather than in pilot areas
and the importance of integration between

primary and secondary services with
regards preventive services linked to
hospitals.

The attitude towards a comprehensive and
integrative view of both mother and baby
friendly practices is particularly important
and unless maternity staff members are
really convinced of its importance it may
not be sustained. In Australia, despite a
strong support for BFHI, the principles of
this global strategy are interpreted
differently by health professionals and
further education and accurate information
is required. It may be that the current
processes used to disseminate and
implement BFHI need to be reviewed. The
findings suggest that there is a
contradiction  between the broad
philosophical stance and best practice
approach of this global strategy and the
tendency for health professionals to focus
on the ten steps as a set of tasks or a
checklist to be accomplished. 12

Other workers have shown that nurses
who had participated in the BFHI training
were significantly more knowledgeable
about some aspects of exclusive
breastfeeding and had a more positive
attitude, they were also more likely to
employ correct practices for the promotion
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of exclusive breastfeeding. ¥ However
their practices need to be supported and
encouraged by medical staff.

The use of the decision makers course for
medical staff can allow them to become
more committed to the BFH, rather than
enroll them in a 20 hour course that
requires time and which they cannot be
committed to complete. This could be a
future strategy for sustaining Baby
Friendly in hospitals, where medical staff
can receive the one day Decision-makers
course and the nursing staff who is in
direct contact with mothers can receive the
20 hour course.

Although the mean score for antenatal
information delivered to mothers through
hospital based antenatal clinics was higher in
the non-baby friendly hospital, yet difference
was not significant. The higher score might
reflect the superior primary health care services
for ANC linked to the QGH which is centrally
located in the city capital of the governorate.
Overall this score is higher than the score
measured at baseline in 2008 before the
revitalization of BFH national program
increasing from of 4 to a 5.75 which indicates
that the current efforts despite all the
constraints are making some difference. In the
USA, all Missouri hospitals that offer maternity
services were assessed to measure their
compliance with WHO/UNICEF Baby Friendly
Hospital Initiative (BFHI). Representatives
from seventy six hospitals responded to a
telephone  survey relating to  hospital
breastfeeding practices and policies as defined
by BFHI's Ten Steps to Successful
Breastfeeding. No hospital fully supported the
Ten Steps. Compliance with the
WHO/UNICEF criteria varied greatly. The
least support was for Step 1 as only 28% of
hospitals had a written breastfeeding policy that
was communicated to all staff. The greatest
support was for Step 3, 93% of hospitals had
staff who informed all pregnant women of
breastfeeding benefits. They concluded that in
order to increase breastfeeding rates and
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duration, administrators of hospitals that offer
maternity services must be consistently
hammered with the concepts and importance of
the Ten Steps, in order to create a breastfeeding
supportive culture within their institutions 1),
In this study mean score for prompting
exclusive breastfeeding, increasing awareness
of hazards of formula milk and protecting
breastfeeding by abidance to no promotion or
exposure to company representatives inside
health facilities was high in all hospitals
ranging from 8.7 in NHH to 8.0 in QUH and
QGH. It was much higher than the baseline
survey conducted in 2008, indicating efforts to
protect  breastfeeding  were effectively
implemented although the score was lowered
by lack of adequate information delivered
during antenatal education about the hazards of
supplements and artificial milks and animal
milk. However, the Practice of Baby friendly
practices inside the NCUs remain very low
being 3.4 and 2.8 in the trained hospitals in
QUH and NHH respectively and nil in the
untrained hospitals. Hence training did make
some difference in the practice. Also none of
the hospitals adopted a referral system to
mother support groups despite the ongoing
training of community village leaders in
support of continued breastfeeding.

Walsh et al., 1 reported in their study of BFHs
that that staffs' understanding and personal
views are often discordant with BFHI aims.
Perceived difficulties include the accreditation
process, hospital dynamics, and the Ten Steps
implementation plus a bottle feeding culture
and maternal employment that impact upon
continued breastfeeding. They concluded that
upper management support, specific funding, a
dedicated coordinator with "area leaders",
development of a specific breastfeeding policy
incorporating various disciplines and staff,
containing detailed protocols that comply with
the International Code of Marketing of Breast
Milk Substitutes and subsequent World Health
Assembly (WHA) resolutions, are all required.
Staff and mothers require multiple modes of
education to understand the BFHI, including
sponsorship  for  training of lactation
consultants. (1%
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In a recent study workers recommended a tool
for measuring compliance to BFHI and
concluded that a methodology to measure
BFHI compliance may help support the
implementation of this effective intervention
and contribute to improved maternal and child
health ' In Egypt, a pilot monitoring tool for
measuring compliance to the global criteria of
the Ten steps BFHI within hospitals showed
that such tools can motivate staff to improve
their performance and sustain it as it becomes
routine practice rather than implementing one
time training without any follow-up system,
especially in hospitals that do not have an in-
service training policy or system installed in
place. (P Other workers have shown the
importance of administrator's commitment, in-
service training programs and installment of
monitoring systems and integration into quality
management influenced the success of BFHI
impact on the community. 31929 Moreover
other workers have shown that socio-
demographic and cultural factors may be more
important determinants of the duration of
breastfeeding than some of the very specific
hospital practices targeted in the Ten steps to
successful breastfeeding. ?'*? From a public
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Table (1) Comparison of education on Mother Baby Friendly practices in antenatal clinics
for promoting breastfeeding mothers in the three hospitals in Qena

Information

QUH*

NHH**

QGH***

Total

No

%

No

%

No

%

No

%

Benefits of having companion
of her choice at birth

10

16.7

133

Methods of non-drug pain
relief methods during labor

20

13.3

10

16.7

Benefits of holding baby STS
immediately after birth (on
delivery)

133

10

33.3

14

23.3

Importance of keeping baby
with mother from birth to
discharge

30

5

16.7

14

23.3

Total score of hospital based
antenatal information

22

73.3

24

80

46

76.7

Statistical analysis of | X2=

6.263

frequency Anp

value

P<0.05

*QUH: Qena University Hospital, ** NHH: Negh Hamadi Hospital, ***QGH: Qena General Hospital
AQUH was not included in this part of the study; AP: statistically significant

Table (2) Comparison of Mother and Baby Friendly Practices in antepartum wards for
supporting breastfeeding mothers in 3 hospitals in Qena

Practice QUH* NHH** QGH*** Total
No % No % No % No %
Allowed movements & drinks in 24 80 0 0.0 12 40 36 40
first stage
Not separated from her baby 27 90 24 80 30 100 81 85
after birth
Total 51 85 24 40 42 70 39 48.75
Statistical analysis of | X2= 19.711 11.328
frequency P1 value <0.001 <0.01
X2= 10.152
P2 value <0.01
Mean score Mean+SD 8.5+1.3 4+1.7 7+1.7 6.5+2.5
= 4.638 2.987
P1 value <0.001 =0.003
= 4.530
P2 value <0.001

P1: statistically significant difference versus QUH; P2: statistically significant difference versus NHH
*QUH: Qena University Hospital, ** NHH: Negh Hamadi Hospital, ***QGH: Qena General Hospital
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Table (3) Comparison of Baby Friendly Practices to the “revised” Step “4” of the Updated Baby
friendly for supporting breastfeeding mothers with normal vaginal delivery in 3 hospitals in Qena

Practice QUH* NHH** QGH*** Total
No % No % No % No %

STS performed in labor ward up 12 40 12 40 0 0 24 26.7
to first breastfeed
STS performed in postnatal ward 12 40 21 70 0 0 33 36.7
STS done but on second day 15 50 30 100 0 0 45 50
STS assisted by accompanying 12 40 9 30 0 0 21 233
family members
Baby stayed STS for at least 30 12 40 0 0 0 0 12 13.3
minutes or up to first breastfeed
Total 63 42 72 48 0 0 135 30
Statistical analysis of | X2= 24.624 44.266
frequency P1 value <0.001 <0.001

X2= 52.952

P2 value <0.001
Mean score MeantSD 4.25+1.2 6+1.6 0 6.5+2.5

Z= 3.503

P1 value <0.001

P1: statistically significant difference versus QUH; P2: statistically significant difference versus NHH, *QUH: Qena
University Hospital, ** NHH: Negh Hamadi Hospital, ***QGH: Qena General Hospital

Table (4) Comparison of Baby Friendly Practices in postpartum wards for supporting early initiation

of breastfeeding mothers with normal vaginal delivery in the three hospitals in Qena

Practice QUH* NHH** QGH*** Total
No % No % No % No %

Assisted early initiation with first 12 40 21 70 30 100 63 70
hour
Teach mothers to feed to the feeding 12 40 18 60 0 0 30 30.33
cues
Teach mother positioning and 30 100 12 40 30 100 72 80
attachment
Teach mother how to express milk 30 100 6 20 0 0 36 40
Total 84 70 57 47.5 60 100 201 55.8
Statistical analysis of | X2= 28.156 44.266
frequency P1 value <0.001 <0.001

X2= 49.138

P2 value <0.001
Mean score MeanSD 7+1.7 4.7+2.4 5+1.9 5.6+2.25

2= 2.971 3.640

P1value =0.003 <0.001

= 0.389

P2 value >0.05

P1: statistically significant difference versus QUH; P2: statistically significant difference versus NHH, *QUH: Qena University
Hospital, ** NHH: Negh Hamadi Hospital, ***QGH: Qena General Hospital
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Table (5) Comparison of non-Baby Friendly Practices in postpartum wards related to offering
supplements or exposure to bottles or nipples in the three hospitals in Qena (Steps “6” and “9”)

Practice QUH* NHH** QGH*** Total
No % No % No % No %

Do prescribe formula or drinks 12 40 15 50 0 0 27 30
Family member offered 12 40 9 30 15 50 36 40
supplements to newborn
Offer supplements by bottle not | 21 70 24 80 30 100 75 83.3
cup or spoon
Offered/suckled on pacifier 18 60 3 10 30 100 51 56.7
Total 63 52.5 51 42.25 75 62.5 189 52.5
Statistical analysis of | X2= 10.203 19.442
frequency P1 value <0.001 <0.001

X2= 17.113

P2 value <0.001
Mean score Mean+SD 5.25+2.6 4.2+2.13 6.3%+1.7 5.6+2.25

Z= 1.352 1.533

P1 value >0.05 >0.05

Z= 3.911

P2 value <0.001

P1: statistically significant difference versus QUH; P2: statistically significant difference versus NHH

*QUH: Qena University Hospital, ** NHH: Negh Hamadi Hospital, ***QGH: Qena General Hospital

Table (6) Comparison of practices in postpartum operative wards towards cesarean
section in the three hospitals in Qena

Practice QUH* NHH** QGH*** Total
No % No % No % No %

Spinal or epidural encouraged 21 70 0 0 15 50 36 60
Mother informed reason for C- 24 80 21 70 0 0 45 50
Section delivery
C-Section was mother’s choice 12 40 24 80 0 0 36 40
Mothers informed of hazards of 9 30 15 50 0 0 24 26.7
C-section when unnecessary
Total 66 55 60 66.7 15 12.5 141 42.7
Statistical analysis of | X2= 27.795 33.154
frequency P1 value <0.001 <0.001

X2= 46.117

P2 value <0.001

P1: statistically significant difference versus QUH; P2: statistically significant difference versus NHH

*QUH: Qena University Hospital, ** NHH: Negh Hamadi Hospital, ***QGH: Qena General Hospital
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Table (7) Comparison of Neonatal Care Baby Friendly practices for supporting
breastfeeding in the three hospitals in Qena
Practice QUH* NHH** QGH*** Total
No % No % No % No %

Mother allowed to stay with her 0 0 21 70 0 0 21 23.3
preterm in the hospital
Mother taught & practiced STS with 3 10 0 0 0 0 3 0.33
her preterm
Mother expressed 6-8 times 21 70 0 0 0 0 21 23.3
Mother instructed to by staff to 15 50 12 40 0 0 27 30
express her milk
Staff advised assisting preterm to feed 12 40 9 30 0 0 21 23.3
by cup not bottle
Total 51 34 42 28 0 0 93 20.7
Statistical analysis of | X2= 44.744 36.127
frequency P1value <0.001 <0.001

X2= 31.398

P2 value <0.001
Mean score MeanSD 3.4+1 2.8+1.24 0 2.07+1.75

Z= 1.769 4.832

P1value >0.05 <0.001

2= 4.861

P2 value <0.001

P1: statistically significant difference versus QUH; P2: statistically significant difference versus NHH, *QUH: Qena University
Hospital, ** NHH: Negh Hamadi Hospital, ***QGH: Qena General Hospital

Table (8) Comparison of Baby Friendly practices that protect breastfeeding in the three hospitals in

Qena governorate in Upper Egypt

Practice QUH* NHH** QGH*** Total
No % No % No % No %

Information given to pregnant about hazards of | 0 0 18 60 12 40 30 50
supplementary feeding
Exclusive breastfeeding or breastmilk fed | 18 | 60 | 30 | 100 | 30 | 100 | 78 | 86.7
practiced from birth
Mother protected from direct contact with | 30 | 100 | 30 | 100 | 30 | 100 | 90 | 100
representative from formula milk company
Total 48 80 78 86.7 72 80 198 | 789
Statistical analysis of frequency X2= 17.314 13.691

P1 value <0.001 <0.001

X2= 2.763

P2 value >0.05
Mean score MeanzSD 8+2 8.67+1.5 8+1.72 8.2+1.77

z= 2.207 0.137

P1 value =0.027 >0.05

z= 1.491

P2 value >0.05

P1: statistically significant difference versus QUH; P2: statistically significant difference versus NHH, *QUH: Qena University
Hospital, ** NHH: Negh Hamadi Hospital, ***QGH: Qena General Hospital
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Impact of Iron Supplementation to Pregnant Women on
Infant Growth at Six Weeks of age
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Abstract
Background: Pregnant women and infants are at high risk of development of iron deficiency because
of their increased iron requirements. It is still controversial whether iron supplementation should be
recommended for all pregnant women and whether it may increase risk or improve growth outcome of
the offspring.
Aim: To study the effect of iron supplementation to pregnant women during the third trimester on the
birth outcome and the growth of their infants at six weeks of age.
Methods: This is a longitudinal cohort non-randomized experimental case-control study that included
sixty pregnant women with normal hemoglobin (Hb) or with mild anemia conducted on two cohorts
assembled from two health facilities in Benha. One half (30) received continuous daily iron
supplements (30mg/day) throughout the third semester while the other half received placebo. All
pregnant women received education about nutrition and optimal breastfeeding postpartum practices to
encourage early initiation and exclusive breastfeeding. Blood samples were collected from mothers in
the 3rd trimester, and from babies at birth and 6th week postpartum to measure Hb and red cell indices.
Anthropometric measurements for infants’ weight, length and head circumference were done biweekly
and interpreted using the WHO international growth standards (IGS) and local Egyptian standards
(EGS).
Findings: At six weeks of age body weight and supine length of babies of iron supplemented mothers were
significantly higher than babies of mothers on placebo but not head circumference. Underweight (below -
2SDS) was doubled by the use of IGS in the supplemented group from 33.3% to 66.7%. Stunting (below -
2SDS) increased by 4.5 times in the supplemented group from 10% to 46.7% using the IGS and from 3.3%
to 50% using the EGS. None of the babies were large-for-dates at birth or overweight at six weeks. There
was no significant difference in cord blood hemoglobin (Hb) and red cell indices between both groups.
However the difference became apparent at 4 weeks of age as Hb levels and rec cell count rose to
significantly higher levels among infants of iron supplemented mothers.
Conclusions: Iron supplementation to pregnant mothers has a significant role in improving growth rate
of their infants but exposed them to hemoconcentration.The IGS are more sensitive in detecting
underweight, while the EGS are more sensitive in detecting stunting in the neonates. We recommend
that mothers who are iron deficient should be treated by supplements on regular basis while those
without iron deficiency can receive intermittent supplementation; this is in-line with the recent WHO
recommendation.
Key words: iron supplementation, pregnancy, breastfeeding, antenatal education, infant growth

Introduction middle-income countries are thought to be
Iron deficiency is the most common cause of  anemic. Anemia contributes to 20% of all
anemia worldwide and, according to the maternal deaths and is also linked to
World Health Organization, affects over 2  increased maternal morbidity, higher rates of
billion people: half of all pregnant women preterm birth and low birth weight, and
and 40% of preschool children in low- and reduced infant survival, with potential long-
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term consequences for child growth and
development. ' Adequate  maternal
micronutrient status is especially critical
during pregnancy and lactation. Iron
deficiency is probably the most common
nutritional disturbance in the world. At the
highest risk, irrespective of economic status,
are women at the reproductive age-
especially those who are pregnant. ® One of
the important issues in this regards is the
importance of recognizing the continuum of
maternal micronutrient status from the
preconception period through lactation, and
of fetal and infant dependency on adequate
maternal status through this time. ® Multiple
micronutrient deficiencies are likely to be
contributors to poor pregnancy outcomes
and infant development. @

The main cause of multiple micronutrient
deficiencies is probably attributed to poor
quality diet, often due to an inadequate
intake of animal source foods (ASF)
especially in developing countries. Women
who avoid meat and/or milk in wealthier
regions of the world are also at higher risk of
micronutrient depletion during pregnancy
and lactation. Diseases such as malaria, and
infection with intestinal parasites, also
impair status and alter the metabolism of
multiple micronutrients. © Moreover, in
pregnancy and/or lactation, the requirements
for most nutrients are higher, increasing the
risk of inadequate intake. Several
micronutrient  deficiencies are  well
established to be contributors to abnormal
prenatal development and/or pregnancy
outcome. These include folate, iron, and
iodine deficiencies. ©

Many studies indicated that routine iron
supplementation during pregnancy may have
beneficial effects on pregnancy outcome.
Severe anemia in pregnancy may have
adverse effects for the newborn and should
be treated or prevented early in pregnancy.

34

@8 Supplementation with iron is generally
recommended during pregnancy to meet the
iron needs of both mother and fetus. Iron
supplementation may improve pregnancy
outcome when the mother is iron deficient.
However, it is also possible that
prophylactic ~ supplementation may be
harmful in non-anemic mothers, increasing
the risk of preterm delivery and impairing
child development. (%19

The controversy has therefore stimulated us
to study the effect of iron supplementation
to pregnant women in the third trimester of
pregnancy on the outcome of growth and
development of their infants at 6 weeks of
age.

Subjects and Methods

This study is a longitudinal follow up cohort
study. It was done in Benha University hospital
and a privately owned hospital of Prof. Samy
AbdelAzim. Sixty women were selected in the
third trimester of pregnancy and were allocated
into two groups according to their iron
supplementation. They were exposed to antenatal
education in nutrition during pregnancy and
information about the benefits of exclusive
breastfeeding and postpartum practices that lead
to early initiation and exclusive breastfeeding in
the early weeks and months of life. The sixty
mother infant pairs were included in this study.
Sample was non-randomized as an experimental
case control. They included 60 pregnant women
that became 60 mother infant pairs that were
classified into: Group 1: 30 mother-infant pairs
of iron supplemented mothers. Group II: 30
mother-infant pairs of women who did not
receive iron supplementation during pregnancy.
The inclusion criteria included primigravida and
multigravida (< 3 with interval not less than 2
years), women in their third trimester with mild
anemia (10-11 gm/dl) or normal Hb, otherwise
normal healthy mothers with no chronic disease
or complications during pregnancy or delivery.
Exclusion criteria included those who developed
any complications late in pregnancy or at
delivery and mothers with severe and moderate
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anemia (Hb < 9 gm/dl) as well as those who had
preterm deliveries. Tools: Interview forms were
designed to interview women during pregnancy
and follow them up after delivery. Interviews
were carried out by direct person-to-person by a
physician investigator. The questionnaires
covered information about pregnancy including
prenatal visits (number, paid or not paid), iron
prescription  (start of intake, dose, and
complication), diet assessment; during delivery;
mode of delivery, paid or unpaid, attendant at
birth, duration of stay at hospital. During follow
up amount of bleeding (number of packs per
day), duration of bleeding, return of menses and
mode of contraception and breastfeeding
practices.

Growth assessment included anthropometric
measurement of weight; to nearest gm. Length; to
nearest mm, occipto-frontal circumference to
nearest mm and monitoring on growth charts.
The measurements were taken: At birth, at two
week, at 4 weeks and six weeks of age and
interpreted by plotting using the Egyptian and
WHO growth curves for weight-for-age, length-
for-age and head circumference for age. ©- 19
Blood samples were drawn at birth and at 2, 4
and 6 weeks and analyzed for hemoglobin in
gm/dl, red cell count (RBC), hematocrit (Hct) in
percent, mean corpuscular volume (MCV) and
mean corpuscular hemoglobin concentration
(MCHCO).

Administrative and ethical considerations: An
official permission to conduct the study was
obtained by the researcher from the head of the
gynecological department of both hospitals. The
inclusion in the study was voluntary and
information about the aim of the study was
explained in a local language to each
participating woman and an informed consent
was obtained from her to use the data collected in

this study while maintaining privacy and
confidentiality.
Statistical analysis: Obtained data were

presented as mean+SD, ranges, numbers and
ratios. Results were analyzed using Wilcoxon
ranked test for wunrelated data (Z-test) for
comparison between studied subjects categorized
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into groups of intervention and non-intervention
and analyzed using percent distribution and Chi-
square test (X2 test) for comparisons between
groups. Statistical analysis was conducted using
the SPSS (Version 15, 2006) for Windows
statistical package. P value <0.05 was considered
statistically significant.

Results

Tables (1, 2 and 3) shows that there was a
statistically significant higher body weight gain
and increase in the supine length of infants, but
not in head -circumference in the iron
supplemented  mothers during pregnancy
compared to those who were not supplemented,
at P<0.05.

Tables 4 and 5 show that underweight and
stunting were significantly higher in the non-
supplemented group, although overall the sample
was from a poor area. Underweight was prevalent
in twice as much using the IGS and stunting was
five times higher in the non-supplemented groups
using the local growth charts.

Charts 1,2 and 3 show that at birth there was no
significant difference in cord hemoglobin, red
cell count RBCs, hematocrit, MCH, MCHC
levels between newborns of iron supplemented
mothers and those of non-supplemented mothers,
but the difference became significant at 4 weeks
of age with significantly higher levels among the
infants of the iron supplemented mothers.

Discussion

Iron deficiency is the most prevalent
nutritional disorder worldwide, especially
in developing countries. It occurs when
iron absorption does not equal iron
requirements plus iron loss. Because iron
requirements are especially high among
pregnant women, infants, young children,
and adolescents, these groups run a high
risk of iron-deficiency anemia.

This study showed that pregnant women
who received routine iron supplementation
during the third trimester of pregnancy had
newborns with a statistically significant
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higher birth weight compared to those who
did not receive supplementation (p<0.001).

Similar findings were reported by other
workers 'V who found that mean birth
weight was higher by 108 g (P = 0.03), and
the incidence of preterm delivery was lower
8% -14%; P = 0.05) in the 30 mg daily
supplemented group compared with the
control group. One possible explanation is
that iron deficiency among pregnant women
has been shown to reduce the oxygen supply
to the fetus, cause intrauterine growth

retardation, and increase the risk of
premature delivery and reduced birth
weight. Thereby iron supplementation

encourages more oxygenation and thereby
enhancing the growth of the fetus.

It is possible that iron supplements may be
preferentially transferred to the placenta and
fetus, thus contributing to higher birth
weight rather than to higher maternal iron
stores as transfer of iron to fetus depends on
level of hemoglobin in placenta. (!9

Another explanation is that the increase
transfer of dietary iron to the fetus may be
related to changes in the expression of
placental iron transport proteins. It has been
shown that increased fetal iron demand or
maternal iron insufficiency is related to both
an increase in the expression of placental
transferrin  receptor on the syncytio-
trophoblast and an increase in the expression
of the ferritin receptor in the placental
microvillus membrane. 19

Expression of the endosomal membrane iron
transporter, divalent metal ion transporter,
has also been shown to be involved in the
transfer of iron from the syncytio-
trophoblastic endosome into the cytoplasm.
Moreover, placental iron regulatory protein
1 activity has been directly related to
transferrin ~ receptor messenger RNA
concentrations in human placenta, and
expression of this protein has been found to
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be related to the iron content of the placenta.
(14)

Iron supplementation from 28 weeks
gestation did not influence the development
of anemia but increased birth weight by 206
grams and lowered the incidence of low
birth weight infants from 17% to 4%.
Preterm delivery incidence was not affected,
perhaps because supplementation was not
started early enough in pregnancy. 7

This current study showed that there was a
statistically ~ significant effect of iron
supplementation on growth in supine length.
Although head circumference was somewhat
higher in the supplemented groups yet the
difference was not statistically significant.
This is similar to the findings reported by
other workers. (1®

In this study we interpreted our findings
using two different standards of growth
namely the local national (Egyptian growth
standards) ‘D and the international World
Health  Organization (WHO) growth
standards. '» We found a higher percent of
infants below 3" centile when plotted on the
(WHO) growth Charts compared to those
plotted on the national growth charts. This is
most probably related to the cohort group
used in the development of the growth
charts, in which the pregnant women in one
set probably the international WHO growth
standards were assumedly not iron
supplemented.

In our study we found that iron supplements
increased  hemoglobin  levels  during
pregnancy that were maintained during the
postpartum period, although they were
exposed to adequate dietary intakes, even in
women who enter pregnancy with adequate
hemoglobin level. Similar findings were
reported by others. ¥ One possible
explanation is that the amounts that can be
absorbed from an optimal diet are still less
than the iron requirements in later pregnancy
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and a woman must enter pregnancy with
adequate iron stores if she is to meet her
requirements fully.

The risk of postpartum anemia was greatest
in those who were anemic in pregnancy;
49% of women who were anemic in the
third trimester developed anemia postpartum
compared with 21% who were no anemic.
(18

Iron deficiency anemia frequently develops
in pregnancy which indicates that the
physiologic adaptations are often insufficient
to meet the increased requirements. ' As a
result, iron  supplementation  during
pregnancy is a common practice throughout
the world.

In this study iron supplementation to
pregnant mothers was found to have a
significant role in improving child birth
outcome with regards duration of gestation
as shown by the statistically significant
higher gestational age in the supplemented
group than non-supplemented group. Similar
findings were reported by workers from
Zimbabwe 7. Also Scholl, ?® found that
iron deficiency anemia is associated with
over two fold increase in the risk of preterm
delivery. Other workers @V found that low
hemoglobin was associated with an
increased risk (5%-79%) of small for
gestational age (SGA) births, but not with
preterm delivery.

Hence, routine iron supplementation during
pregnancy seems to be a safe strategy to
prevent maternal anemia, particularly in
developing countries. These countries have
traditional diets that do not provide adequate
iron, also the high prevalence of malaria and
other infections which are endemic increase
the loss of iron.
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Table (1) Comparing outcome of iron supplementation during pregnancy on neonate mean birth weight
and subsequent weight in kg at 2,4 and 6 weeks in group I (iron supplemented) and group II (not

supplemented) in mean and standard deviation (SD)

Study group Group I Group IT T p*
(n=30) (n=30)
Weight(kg) ‘mean +SD mean +SD
Birth (B) 3.37 +0.27 2.94 + 0.16 7.5 <0.001
2 weeks (w) 3.47 +0.28 3.03 +0.14 7.69 <0.001
4w 3.56+0.3 3.13+0.14 7.11 <0.001
6w 4.68 + 0.34 4.24 + 0.16 6.41 <0.001

*Cut off value for statistical significance is P<0.05 .

Table (2) Comparing outcome of iron supplementation during pregnancy on mean birth length and
subsequent supine length in cm at age 2,4 and 6 weeks in group I (iron supplemented) and group II (not
supplemented) in mean and standard deviation (SD)

Study group Group I Group II t-test value *P value
em) (n=30) (n=30)
by age in weeks Mean +SD Mean +SD
Birth 48.43 + 1.36 4747 + 1.11 2.99 <0.01
2w 50.28 + 1.45 48.7 + 0.9 5.04 <0.001
4w 51.78 + 1.26 49.96 + 0.87 6.51 <0.001
6w 52.78 + 0.99 51.1 + 0.79 7.27 <0.001

*Cut off value for statistical significance is P<0.05.

Table (3) Outcome of iron supplementation during pregnancy in relation to birth head circumference
and subsequent increases at 2, 4 and 6 weeks in group I (iron supplemented) and group II (not

supplemented)
Study group Group I Group II t-test *P
(n=30) (n=30)
HC (cm) b Mean +SD Mean +SD
weeks
Birth 36.33 + 0.8 36.17 + 0.95 0.71 >0.05
2w 37.37 + 0.76 37.08 + 0.85 1.39 >0.05
4w 38.08 + 0.46 37.85+0.75 1.28 >0.05
6w 38.67 + 1.05 38.7 + 0.46 0.14 >0.05

*Cut off value for statistical significance is P<0.05 .
Table (1) Comparing Age-for-weight (A/W) of 6 weeks aged infants of mothers who were iron

supplemented versus those not supplemented during pregnancy, using the national and WHO growth

standards

Group I
(iron supplemented)

Group II

(non-supplemented)
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(n=30) (n=30)
Weight at 6th weeks Egyptian WHO Egyptian WHO

N % N % N % N %

<3rd centile 0 0 10 333 0 0 20 66.7

3rd -25th centile 16 53.3 16 53.4 28 93.3 10 333
25th 50th centile 9 30 4 133 2 6.7 0 0
50th-75th centile 0 0 0 0 0 0 0 0
75th -97th centile 5 16.7 0 0 0 0 0 0

Table (2) Comparing Age-for-length (A/L) of 6 weeks aged infants of mothers who were iron
supplemented versus those not supplemented during pregnancy using the national and WHO growth

standards

Group I Group II
(iron supplemented) (n=30) (non-supplemented)
(n=30)
L/A centiles at age 6 weeks Egyptian WHO Egyptian WHO
n % N % N % n %
<3rd centile 1 33 | 3 10 15| 50 | 14 | 46.7
3rd -25th centile 12 | 40 | 26 | 867 | 14 | 46.7 | 16 | 53.3
25th 50th centile 15 50 1 3.3 1 33 0 0
50th-75th centile 2 6.7 0 0 0 0 0 0
75th -97th centile 0 0 0 0 0 0 0 0

Chart (4) Mean Hb among iron supplemented (group I}
not supplemented (groupll)

Birth 2 weeks

4 weeks

——groupl = group Il

6 weet
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Chart (5) Mean RBCs among iron supplemented (group
1) & not supplemented (groupll)

Birth 2 weeks 4 weeks 6 weeks

——groupl  —=group i
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Chart (6) Mean Ht among iron supplemented (group I) & Chart (8) Mean MCH among iron supplemented
not supplemented (groupll) (group 1) & not supplemented (groupll)

Birth 2 weeks 4 weeks 6 weeks Birth 2 weeks 4 weeks 6 weeks

—~—group | —=group I ——group | _—=group Il

Antenatal education in breastfeeding and child birth practices is pivotal to successful
breastfeeding and child health and survival
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Prof. Dr Ne.mat-Foad,
writer and defender of
Egyptian heritage. Authors of 40 books including “To my children” which she completed over 20

years and was translated into English.
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Abstract

Background: Breastfeeding saves lives by preventing death from serious diseases. However exclusive
breastfeeding remains low especially in rural Upper Egypt (UE). Hence it is important to understand
the beliefs and traditional practices that impact UE women’s infant feeding decisions in order to
appropriately support these women to breastfeed.

Aim: To identify the root causes that lead to the poor child survival indicators in rural UE in relation to
breastfeeding practices and the effect of training district health supervisors in influencing these beliefs.

Methods: This is an observational ethnographic study of the 11 districts of Sohag in UE that explored
misbeliefs and practices related to breastfeeding from supervisors of community women leaders (CWL)
experiences who were exposed to a trainer of trainers in Mother Support groups (TOT-MSG) who were
exposed to the adapted WHO/UNICEF community training modules in breastfeeding. Data from the 30
recruited SCWL were analyzed using the problem solving and operational research methodologies. A
pre-posttest was done to identify the gaps and needs for retraining.

Findings: The root causes that lead to inexclusive breastfeeding are the traditional misbeliefs about
breastmilk and the need for supplements that are regularly offered by family members and health staff.
These include “Laban Nakad”, “Moshahara”, Kabsa”, the breast that brings “joy” and the other that
brings “misery” that breastfeeding weakens the mother and separation of baby from mother after birth,
need for supplements because colostrum is never “enough” and that milk come on the third day only
and that mothers need to restrict the feeds and pump their milk on the third day. Training improved
their knowledge by 40%, but the main gaps were related to the Code and to expressed milk.

Conclusions: The identification of local beliefs assists to tailor training to the needs of the audience
and assist trainers to address their local problems. More emphasis is needed for training in how to
change cultural misbeliefs and malpractices that interfere with successful breastfeeding and place the
babies at risk of early death.

Recommendations: CWL can prove to be an influential tool in improving community practices and
health facility practices in breastfeeding through institutionalization of Mother Support Groups.
Training in changing behavior and managing conflict of values should be designed to meet the needs of
women working within the community. Finally the institution of a supervisory system at district level
based on problem solving and quality improvement projects that involve both the CWL and the health
team may be very beneficial in influencing change based on community self-assessed needs.
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Introduction

Infant mortality rates (IMR) in Egypt have
decreased significantly over the past 3
decades by one half mainly due to efforts of
the MCH department in the Ministry of
Health (MoH) to control common
childhood illnesses especially diarrhea and
acute respiratory illness and improve access
to perinatal care. () However neonatal MR
decreased by one third. Both MR and NMR
are highest in Upper Egypt (UE) rural areas
and lowest in Urban Lower Egypt by 2 to
3times. @ This wide inter-regional gap
within the country calls for action and more
diligent understanding and focus on these
areas and an intensified understanding of
the risk factors they are exposed to.

Improving early breastfeeding practices
especially the timely breastfeeding (within
the first hour), first hour skin-to-skin (STS)
and exclusive breastfeeding rates in the first
few days of life and for the first 6 months
remains a challenge. Trends over the past
few years have shown little improvement in
the former three practices, but the latter
fourth practice has doubled (exclusive
breastfeeding for the first six months). G4
Success in the latter practice has mainly
been due to the strengthened supervisory
system in primary health care, monitoring
of indicators and integration of vertical
programs through the national integrated
childhood health (IYCF) of the World
Health Organization. ©

Based on the Global strategy of Infant &
Young Child Feeding (GIYCF) of WHA,
the World Health Organization (WHO) and
UNICEF recommend exclusive
breastfeeding from birth to six months of
life and continued breastfeeding with
adequate complementary feeding for two
years or more. @ However, exclusive

a4

breastfeeding rates are low, especially in
the low income countries, and decline
dramatically following birth and at six
months are reported as being less than 20%.
2D Also incomplete breastfeeding, i.e.
early discontinuation before two years are
high and carry many ill consequences for
babies and mothers. ® Breastfeeding has
many benefits for the baby and the mother.
Many studies have shown how community
traditions and beliefs can interfere with the
success of breastfeeding. Cultural aspects
influence breastfeeding practices to a great
extent and this differs from one country to
another and even within the same country
these practices may show regional
disparities. ©-1?

UNICEF and WHO in the joint statement
for ensuring success of breastfeeding
initiation and continuation have agreed on
the importance of the Ten Steps to
successful breastfeeding. 3 These steps
have become the basis for the Baby
Friendly Hospital Initiative (BFHI),
supported by the evidence in the literature
that supports each one of these steps;
however health facility practices have
presented a challenge to many countries
including Egypt. Success in
implementation has changed little over the
past two decades. 1139 Of these steps,
steps 3 and step 10 can be implemented in
the community and can influence how
practices related to steps 4,5,6,7,8 and 9 are
implemented once family centered
maternity care (FCMC) is integrated with

the BFHIL. (9. Changing practices is
difficult, especially when they are
instigated by deep rooted beliefs and

traditions that influence the culture of
breastfeeding practice. 1617
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The aim of this study is to conduct an
ethnographic study of the 11 districts of
Sohag in UE for exploring misbeliefs and
traditional =~ malpractices  related  to
breastfeeding from community women
leaders (CWL) experiences who were
exposed to a trainer of trainers in Mother
Support groups (TOT-MSG) aimed at
training and monitoring local Raedat to
support women in breastfeeding from
pregnancy and throughout breastfeeding.

Subject and Methods

We recruited 30 WCLs who included
supervisors of the local Raedat working in each
district and supervisors of the local women club
centers in the health centers in the villages
dispersed in the 11 districts of Sohag in Upper
Egypt, with 2-5 women from each district. Each
supervisor meets with her local CWLs (Raedat)
coming from the villages in their district to
follow-up their duties in their area which consist
of home visits and local seminars in the women
clubs in each health center affiliated to the a
village or number of villages. The purpose of
the current training was to prepare them to train
their local Raedat on conducting Mother support
groups, with which the same woman would
register in the support group and be encouraged
to come back to the support group over the
period of her pregnancy and breastfeeding
period. Women, who regularly attend these
groups and successfully breastfeed exclusively
for six months and up to 2 years with foods,
would be entitled to become a peer support
counselor for other mothers. The success of the
Raeda would be assessed by the number of
initiated mother support groups (MSG) and the
number of other mothers who have become peer
counselors and are working in this same line to
encourage and support other mothers in their
social network.

The Raedat were recruited through the Family
Planning sector of the Ministry of health, hence
the focus of their work was on reproductive
health, hence this was an opportunity to
integrate the Baby Friendly practices with
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reproductive health for strengthening both
programs and applying the concept of expanded
integrated BFHI update.

The pilot study involved the following steps:

First: Devising the follow-up forms and adapted
training modules based on the WHO Integrated
Infant and Young Child Feeding (IYCF) and the
UNICEF Baby Friendly 20 hour course for
promoting and supporting breastfeeding by
Baby Friendly hospitals.

Second: Conducting the 3 day training
workshop in which the 30 participants (Raedat
Supervisors and heads of Women clubs) were
exposed to a pretest of 20 MCQs and open-
ended questionnaires to identify the most
common and prevalent beliefs, practices and
difficulties that face breastfeeding in their region
and the type of support that women in their
region can access in breastfeeding. They were
then exposed to a post-test to assess change in
knowledge acquired about breastfeeding
practices. The training used the adapted course
for Community support leaders in perinatal
breastfeeding support.

Third: Analysis of the results of the pre- and
post-tests to assess the change in practice.

Fourth: An in-depth qualitative analysis to
identify the traditions, practices and support
given to mothers using brain storming and
prioritization methods followed by using
problem solving quality improvement tools for
the identification of root causes of malpractices,
misconceptions and misbeliefs: the Pareto chart
and further analysis by categorization using the
“Fish bone or cause effect diagram” to identify
root causes.

Fifth: Discussion of the results with influential
officials in the central Ministry of Health with
the MCH department and Family Planning
sector using more problem solving quality
improvement tools to identify the most effective
means of addressing support programs that can
change and solutions based on acceptability (
<l Jaill), accessibility (R8\SeY) ), affordability
(costail<ll ) impact( £l and time (<851 .

Results
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The results by phase of implementation were as
follows:

Table (1) shows the pre-post test results of
change in knowledge acquired about
breastfeeding of the women Village Community
Women Leaders by District. The overall
improvement after exposure to training was
41.2% with an increase from 26.1% in the
pretest to 67.3% in the post-test score. By topic
of training the highest improvement score was
in step 8 of the Ten steps in recognizing signs of
readiness to breastfeed, identifying and
managing breast and nipple difficulties and
counseling skills at an improvement score
increased by three times. While topics related to
step 5, how breastfeeding works and follow-up
support, their post score was double the pre-
score. The family planning score was originally
at 62 and increased to 100% at the end of the
training. But the items of code and breastfeeding
protection was down scored, since this was not
discussed with them as it was regarded a
difficult topic to discuss, but apparently there is
aneed to cover more intently.

Table (2) shows lists the common
misconceptions in Sohag related to breastmilk
as mentioned by the Village Community
Women Leaders by District. These were mostly
myths rather than misconceptions, in which the
traditional community would carry along
generations that a women’s milk becomes no
good when she is in grief, or that her milk stops
when exposed to the evil eye or that some
women in some families just don’t have milk or
that some mothers have thin milk. The first two
myths were the most commonly mentioned
(40.7% and 21.9% respectively). But it was
expected that when mother’s milk was not
enough that she must resort to supplements of
cow’s milk. This appeared the critical pathway
for resolving these problems rather than
resorting to relactation or use of another nursing
mother. Although breastfeeding up to two years
is mentioned in the holy text of Moslems and
the Bible as a desirable practice for getting
optimum benefit to mother and child, yet
because this is associated with sisterhood or
brotherhood so may interfere with marriage,
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hence people are reluctant to practice it on
routine basis.

Table (3) lists common misconceptions in
Sohag related to the baby whereby babies were
offered herbal drinks in 48.4%, pacifiers to sleep
in 19% and formula milks in 16%, that sleep
nourishes baby. The most serious was to stop
breastfeeding if baby develops diarrhea and not
to bathe baby except after one week.

Table (4) demonstrates the common
misconceptions in Sohag related to the practice
of breastfeeding mentioned by the Village
Community Women Leaders by District. It
shows that the most common malpractice (on
behalf of the mothers) related to the practice of
breastfeeding was based on the misconception
that breastfeeding weakens and drains women
(22.6%) and that there is no breastmilk in the
first three days of life (12.9%). Eventually when
the milk comes —milk needs to be pumped out
(19.4), moreover, mother needs to limit her
feeds and feed baby by schedule. There is
preference to feed on one side as there is a
breast that gives joy and another that makes the
baby sad. Moreover, if a mother develops a
fever or is any medication, she should stop
breastfeeding. Other practices as washing
breasts before every feed, and using
breastfeeding as a contraceptive method or
eating certain foods that can help baby relieve
the colics, emphasis on intake of liquids to
increase milk were also common practice. Most
of these practices have their origins from old
obsolete medical practice, indicating the role
practitioners who are of the older generations on
influencing breastfeeding practice.

Table (5) presents the common malpractices
related to health workers in Sohag as
mentioned by the Village Community Women
Leaders by District. The commonest was sugary
fluids, prescription of drinks by doctors and
giving glucose water by nurses in 37% , 15%,
and 11% respectively giving a total of 63% who
are offered replacement feeds and deprived of
colostrum. This is in addition to the doctors who
prescribe milks at any time which raise the
prelacteals and supplements given or prescribed
by health workers at birth to 70%. Other
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common practices related to health facility
included separating the baby at birth (11.1%).
Also giving routine IV fluids to the mother at
birth, delaying the feed of a mother who is
delivered by cesarean and offering bottles to
babies (at 3.7% for each). The practice of
advising nipple preparation is still advised by
health workers at 3.7%. While the practice of
still advising mothers to stop breastfeeding was
mentioned in 3.7%.

Table (6) identifies 20 common difficulties
facing Breastfeeding women in Sohag as
mentioned by the Village Community Women
Leaders the most common of which was cracked
nipples in 24%, refusal to feed in 17%, breast
engorgement in 11% and postpartum depression
(7%). Flat, absent or inverted nipples accounted
for another 19%. Other concerns were related to
fussy baby (4%), not enough milk (3%), oral
thrush (2%), cleft lip (1%), and abnormal palate
(1%), jaundice (1%) which account to 12% due
to baby related difficulties. Other less common
conditions in the mothers included maternal
disease or mother on medications (4%), breast
pain during breastfeeding (1%), working mother
(1%) or first time mother who is unable to care
for the baby or too afraid to have the baby touch
her (1% each), which accounted for 15% of the
breastfeeding concerns from maternal related
causes.

Table (6) lists the most preferred support
person in Sohag who provide support to the
mother as mentioned by the Village Community
Women Leaders. The mother of the woman
giving birth was the top most preferred
supporter to the mother during breastfeeding in
22.9% and mentioned as first order in 60%
followed by the Raeda in 16%, mother in law in
8%, husband in 8% and doctor in 4%. The sister
was the second most preferred support network
in 20.69%, the mother-in-law came third at
17.24% and husband fourth at 9.19%. Other
important support social networks were the wife
of the husband, the community leader, the nurse,
and other close older family member as aunt
from mother’s or father’s side. Least was the
sister in law at 2.3% or the doctor at 2.3%. It
appeared from the discussion that mother

a7

resorted to the support from the closest, oldest
or most experienced family member who was
either in the same house (extended family
member) or close to her.

Analysis using the problem solving tools of
Quality management:

By brainstorming and prioritizing for the most
common misconceptions and practices and by
using he Pareto chart 38 causes were mentioned
the 7 (20%) that formed 80% of the problem and
interfere with breastfeeding, can thereby
influence the solution of 80% of the problem
were Drinks of Carawy & Yansoon after birth
immediately to baby to clean baby’s gut and
mother being told that she should not breastfeed
her baby the grief milk “laban Nakad”, giving
baby sugary drinks and glucose, mother
weakened by breastfeeding, mother needs to
pump her milk on the third day, “Moshahara”
when visitors see mother breastfeed, doctor
prescribing baby drinks . Since most of the
women in the postpartum period have
postpartum depression or baby blues, hence
many of the women will not be allowed to
breastfeed her baby ‘“Laban Nakad”. This is also
supported by the other misconceptions that
mention that mother has no milk in the first
three days or it is not enough or that it only
comes after the third day or that it is thin and
that baby should therefore be given supplements
in this period.

By categorizing the causes that result in low
early breastfeeding rates are shown in tables
2,34 and 5. They are cause related to baby, to
mother’s milk, to breastfeeding practice and to
health facility practice (we included maternal
causes with breastfeeding practice as they were
very much linked). The root causes identified in
the category of breastmilk was Laban Nakad”
mentioned by 8 of the 11 districts (73%)
followed by “Moshahra” mentioned by 4
districts (36%). The districts that mentioned
both these traditional beliefs were Dar-ElSalam,
Minshah, Bilinah, Sakolta which are the districts
with highest levels of illiteracy and school drop
outs (CAMPAS, 20012). Hence the root causes
may be related to the poor education. Root
causes of baby was offering the herbal drinks
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mentioned again by 8 of the 11 districts (73%)
followed by offering pacifiers for the baby to
sleep especially that sleep is believed to help the
baby grow, also that formula feeding fattens
baby. In the category of the breastfeeding
practice and maternal factors, the root cause
identified was that breastfeeding weakens
mother and that mother does not need to
breastfeed in the first 3 days or breastfeed less
and otherwise pump her milk when it is too
much, hence breastfeeding practice is not
intensified in the early period that interferes
with milk production and milk flow. The fourth
category was health facility related whereby 8 of
the 11 districts mentioned offering of sugary
water, glucose or drinks as supplements early
on.

The outcome of such practices are seen are in
the common difficulties that face the
breastfeeding mother which were mainly breast
engorgement and cracked nipple, both of which
are related to the above mentioned poor
practices as shown in the flow chart (critical
pathway) analysis below.

By analyzing the above findings by a critical
pathways, we can assume to say that as a result
of the prevailing myths in the Upper Egypt
women, mostly among illiterate women, the
doctors, who have no skills of counseling,
would prescribe supplements to the baby that
was prevented from breastfeeding by his
surrounding community. We cannot say whether
the doctor is pressured to do this or whether he
finds himself driven by the traditional practices,
accepting or rather agreeing with them by
prescribing these supplements. Other practices
that contribute to practitioners decisions to
prescribe these supplements is when a baby is
separated or is given a bottle or when mothers
are given IV fluids that lead to baby loosing
extra fluids from his body and eventually
predisposing him to dehydration. All of which
can be avoided by reversing these practices and
abiding by the Ten Steps to promotion of
breastfeeding at birth whether inside or outside
health facilities.

This critical pathway will explain the common
breastfeeding difficulties that face mothers
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during breastfeeding, mainly the breast
engorgement that is a consequence to delayed
and limited feedings at birth and the cracked or
sore nipple because the baby is offered feeds by
bottle so learns the nipple feeding practice.
Mother then resorts to the most experienced,
usually elderly family members, who are also
close to her and have a strong influence over her
or are the household leaders, mostly the mother
or mother in-law. The latter and former were
influenced by their own parents and thus the
myths or misconceptions are catrried from one
generation to the next, reinforced only by the
poor health facility practices that are run by
older practitioners that have not updated their
practice and are still influenced by the obsolete
practices in breastfeeding.

Discussion

Egypt mortality rates for children show that
in rural Upper Egypt is higher at all ages
than mortality in rural Lower Egypt; the
large differential in post-neonatal mortality
is particularly noteworthy. The post-
neonatal mortality rate in rural Upper Egypt
is 19 deaths per 1,000 births, more than
double the rate in rural Lower Egypt (8
deaths per 1,000 births). The child
mortality rate in rural Upper Egypt (7
deaths per 1,000) is almost twice as high as
the rate in rural Lower Egypt (4 deaths per
1,000). -2

Early breastfeeding with skin-to-skin can
lower neonatal mortality by 22% as shown
by the evidence supporting Baby Friendly.
U8 QOur study shows that the root cause for
the poor feeding practices are related to
traditional misbeliefs and malpractices that
separate and prevent the baby and mother
from experiencing their early breastfeeding
patterns  and  interfere = with  the
establishment of breastfeeding. (12

Many of the previous studies in Egypt
conducted in both Upper and Lower Egypt
have shown how these traditional practices
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that impact feeding practice are associated
with diarrhea and death from diarrhea in
infancy, particularly among rural and
uneducated women. ?%21 OQverall, mortality
is generally inversely related to mother's
education, with children born to women
who never attended school being almost
twice as likely to die by the fifth birthday
as children born to mothers with a
secondary or higher education (44 deaths
per 1,000 births versus 25 deaths per 1,000
births, respectively). Births to mothers in
the highest wealth quintile are two and a
half times as likely to survive to the fifth
birthday as children born to mothers in the
lowest quintile. (-2

Unfortunately because males are the
preferred gender especially in the UE
communities, they tend to be more exposed
to these traditional misbeliefs. Hence,
neonatal mortality is higher among boys
than girls (23 deaths per 1,000 and 12
deaths per 1,000, respectively). Sex
differentials in post-neonatal and child
mortality rates are quite small. Under-five
mortality is higher among boys (38 deaths
per 1,000 births) than among girls (28
deaths per 1,000 births). 12

In our findings we showed that many of
these mothers, especially the primi ones,
did not have experience in caring for their
child or in breastfeeding and depended on
more experienced people in their social
network as their mothers, older sisters or
mother-in-law to get advice and guidance.
This permitted the misbeliefs and
malpractices to be more easily
disseminated. The EDHS study® showed
that children born to mothers who were
under age 20 at the time of the birth or over
age 40 are significantly more likely to die
at all ages than children born to other
mothers. Mortality levels are generally
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lowest for births to mothers age 20-29. This
was shown by another study that looked in
the knowledge and attitudes and practice of
mothers towards breastfeeding that showed
that these mothers of extremes of age were
more vulnerable to feeding practices at risk
of exposing their children to poor feeding
practices and to death. ??

Our study clearly showed that our
educational intervention about
breastfeeding improved the knowledge,

confidence, and behaviors of CWL and can
do the same for physicians who exert an
equally influential effect on breastfeeding
outcomes. 3 Mother support groups from
the community can be having the same
effect of peer counselors that have been
repeatedly shown to influence change in

behavior particularly with regards to
exclusive breastfeeding. ¥

Our study showed that many of
malpractices were also health facility
related. Unfortunately physicians are
targeted by the marketing tactics of
companies that produce  breastmilk

substitutes and this can have a negative
impact on breastfeeding initiation and
continuation with exclusive breastfeeding.
Hence stricter measures to implement the
code are necessary. ?>20

Breastfeeding difficulties, mostly cracked,
sore nipple and breast engorgement were
mostly related to the poor breastfeeding
practices as delayed initiation and use of
bottles and pacifiers. The latter were found
to be detrimental in breastfeeding
continuation other than exposing the baby
to infections and poor health. ?27

The results of training improved
dramatically the knowledge about family
planning with breastfeeding as this was
found to be one of the misconceptions
identified by the group. This is important as
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the risk of early childhood death increases
among children born to mothers after too
short birth intervals, and children of high
birth order. Overall, the under-five
mortality rate among children born less
than two years after a previous birth is 70
deaths per 1,000 births, more than three
times the level among children born four or
more years after a previous birth. About 18
percent of all non-first births occur within
24 months of the previous birth, these
results indicate the importance of
continuing efforts to promote the use of
family planning for birth spacing.

Conclusions and recommendations: The
reversal of practices that interfere with
breastfeeding require a community based
approach that can place pressure on health
facilities to abide by the Ten Steps to
promotion of breastfeeding at birth whether

inside or outside health facilities. However
this requires changing deep rooted beliefs,
myths and misconceptions instigated in the
community by generations who carried the
knowledge of community traditions
reinforced by ignorance and illiteracy and
the power of the older generations that
want to rule and control the woman and the
child. Hence well planned community
interventions that target the family (%
interventions for making health facilities
abide by the Ten Steps to successful
breastfeeding, ?” as well as monitoring
systems through quality management
approach (28) and mother to mother
support group institutionalization within
these health facilities in primary health to
improve early breastfeeding practices and
reducing neonatal, post-neonatal and infant
mortality rates. ?% 29

Table (1) Pre-post test results of change in knowledge acquired about breastfeeding of the women
Supervisory team of the Community Women Leaders from the 11 districts of Sohag in Upper

Egypt

N | Breastfeeding topics Pre-test Post-test | Improvement

score score score

1 | Protection of breastfeeding by Code | 3.3 0 -3.3
Implementation

2 | Counseling skills (tested by knowledge of | 16.3 62.5 +49.2
listening and confidence building skills)

3 | Step 8 (on demand feeding testing by signs of | 20 90 +70
readiness to feed)

4 | Step 5 (tested by signs of good attachment, milk | 25 48 +23
expression)

5 | Breast and nipple difficulties 23 85 +62
How breastfeeding works 30.3 85 +54.7
Follow up Support 29 67 +38
Family planning and support of breastfeeding | 61.5 100 +38.5
continuity
Mean improvement score 26.1 67.3 +41.2%
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Table (2) Common misconceptions in Sohag related to breastmilk as mentioned by the

Community Women Leaders (CWL-Raedat) from the 11 districts of Sohag in Upper Egypt

*District

Misconception

6

Sg

AKm

Min

Grg

Mrg

Drs

Bin

Ghn

Tm

Tht

Skt

Total

Score

Woman in
grief  “laban
Nakad”

13

40.7

“Moshahara”
or “Kabsa”
milk lessens &
Sheikh relieves
it “Titfak”

21.9

Milk is thin

15.6

Mother’s milk
is not enough
so baby needs
supplements of
cow’s milk

12.5

When visitors
wearing  gold
see mother her
milk dries up

6.25

Less milk runs
in families by
heredity

3.12

3

4

1

2

5

2

2

4

2

4

32

100

*Districts: Sg: Sohag, Akm: Akmeem, Min: Minshah, Mrg: Maragha, Bin: Balyahnah, Ghn: Gehina,
Tema, Tht: Tahta, Ski: Sakolta

Tm:

Dr. Hekmat Abu Zeid, appointed first woman Minister of Social Affairs in 1962 and founder of the Raedat

project, project of productive family and the project of rural women development.

W) 31f S Byl ey Uyaed 1413 oWl s JU 1 0 == 011962 jow &
Sl 29, ALl bt g 4yl 81,00 alal gy ol mandd Ll W1 Ogadl) gl 8459

iy 1 BTAL 2 gl £ iy "L N DI gt g Mokl ¥ gt ]
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Table (3) Common misconceptions in Sohag related to the baby as mentioned by the Community
Women Leaders (CWL-Raedat) from the 11 districts of Sohag in Upper Egypt

*District : Sg | Akm | Min | Grg | Mrg | Drs | Bln | Ghn | Tm | Tht | Skt | T %
Misconception:

Drinks of 4 2 1 2 1 1 2 2 15 | 484
Carawy &
Yansoon help
clean the
newborn’s gut
(Batno)

Offering 1 2 1 1 1 6 19.35
pacifiers helps
baby sleep

Formula feeding 5 5 16.1
helps fatten
baby

Sleep nourishes 1 1 2 6.45
baby so don’t
wake it

Colostrum is 1 1 3.22
less and
therefore not
enough (does
not meet baby
needs)

Bathe the baby 1 1 322
only after one
week

Breastfeeding 1 1 3.22
must be stopped
if baby has
diarrhea

5 4 3 2 1 5 1 3 2 4 0 31 | 100

*Districts: Sg: Sohag, Akm: Akmeem, Min: Minshah, Mrg: Maragha, Biln: Balyahnah, Ghn: Gehina, Tm:
Tema, Tht: Tahta, Ski: Sakolta

53




Egyptian Journal of Breastfeeding (EgJB) Volume (11) January, 2015

Table (4) Common misconceptions related to the practice of breastfeeding mentioned by the
Community Women Leaders (CWL-Raedat ) from the 11 districts of Sohag in Upper Egypt

District Sg | Akm | Min | Grg | Mrg | Drs | Bln | Ghn | Tm | Tht | Skt | Total | Score
Misconception (11)
BF weakens mothers 2 1 1 1 2 7 22.58
Pumping milk on 3 | 2 1 1 2 6 19.36
day
Not BF 1st 3 days or | ! 1 1 1 4 12.92
until milk comes in
One breast gives joy 1 2 3 9.68
& other misery
Limiting feeds 3 3 9.63
Fluids & ghee make | 2 1 3 9.68
milk come
Scheduled feeds 1 1 3.22
Onions help baby | 1 1 322
relieve (colics)
Stop BF with fever or 1 1 3.22
on antibiotics
No family planning 1 1 322
method needed with
BF
Wash breast before 1 1 3.22
feeds

8 0 2 2 2 4 4 1 3 1 4 31 100

*Districts: Sg: Sohag, Akm: Akmeem, Min: Minshah, Mrg: Maragha, Bln: Balyahnah, Ghn: Gehina, Tm:
Tema, Tht: Tahta, Ski: Sakolta BF: breastfeeding
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Raedat Supervisors training in mother support groups in Sohag

Table (5) Common health facility related malpractices as mentioned by the Community Women Leaders
(CWL-Raedat) from the 11 districts of Sohag in Upper Egypt

*District

Sg

AKm

Min

Grg

Mrg

Drs

Bin

Ghn | Tm | Tht | Skt

Total

Score

Offering
sugary water

4

1

2

2 1

10

37.04

Do prescribe
drinks* (Obs)

14.82

Nurses give
glucose

11.11

Separating
baby for
bathing

11.11

Doctors  who
prescribe
Milks (Ped)

7.41

Offering
bottles

3.7

Stop
breastfeed
with diarrhea

3.7

Routine v
fluids at labor

3.7

C-section must
delay  breast
feed

3.7

ANC  advise
nipples
exercises

3.7

Total

27

99.99

*Districts: Sg: Sohag, Akm: Akmeem, Min: Minshah, Mrg: Maragha, Bln: Balyahnah, Ghn:

Tema, Tht: Tahta, Ski: Sakolta **Cid water or Gripe water or baby drink
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Table (6) Common breastfeeding difficulties and concerns in Sohag as mentioned by the
Community Women Leaders (CWL-Raedat) from the 11 districts of Sohag in Upper Egypt

*District Sg | Akm | Min | Grg | Mrg | Drs | BIn | Ghn | Tm | Tht | Skt | T %
Cracked nipple 4 2 2 1 2 5 2 1 2 1 2 24 24
Refusal to feed 4 1 1 2 2 4 1 2 17 17
Breast 1 1 1 5 1 2 11 11
engorgement

Flat or absent 2 1 1 2 1 1 8 8
nipple

Inverted nipple 1 2 2 2

Mother 1 1 3

depressed

Mother has renal | 3 1 1 5 5
or liver disease

or cancer

Crying fussy 1 1 1 1 4 4
baby and colics

Not enough milk 1 2 3
Mother on 1 1 2
medications

Oral Monilia 1 1

Unable to care 1 1 1

for baby

Sore nipple 1 1

Cleft lip or 2 2 2
palate

Working mother | 1 1 1
Baby gets 1 1 1
jaundice

Difficulty in 1 1 1
swallowing

Breast pain with 1 1 1
breastfeeding

Primi mother is 1 1 1
fearful of baby

touch of breast

Total 100 | 100

*Districts: Sg: Sohag, Akm: Akmeem, Min: Minshah, Mrg: Maragha, Bln: Balyahnah, Ghn: Gehina, Tm:
Tema, Tht: Tahta, Ski: Sakolta
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Table (7) Common support social network by individual person who provide support to the mother in Sohag
as mentioned by the Community Women Leaders (Raedat) from the 11 districts of Sohag in Upper Egypt

Support person/ order of 1 2nd 3rd 4t sth SCORE
giving support no % no % no % no % no % no %

1 Mother 15600 |2 95 3 1428 0 0.0 0 0.0 20 229

2 Sister 0 00 |6 2857 6 28.57 3 23.08 3375 18 20.69

3 Mother-in-law 2 80 |7 3333 5 2381 1 7.69 0 0.0 15 1724

4 Husband 2 80 |3 1428 1 48 1 7.69 1125 9.19

5 Wife of husband 0 00 [0 00 3 1428 3 23.08 1125 8.05

6 Raeda (Community 4 160 [ 2 95 0 0.0 1 7.69 0 0.0 8.05
leader)

7 Nurse 1 40 |0 0.0 2 95 0 0.0 1 25 4 4.59
Unspecified family 0 00 [0 00 4.8 2 154 0 0.0 2 2.3
member 1 769 2 23
Aunt (sister or father or
mother)

9 Sister-in-law 0 00 [0 00 0.0 0 00 2250 2 23

10 Doctor 1 40 1 48 0.0 0 00 0 0.0 2 23

11 Neighbors 25 100 | 21 100 21 100 13 100 8 100 87 100
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A Qualitative Assessment of the Knowledge Gained from
Exposure to Training in Baby Friendly in Alexandria
Governorate

Sameh Saad EIDin Sadek*, Mohga M. Fikry**, , Samaah Zohair Yassin***, Hanaa
Abuel-Kassem®, Noha Ibrahim Naeem*, Azza Mohamed Abdel Monem Abul-Fadl*

*Alexandria Regional Center for Woman Health & Development, **Alexandria Health
directorate, ***Mother Child Friendly Care

Abstract

Background: The Mother Child Friendly Care (MCFC) Association in collaboration with
Alexandria Regional Center for Woman Health & Development (ARC) with the support of the
Alexandria Health directorate and central MCH/MoH and UNICEF, conducted two trainings in
Baby Friendly Hospital Initiative (BFHI) over the year 2014 in order to reach out for private
hospitals in Alexandria and train staff representatives of the pediatric and maternity departments.
Aim: To conduct a post assessment utilizing the knowledge assessment forms for each of the 15
sessions of the Baby Friendly.

Methods: Training was conducted for 43 participants who attended the 20 hour training course in
ARC by certified lactation consultants from MCFC. The training lasted for three days and
implemented the UNICEF material of section 3 of the BFHI. They represented 2 university
hospitals, 5 private hospitals, 2 public hospitals and 12 primary health care centers and family
units. The attendants included 19 nurses, 20 doctors and 4 teaching staff in the High Institute of
public Health. After 8 weeks they were gathered to assess their knowledge using the knowledge
check list at the end of each of the 15 sessions. Out of the 43 only 22 showed up for the test. We
analyzed the results in relation to the content of the 20 hour course.

Findings: The understanding and interpretation of the participants of the important content related
to the sessions was highest for the sessions that had practical implications as the counseling,
assessing a breastfeed, positioning the baby at the breast, practices that assist continuation of
breastfeeding and milk expression for feeding in special situations. It was lowest for the
understanding of the code of marketing breastmilk substitutes, mother friendly practices and
support for continuation of breastfeeding.

Conclusions and recommendations: Since the content covered in the 20 hour course contains the
basic minimum information that can assist a health workers implement the Ten Steps in the
maternity facility to make it Baby Friendly, hence we recommend that emphasis be made on
aspects related to the code of marketing, the mother friendly practices and mother support groups
by including practical sessions in these topics to support adult learning. Also we recommend that
training should be extended to 5 days to include one day for section 2 and a day at the ending for
the processes and tools for preparing for the designation process and including the self-appraisal
and monitoring tool in this day.

Key words: Baby Friendly Hospitals, training, assessment

Introduction and advice to breastfeed. The 20 hour
Effective training and education of health ~ course is currently used as a standard
professionals is required to ensure that ~guide for training staff in hospitals arour:ii)
women receive the best education, support ~ the world to become Baby Friendly.
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The Baby-Friendly Hospital Initiative
(BFHI) is the most widely promoted
program for increasing breastfeeding rates.
A study to evaluate the impact of BFHI
training on hospital practices and
breastfeeding rates during the first 12
months of life showed that training of
health professionals, based on the BFHI,
was associated with significant
improvement in some Baby-Friendly
hospital practices and initial exclusive
breastfeeding rates. @ Doctors are in an
ideal position to influence a woman's
decision about breastfeeding. Studies have
shown that residents recognize the
importance of their role in promoting and
supporting breastfeeding, but they have
knowledge deficits and difficulty in

advising mothers with lactation problems.
(3)

It is well documented that residents have
limited knowledge about common
breastfeeding  problems.®’  Although
resident physicians often teach, few trials
have tested interventions to improve
residents' teaching skills. A pilot trial in
2001-2002 found that 13 trained resident
teachers taught better than did untrained
control residents. ¥ Also interactive,
problem-based  workshop to teach
residents the basics of breastfeeding
problem solving were shown to improve
clinical diagnostic skills and residents'
comfort with breastfeeding. ©

Strategies  for  enhancing  program
implementation and outcomes include
expansion of  provider education,
development of additional patient
interventions, enhancement of
environmental structural supports, and

continuation and expansion of program
evaluation activities®

Subjects and Methods
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Training was conducted for 43 participants
who attended the 20 hour training course in
ARC by certified lactation consultants from
MCEC. The training lasted for three days and
implemented the UNICEF material of Baby
Friendly for section 3. . They represented 2
university hospitals, 5 private hospitals, 2
public hospitals and 12 primary health care
centers and family units. The attendants
included 19 nurses, 20 doctors and 4 teaching
staff in the High Institute of public Health.
After 8 weeks they were gathered to assess
their knowledge using the knowledge check list
at the end of each of the 15 sessions. Out of
the 43 only 22 showed up for the test. We
analyzed the results in relation to the content of
the 20 hour course.

The participants came from the following
health facilities that were preparing to become
Baby Friendly:

Public hospitals: Alanfoushi pediatric hospital
and Ghomhouria General Hospital which are
general hospitals providing services in different
specialties including maternity and pediatrics
(the former only pediatric not delivery
services).

Private hospitals: Andolesia, Agyad, Salama,
Alex Sydney and AlSalama hospitals that
provide maternity and neonatal care services to
mothers and babies

Health units and family health centers: Borg
ElArab, Moharem Bek, Wadi ElKames, Dofae,
Hanouville, Nekhila, ElHadra, ElBitash,
ElSeyouf, Dane, ElMitar and ARC clinics.
These provide mainly antenatal and postnatal
care and family planning services and child
care services.

Results

Qualitative assessment of findings of the
results of the post-test:

Session 1 discusses the Global Strategy of
Infant & Young Child Feeding (GSIYCF). All
staff had a good knowledge of the dates of
launching of the Baby Friendly. Their full
understanding of the aims of BFHI were
lacking in 31.8% as some of them poorly
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understood that adherence to the code was
expanded and had become an obligatory
criterion of BFHI while others did not
understand that there was a difference between
ending free supplies and the implementation of
the code in its entirety. Also 36.4% were
unaware that GSIYCF addresses adequate
complementary feeding while some believed
that it addressed also safe motherhood. Hence
we recommend that more stress be made on
explaining the importance of the code as an
essential component of Baby Friendly. We also
need to probe into issues related to IYCF with
live examples of how countries adopt this
strategy in their plans for promoting infant
nutrition. We suggest that an activity or
exercise would be useful for adult learners.
(Table 1)

Session 2 discusses communication skills. The
candidates were assessed by the exercises’
session and we sampled only three skills of the
ten skills that were taught. There was good
understanding of active listening (asking open
ended questions) in 90.9% and also for
building confidence (empathy) in 90.9%.
However there was a lack of understanding of
avoiding the use of judgmental words in
13.6%. The latter could represent the difference
in the language and expressions used for
judging in different cultures. (Table 2)

Session 3 discusses promoting breastfeeding
during pregnancy (Step 3). Participants were
asked to list two reasons why exclusive
breastfeeding is important for the child and
another two for the mother. Their responses
focused on general benefits of breastfeeding
and only 454% mentioned that it was
protective against life threatening diseases.
Benefits of the mother were mentioned but
only 22.7% mentioned the lactational
Amenorrhea Method (LAM) for contraception
as an important benefit. They were also asked
to address two important practices to learn
during the antenatal for  successful
breastfeeding. Only 40.9% mentioned early
prolonged skin to skin as one of them. (Table
3)
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Session 4 addresses Protecting breastfeeding.
There were five statements that required
candidate to state whether they were true and
false. There was a poor understanding of the
scope of breastmilk substitutes in 68.4%, while
36.4% did not think that health workers can be
given any publication as long as they do share
them with mothers, since this material must be
factual. Only 13.6% though that BFHI
prohibits use of milk formula in the wards.
Also only 18.2% agreed that donations of
formula should be given to mothers of infants
in emergency situations. The lack of
understanding of the issues mentioned indicates
that more time needs to be given to this
session, probably in the form of a full day with
practical exercises in the hospitals. (Table 4)

Session 5 discusses birth practices and
breastfeeding - Step 4. As shown in table (5)
we found that 63.6% of the candidates were
able list two mother friendly labor or birth
practices that can help the mother and baby get
a good start with breastfeeding. While 90.1%
were able to list two baby friendly labor or
birth practices that can help the mother and
baby get a good start with breastfeeding. This
is indicates that there is a better understanding
of the baby friendly but not of the mother
friendly or birth practices and “at birth”
practices. The latter need to be given by
professionals qualified in this specialty. Also
maybe the title of the session needs to include
(mother friendly practices) as a verification of
the content of this session. Also there was a
poor understanding of the question about
describing three barriers to first hour as most of
the candidates focused on the contraindications
to STS rather than the barriers, 68.2%
mentioned structural or hospital policy barriers
and only 31.8% mentioned the cultural barriers,
although the latter are the most common
barriers in our culture.

Session 6 discusses how milk gets from breast
to baby. All candidates were able to describe
the four points of good positioning while
18.2% missed one or more points of the five
points of good attachment, mostly the full
cheeks. This indicates that information about
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the physiology of suckling and assessment of
oral structures can be an additional resource
material to be given to the candidates attending
the 20 hour course in our settings. (Table 6)

Session 7 discusses how to help a mother in
positioning at a breastfeed. Almost all of the
participants were able to respond to how and
when we use the different positions as shown
in table (7). The cross cradle and side lying
may have been new to some, especially the side
lying where there are still some departments
that teach that it may increase the risk of otitis
media.

Session 8 discussed practices that assist
breastfeeding that include Steps 6, 7, 8 and 9 of
the Ten steps. We asked candidates to give
three reasons for rooming-in and to describe 3
signs of readiness to breastfeed and list 3 risks
of unnecessary supplements and to finally
name 3 side effects of pacifiers, the responses
were adequate in 75%, 85%, 65% and 80%
respectively. (Table 8)

Session 9 discusses problems and management
issues related to milk supply. All participants
mentioned the signs of poor milk supply as
decrease in weight gain and reduced frequency
of urination after 2 weeks of age. Practices that
increase milk supply were inadequate as 40%
as the latter did not mention the importance of
increasing the frequency and duration of
breastfeeding as suckling is the prime means by
which mothers can enhance the secretion and
flow of her milk. While stopping of extra
unnecessary supplements was mentioned by
35% of the candidates. (Table 9)

Session 10 discusses support of breastfeeding
Sfor infants with special situations and Session
11 discusses when a baby cannot feed on the
breast. We focused on preterms and probed the
practices that can assist feeding preterms with
breastmilk. Frequent expression of milk to
maintain milk supply was mentioned by 75%
and care by STS was mentioned by 75% while
initiating expression within the first 6 hours
after delivery was not mentioned. The
importance and why cup feeding is preferred to
feeding by other means if the baby cannot
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breastfeed was not clear to 85% of the

respondents. (Table 10)

Session 12 discussed the breast and nipple
conditions. The response to prevention of
engorgement that was expected to be mainly
early or immediate breastfeeding and frequent
breastfeeding was mentioned by 12 (54.5%) of
participants. In response of how to assess a
case with sore nipples only 12 (54.5%)
mentioned assessing a breastfeed and 8
(36.4%) adequately described the differences
between a blocked duct, non-infective mastitis
and infective mastitis. (Table 11)

Session 13 discusses maternal health concerns
which was assessed by two questions, the first
whether mother needed special foods to
breastfeed and the second whether she would
need to stop breastfeeding if she was needed to
take medications, correct responses to the latter
and former were 455% and 59.1%
respectively. (Table 11)

Session 14 discusses the means by which
support for continuation of breastfeeding can
be offered by the health facility. Overall there
was good understanding the different ways in
which a working mother can be guided on how
to continue to exclusively breastfeed even if
she goes back to work by 81.8% of the
participants. However in-depth analysis of their
responses revealed that they did not mention
the importance of expressing her milk at work
or working with her managers to make her
workplace breastfeeding friendly. They focused
on expressing milk and leaving it for the baby
or taking the baby with her or leaving him in a
nearby nursery. The role of the hospital was not
mentioned as part of having their facility Baby
Friendly, that it should also be a model for a
workplace breastfeeding friendly facility. With
regards mother support groups again there was
a an overall negative attitude towards this
practice as 27.3% did not mention anything
about it, indicating that they are not aware of
the powerful role of such groups in the
community. Hospitals are usually divorced
from community work, this component needs
to be strengthened in our health care system.
(Table 12)
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Session 15 discusses making their hospital
Baby Friendly. The majority (%) mentioned the
increase in education material rather than the
policy, education and training in Baby friendly
and change in the labor and postpartum
practices. Since the majority did represent
primary health care centers, it is expected that
responses about the public education and
awareness would be predominating. However
we suggest that a separate training (full day) or
module for the process of making a hospital
Baby Friendly should be made available. The
MCH/MoH department has recently released a
training guide that includes the tools and
processes required for making the facility Baby
Friendly. On the other hand sections 2 and 4 of
the BFHI material should somehow be
incorporated into the 20 hour course and the
training for Baby Friendly should therefore be
expanded to 5 days to include the latter and
former modules. (Table 13)

Discussion

The Baby-Friendly Hospital Initiative
(BFHI) is the most widely promoted
program for increasing breastfeeding rates.
To evaluate the impact of BFHI training
on hospital practices and breastfeeding
rates during the first 12 months of life.
Eighty percent of maternity medical and
nursing staff at the University Hospital in
Split, Croatia, completed the updated and
expanded United Nations Children's
Fund/World Health Organization 20-hour
course. Seven hundred seventy-three
mothers (388 in the pre- and 385 in the
post-training group) were included in a
birth cohort and interviewed at discharge
and at 3, 6, and 12 months postpartum to
evaluate hospital practices and infant
feeding. Six out of 10 Baby-Friendly
practices were assessed using standard
BFHI forms. The workers found that three
months after training was completed, 3 of
the Baby-Friendly practices assessed (Step
4, "Initiate breastfeeding within a half-
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hour of birth"; Step 7, "Rooming-in"; and
Step 8, "Feeding on demand") had
significantly improved. The proportion of
newborns exclusively breastfed during the
first 48 hours increased from 6.0% to
11.7% (P < .005). There was no difference
in breastfeeding rates at discharge or at 3,
6, or 12 months between the pre- and post-
training groups. ¢

Evaluation of any program
implementation at multiple levels of the
organization in  collaboration  with
providers is critical to understanding

program outcomes. ©

In Egypt there is a strong move by
universities to adopt and implement
residency programs that give residents
professional training integrated with their
clinical responsibilities during their rounds
within departments. Breastfeeding
management and making practices Baby
Friendly needs to be included in such
programs. Also the National Board of
residency programs organized by the
Ministry needs to include these in the
various residency programs.

A study was conducted to assess whether a
problem-based, interactive breastfeeding
workshop would improve resident skill
level. ® Two groups of second- and third-
year family medicine residents were
assigned to an intervention or control
group; both groups participated in pre-and
post-intervention  Objective  Structured
Clinical Examinations (OSCEs) and
completed written questionnaires. The
intervention consisted of a 4.5 hour
interactive ~ workshop  with  didactic
presentations and opportunities to work
with a lactation consultant and
standardized patients trained to role-play
selected breastfeeding problems. They
found baseline differences in knowledge
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or performance scores on the OSCEs
between the intervention and control
groups. OSCE scores after intervention
were  significantly  better in  the
intervention group for the content areas
assessing position and latch and the
evaluation of sore nipples. All residents in
the intervention group and correctly
diagnosed the cause of both the sore
nipples and low milk supply at the follow-
up OSCE, with P values of <0.001 and
0.068, respectively. The intervention
group felt significantly more confident in
their breastfeeding problem-solving (P <
0.001).®

A study was conducted by Morrison et al
@ To determine whether a longitudinal
residents-as-teachers curriculum improves
residents' teaching skills through a
randomized, controlled trial for residents
required to learn teaching skills. A 13-
hour curriculum in which residents
practiced teaching and received feedback
during 1-hour small-group sessions taught
twice monthly for 6 months. A 3.5-hour,
8-station, objective structured teaching
examination was enacted and rated by 50
medical students before and after the
intervention. On a 1 to 5 Likert scale,
intervention residents outscored controls
on overall improvement score. The
intervention residents improved 28.5%
overall, whereas the scores of control
residents did not increase significantly
(2.7%). However, their study was
conducted at a single institution. Their
study showed that generalist residents
randomly assigned to receive a 13-hour
longitudinal residents-as-teachers
curriculum consistently showed improved
teaching skills, as judged by medical
student raters. @
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An interactive multimedia curricular
intervention was designed for pediatric
residents to increase their knowledge
about common lactation issues. The
residents completed questionnaires before
and after the intervention to measure
knowledge and confidence. Resident
behaviors in the clinical setting were
measured before and after the intervention
using telephone surveys of breastfeeding
mothers after a clinic visit with a pediatric
resident. They included forty-nine
pediatric residents; their mean knowledge
scores increased from 69% before the
intervention to 80% after the intervention.

Significant increases in knowledge
included advising mothers about low milk
supply, mastitis, abscess, or using

medication, and in recognizing the benefit
of the decreased risk of maternal cancer.
Management skills with  breastfeeding
mothers and infants in the clinical setting
improved  significantly. Before the
intervention residents performed an
acceptable number of behaviors 22% of
the time, while after the intervention their
performance was acceptable 65% of the
time. Particular behaviors that showed
significant  improvement  after  the
intervention included discussing signs of
breastfeeding adequacy with the mother
and correct management of lactation
problems.

Authors have indicated that not only
breastfeeding knowledge and confidence,
but most importantly clinical behaviors of
pediatric residents can be enhanced
through innovative educational
opportunities. Appropriate counseling for
breastfeeding mothers by pediatricians
might contribute to an increase in the
duration of breastfeeding. Breastfeeding
is the preferred nutrition for infants, but
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many authorities report inadequate
training on advice given to mothers who
breastfeed. 7

First-year pediatric residents during their

4-week community hospital newborn
nursery rotation were consecutively
assigned to 1 of 3 groups. One group

shadowed an International Board Certified
Lactation Consultant (IBCLC) for 1 hour;
another group watched a 25-minute case-
based breastfeeding DVD; and a third
group observed a 3-hour prenatal parent
breastfeeding class (CLS). Residents were
assessed by (1) a pretest and posttest
evaluating their breastfeeding knowledge
and confidence, and (2) a clinical skills
scenario  managing a breastfeeding
standardized patient (SP). The thirty-nine
pediatric residents participated in the study
(11in IBCLC, 16 DVD, 12 CLS) over a 1-
year period. All groups significantly
improved their knowledge scores and
confidence in managing breastfeeding
problems, with the IBCLC group showing
more improvement in knowledge than the
other groups (P = .02) and a higher rating
of their teaching method (P = .01). They
concluded that all 3 teaching methods
were time-efficient and  produced
important gains in knowledge and
confidence, with residents in the IBCLC
group demonstrating greatest
improvement in knowledge and a higher
rating of their teaching method. Our study
provides support for 3 methods of teaching
residents breastfeeding management and
demonstrates that IBCLCs are well-
received as interprofessional educators.
Moreover studying and evaluating the
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effect of an educational intervention on
pediatric  residents' knowledge about
breastfeeding, their confidence in lactation
issues, and their management skills during

clinical encounters with breastfeeding
mothers is mandatory. ®
Another study that wused role plays

audiovisuals and exercises assessed their
program by pretesting and post-testing
evaluations that were videotaped and
scored by an expert panel were assessed
by the Objective Structured Clinical
Evaluation showed no  significant
differences between the intervention and
the control groups. Analysis of written test
scores revealed that residents' general
knowledge increased significantly more
for the intervention group than for the
control group from pretest to posttest (P <
.001). Evaluation of the videotapes
showed significant improvement for the
intervention group compared with controls
in overall score and in the use of specific
screening techniques and interviewing
skills (P <.05). ©

In conclusion there is a great need to resort
to other ways for disseminating the 20
hour course for the Baby Friendly as it has
become a ministerial decree obligating all
hospitals to implement the Ten Steps and
abide by the international code of
marketing breastmilk substitutes. We
recommend that this could be integrating
in the specialty residency programs of
universities and of the National Board of
the Ministry of Health & Population. This
could bring about the change towards
change at national scale.
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Table (1) Comparison of Scores related to selected criteria for achieving an understanding of session 1
(BFHI: a part of the Global) in the UNICEF 20 hour course for promoting breastfeeding in the Baby
Friendly hospitals in Alexandria

Information Correct Incorrect Total

No %o No % No %
*Global Strategy of IYCF 14 63.6 8 36.4 43 100
Dates of BFHI launching 22 100 0 0.0 43 100
Understanding of the BFHI 15 68.2 TH* 31.8 43 100
*Global Strategy of Infant & Young Child Feeding — GSIYCF (they were unaware that nutritional status, complementary feeding were part of the
GSIYCF ** Six of the seven did not think that the impl ion and itoring of the Code was part of the BFHI

Table (2) Comparison of scores related to selected criteria for achieving an understanding of
session 2 (Communication skills) in the UNICEF 20 hour course for promoting breastfeeding
in the Baby Friendly hospitals in Alexandria

Practice Correct Incorrect | No Total
No. % | No. % | response (22)
No. % No. %

Able to use effective open ended questions for active | 20 | 909 | 2 | 9.1 0 0.0 22 | 100
listening

Able to use effective empathy responses for building | 20 | 909 | 2 | 9.1 0 0.0 22 | 100
confidence

Able to avoid judging mothers and replace with | 19 | 864 | 3 | 13.6 | O 0.0 22 | 100
appropriate response

Table (3) Comparison of scores related to selected criteria for achieving an understanding of session 3
(Promoting breastfeeding during pregnancy — Step 3) in the UNICEF 20 hour course for promoting
breastfeeding in the Baby Friendly hospitals in Alexandria

Information about Importance of exclusive & early initiation by | Correct Others Total

first hour Skin to skin No. % No. % No %
For infant: Mentioned saves from Life threatening diseases 10 | 454 | 12 | 55.6 | 22 | 100
For mother: Mentioned contraceptive effect (LAM) 5 227 | 17 | 77.3 | 22 | 100
Practice of early initiation by prolonged continuous STS 9 409 | 13 | 59.1 | 22 | 100

Table (4) Comparison of scores related to selected criteria for achieving an understanding of session 4
(Protecting breastfeeding) in the UNICEF 20 hour course for promoting breastfeeding in the Baby
Friendly hospitals in Alexandria

True False Correct
No. % No. % No %

Giving mothers company-produced leaflets about breastmilk

substitutes can affect infant feeding practices. 22 1100 | 0 100 | 22 | 100
Breastmilk substitutes include formula, teas, and juices (as well as
other products) 15 | 682 | 7 318 | 15 | 68.2
The International Code and BFHI prohibit the use of formula for
infants in maternity wards 18 | 818 | 3 136 | 3 13.6

Health workers can be given any publication or materials by
companies as long as they do not share these publications with | 14 | 63.6 | 8 364 | 14 | 63.6
mothers

Donations of formula should be given to mothers of infants in
emergency situations 4 18.2 | 18 | 81.8 | 18 | 81.8
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Table (5) Comparison of scores related to selected criteria for achieving an understanding of session 5
(Birth practices and breastfeeding - Step 4) in the UNICEF 20 hour course for promoting breastfeeding
in the Baby Friendly hospitals in Alexandria

Correct Other Total
No. % response No %
No. %

Listed two mother friendly labor or birth practices that can help | 14 | 63.6 | 8 36.4 22 | 100
the mother and baby get a good start with breastfeeding.

Listed two baby friendly labor or birth practices that can help | 20 | 90.1 | 2 9.9 22 | 100
the mother and baby get a good start with breastfeeding.

Described three barriers to first hour skin to skin contact
Structural or policy 15 | 682 | 7 31.8 22 | 100
Cultural 7 318 | 15 68.2 22 | 100

Table (6) Comparison of scores related to selected criteria for achieving an understanding of session 6
(How milk gets from breast to baby) in the UNICEF 20 hour course for promoting breastfeeding in the
Baby Friendly hospitals in Alexandria

Staff competence in step “5”: Complete Incomplete Total

No. % | No. % | No %
Described the five points of good attachment

19 81.8 4 18.2 22 100
Described the four points of good position at the
breast 22 100 0 0.0 22 100

Table (7) Comparison of scores related to selected criteria for achieving an understanding of session 7
(Helping with a breastfeed - Step 5 — sections 1-3) in the UNICEF 20 hour course for promoting
breastfeeding in the Baby Friendly hospitals in Alexandria

Name the conditions in which we recommend these | Correct Incorrect Total
positions No. No. No

% % %
Underarm position 22 100 0 0.0 22 100
Cross cradle 21 95.45 1 4.5 22 100
Side lying position 21 95.45 1 4.5 22 100

Table (8) Comparison of scores related to selected criteria for achieving an understanding of session 8
(Practices that assist breastfeeding — Steps 6, 7, 8 and 9) in the UNICEF 20 hour course for promoting
breastfeeding in the Baby Friendly hospitals in Alexandria

Correct Other response | Total

No. % | No. % | No %
Gave 3reasons for rooming-in 15 75 5 25 20 100
Described three signs of baby’s readiness to feed 17 85 3 15 20 100
Listed 3 risks of unnecessary supplements 13 65 7 35 20 100
Named 3 side effects of offering pacifiers to babies | 16 80 4 20 20 100
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Table (9) Comparison of scores related to selected criteria for achieving an understanding of session 9
(Milk supply) in the UNICEF 20 hour course for promoting breastfeeding in the Baby Friendly hospitals
in Alexandria

Practices that increase milk supply Correct Other response Total
No. % No. % No %
Increase the frequency of suckling 12 60 8 40 20 100
Discontinue supplements 13 65 7 35 20 100

Table (10) Comparison of scores related to selected criteria for achieving an understanding of session 10
(Special infant situations) and session 11 (when a baby cannot feed on the breast-step 5)in the UNICEF
20 hour course for promoting breastfeeding in the Baby Friendly hospitals in Alexandria

Practices that assist breastfeeding a preterms Correct Other Total

No. % response No %
No. %

Initiate milk expression within 6 hours 0 0 20 100 20 | 100

Express 6-8 times 157515 25 20

Care for baby in STS (KMC) 1517515 25 20 | 100

Listed 4 reasons why cup feeding is preferred to feeding by other | 3 15 | 17 85 20 | 100

means if the baby cannot breastfeed.

Table (11) Comparison of scores related to selected criteria for achieving an understanding of session 12
and 13 (Breast and Nipple Concerns and Maternal health concerns) in the UNICEF 20 hour course for
promoting breastfeeding in the Baby Friendly hospitals in Alexandria

Correct Other No Total
No. % response response | No. %
No. % No. %

Early and frequent breastfeeding to prevent | 12 | 54.5 | 8 36.4 2 |91 22 | 100
engorgement

Assessing a breastfeed as a means for evaluationof | 12 | 54.5 | 8 36.4 2 |91 22 | 100
a mother with sore nipple

Adequately described difference between a blocked | 5 227 | 15 68.2 2 191 22 | 100
duct, non-infective mastitis and infective mastitis

Mentioned to continue breastfeeding as most | 8 364 | 12 54.5 2 191 22 | 100
important for all of these conditions

Mothers need no special foods to breastfeed 10 [ 455 | 6 27.3 6 | 273 22 | 100

Mothers can take alternative medications | 13 | 59.1 | 3 13.6 6 | 273 22 | 100
compatible with breastfeeding

Table (12) Comparison of scores related to selected criteria for achieving an understanding of session 14
and 15 (On-going Support for Mothers — Step 10 and Making your hospital Baby-friendly) in the

UNICEF 20 hour course for promoting breastfeeding in the Baby Friendly hospitals in Alexandria
Correct Other No
response response | Total
No. % | No. % No % No %
Listed 3 ways by which a working mother can | 18 | 81.8 | 2 9.1 2 |91 22 | 100
continue to breastfeed her baby exclusively
Give two reasons why mother-to-mother support
may be useful to mothers 13 | 59.1 |3 13.6 6 | 273 22 | 100
For exchange of experiences 7 318 | 9 40.9 6 | 273 22 | 100
For building mother’s confidence in her ability to
continue
Listed 2 interventions to make their facility baby | 22 | 100 | 0 0.0 010 22 | 100
friendly
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ElShatee” as it was prohibited for women to work and educated herself

in secrecy to become the first Arab woman to gain the King Faisal Prize

Prof. Aisha Moahmed Aly Abdel Rahman, famous as “Bint EIShatee”

Women who enlightened other
women to seek self development

(1913-1998); Egyptian thinker and writer, and a university professor

and researcher, the first woman lecturing in Al-Azhar, and workingin
the press of Al-Ahram newspaper in Egypt, “in disguise as Bint

in Literature and Islamic Studies.
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Assessing the Needs of Pediatric Teaching Curriculum of
Undergraduate Medical Students in Child Survival

Usama Abuel Fetouh MD, Mohamed El-Bakry MD, Azza Abul-Fadl MD

Pediatric Department, Benha Faculty of Medicine, Benha University

Abstract

Background: The importance of disseminating the practice of exclusive Breastfeeding is an
international agenda in child survival programs and its integration in medical curricula ensures that
the future generations of the medical community will adopt this in their practice. Assessing
outcome of teaching and learning can be useful for furthering curricular development.

Aim: To study the outcome of a pediatric teaching curriculum and knowledge gained of
undergraduate medical students in child health with a focus on Breastfeeding and prevention of
Diarrhea.

Methods: The study was carried out in Benha faculty of medicine on the 5" year medical students.
Students were exposed during their 3 months rounds in pediatric department to an intensive
program of two hours in breastfeeding theoretical teaching in primary care pediatrics and one hour
in the neonatal care, together with integration of feeding in all branches of specialty pediatrics. At
the end of the academic year the students were exposed to a short essay question about the how
breastfeeding reduces risk of diarrhea. The model answer specified that students should be able to
describe the types of diarrhea (infective and non-ineffective) and breastfeeding practices (exclusive
versus nonexclusive and the compositional and functional properties of breastmilk that enhance the
protective effects of breastfeeding in preventing or reducing risk of diarrhea.

Results: The teaching curricula in breastfeeding have expanded but teaching hours do not meet the
needs. There is increased interest and motivation of both staff and students in addressing these
topics. Although students were able to list the various immunological constituents in breastmilk
and were able to describe how they work, very few of them mentioned the importance of practices
as exclusive breastfeeding, on demand feeding and night feeding to make these immunological
components more effective. Moreover, none mentioned the variations and adaptations that occur in
the breastmilk to meet the needs of the infant’s and mother situation. They were unaware of the
enteromammary and bronchomammary pathways that protection the baby from transmission from
the mother. Their main concern was infective diarrhea and very few mentioned role of
breastfeeding in decreasing risks associated with non-infective diarrhea including some chronic or
congenital disorders.

Conclusions: Knowledge of students about breastmilk and breastfeeding is high and medical
curricula has expanded in this respect, but the hours of teaching do not match the needs. Also there
is increased acceptance and motivation of students to pay attention to these topics. We recommend
that more hours be added in the practical and clinical aspects of breastfeeding management.

Key words: child survival, diarrhea, medical education, assessment

Introduction health status. Decreasing maternal and
child mortality rates has been given high

Maternal and child mortality rates are an o ) |
priority at the national level. V' The

important determinant of any country’s
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importance of disseminating the practice
of exclusive Breastfeeding is an
international agenda in child survival
programs. An important strategy is to
integrate it in medical curricula and
residency programs rather than expand
and overburden students with extra syllabi
and/or content. This urgency of inclusion
of topics and skills in child survival is an
increasing need given the demand to
decrease infant and maternal mortality
especially in countries that are less
developed. @ They are also important for
developed countries given the protective
effect of early breastfeeding on the
prevention of obesity and related cardiac
and other non-communicable diseases that
are a major cause for morbidity and
mortality and the resulting rise in the costs
of medical care. ® Moreover it is the most
efficient way that will ensure that the
future generations of graduates of medical
schools will adopt this in their practice.
Assessing outcome of teaching and
learning can be useful for furthering
curricular development. >

We hypothesize that one of the major
factors for improving progress in reducing
maternal and neonatal mortality is the
involvement of medical educators by
urging inclusion in their teaching attempt
to reduce these rates. (Y Also subjects
related to maternal and child health are
taught disjointedly through different
disciplines. > Additionally, the textbooks
used in our curricula are written in the
West where the issues related to infant and
maternal mortality are entirely different;
thus our medical students and doctors are
unaware of the local issues and are not
equipped with the knowledge and skills to
deal with them.
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Aim: To study the outcome of the final
examination in the knowledge gained of
undergraduate medical students in child
health versus other clinical topics.

Subjects and Methods

The study was carried out in Benha faculty of
medicine on 120 the 5th year medical students.
Students were exposed during their 3 months
rounds in pediatric department to an intensive
program of two hours in breastfeeding
theoretical teaching in primary care pediatrics
and one hour in the neonatal care, together with
integration of feeding in all branches of
specialty pediatrics. At the end of the academic
year the students were exposed to a short essay
question about the how breastfeeding reduces
risk of diarrhea. The model answer specified
that students should be able to describe the

types of diarrhea (infective and non-
ineffective) and  breastfeeding practices
(exclusive versus nonexclusive and the

compositional and functional properties of
breastmilk that enhance the protective effects
of breastfeeding in preventing or reducing risk
of diarrhea.

The results were then compared to another
question about growth and development.

Results

We scored the results from 120 randomly
selected papers from a total of 235 papers.
Mostly students went on to list the
immunological constituents in breastmilk
and how they work. In this respect 55%
stated that it was sterile, 10% mentioned it
had a low PH. The highest score (80%)
mentioned lysozyme and complement
factors followed by the Bifidus factor
(71.67%) and its role in inhibiting growth
of pathogenic bacteria acting as a prebiotic
and probiotic (as mentioned by some).
This was followed by secretory
immunoglobulin A (sIgA) mentioned by
62.5% and 56.67% mentioned lactoferrin
and its role in binding with iron to prevent
growth of bacteria, 56.67% mentioned the
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presence of active cells and phagocytic
function of breastmilk. While none of the
students mentioned the importance of
breastfeeding being exclusive to bring
about its  optimal  immunological
efficiency of these components. The
antiviral factors in breastmilk was
mentioned by 383% and the anti-
protozoal (anti-giardia) was mentioned by
52.5%. None mentioned the anti-
staphylococcal factors in breastmilk.
Many mentioned the glycoproteins,
oligosaccharides, nucleotides, cytokines
and others, but we did not score these and
the given lists were taken to represent their
memorization index of components in
breastmilk. In the same line they
mentioned that breastmilk acts as an
anitallergic and immunomodulator.

Since the question specified reducing risk
of diarrhea rather than gastroenteritis, it
was expected that students would mention
infective and non-infective. Also the
question did not limit an age and therefore
student was expected to go beyond the
period of feeding to the long term effects
of breastfeeding later on in life. None of
the students mentioned the role of
breastfeeding in reducing the risk of non-
infective  diarrhea as the lactose
intolerance due to the presence of lactase
enzyme; neither did they mention role of
breastfeeding in preventing or delaying
onset of other malabsorption syndromes as
gluten enteropathy, celiac disease or other
enzyme deficiency states. Also they did
not mention the long term effects of
breastfeeding in reducing risk of
developing chronic inflammatory bowel
disease as ulcerative colitis or Chron’s
disease or cystic fibrosis in later life.

Discussion
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Overall the knowledge of the students
reflected the density of information
provided in the curricula about the
immunological properties of breastmilk
and their role in the prevention of diarrhea.
Several universities in the United States
have integrated breastfeeding in their
curricula for residents and have tested its
effectiveness of  teaching  methods
thereafter. (-

In Duke University the faculty staff are
implementing residency programs for
delivering culturally effective
Breastfeeding care. This was received best
when we used our own cases from the
rotation to get better buy in from the
residents compared with using pre-made
cases that were not commonly seen by
residents. Residents have really found the
information on how to help teen moms
breastfeed most helpful. The aim of the
program is to encourage moms of Latina
backgrounds to exclusively breastfeed
rather than to do both breast and bottle.
Residents work hard to convince these
moms to exclusively breastfeed, and are
very proud when they have helped a mom
to make this choice (vs. Dbottle
supplemental ~when not medically
indicated). They also have rotations in the
newborn nursery and the community
rotations and are exposed to didactic
training from the obs/Gyn and pediatric
faculty staff. They are observed in
“breastfeeding help” sessions and are
observed doing this three times. Another
residency program is described by Metro
Health medical clinics where students
have 4 weeks rotation with various
situations with breastfeeding mothers. The
evaluation of these programs use pre- and
post-test developed by the American
Academy of Pediatrics in collaboration
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Figure (1) Distribution of the components in breastmilk
that reduce the risk of diarrhea as mentioned by the
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life is why~ for women

What is 6o Red for Women?

In 2004 the American Heart Association (AHA) faced a challenge.
Cardiovascular disease claimed the lives of nearly 500,000 American
women each year, yet women were not paying attention. In fact, many
even dismissed it as an older man’s disease. To dispel the myths and
raise awareness of heart disease as the number one killer of women, the
American Heart Association created Go Red for Women, a passionate,
emotional, social initiative designed to empower women to take charge of
their heart health.

What is the goal of 6o Led for Wornen?

Go Red for Women encourages awareness of the issue of women and
heart disease, and also action to save more lives. The movement
harnesses the energy, passion and power women have to band together
and collectively wipe out heart disease. It challenges them to know their
risk for heart disease and take action to reduce their personal risk. It
also gives them the tools they need to lead a heart healthy life. Is it not
time to Go Red for Women in Egypt - since it is the leading cause for
death for non-communicable disease around the globe and how can
breastfeeding promotion contribute to this??

ProF. DR. MoONA ABUL-FADL, MusLIM FEMINIST ACTIVIST
WRITER, BRIDGING EASTERN WITH WESTERN THOUGHT,
PROFESSOR IN POLITICAL SCIENCE, TEACHING IN EGYPTIAN &
UNITED STATES UNIVERSITIES, AUTHOR OF MANY BOOKS,
STRUGGLED WITH BREAST CANCER FOR 4 YEARS WHILE
WRITING & PUBLISHING HER BOOKS TO THE VERY END.
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Abstract

Introduction: The UNICEF Baby Friendly Hospital Initiative (BFHI) recommends use of the 20
hour course to train staff working in maternity hospitals to implement the Ten Steps to successful
breastfeeding. However, Step 10, which involves the community component of the BFHI has
always presented a problem in having the hospital achieve the full Baby Friendly status.

Aim: To identify barriers and challenges by evaluating strategies for fostering establishment of
Mother Support Groups (MSG) in the community as by Step 10 of the BFHI national program.
Methods: Women volunteer leaders (WVL) or “Raedat” working with the health centers were
recruited by the MCH department to become trained as MSG leaders through a 28 hours program
including 4 hours of practical, once weekly over 5 weeks using the adapted WHO Integrated Infant
& Young Child Course in Counseling (WHO IYCF) and Linkages modules* in the ARC and
Sawa. Training was conducted by IBCLCs and organized by the SAWA staff. It targeted 198 WVL
coming from 40 MCH centers from the 8 regions of Alexandria. This was completed over a period
of 9 months for four courses conducted once weekly for 6-8 weeks. A pre and post -test
questionnaire was used to assess the knowledge and attitudes of the staff. A checklist to follow-up
the trained MSG leaders in their post in their MCH center was devised. The SAWA/MSG leaders
conducted follow-up visits to follow-up the trainees in their posts in their health centers. Over the
same period an activist IBCLC member of MCFC initiated a Facebook page to initiate online
mother support groups in which she encouraged mothers to come in and interact with her and with
other mothers about their queries, concerns and difficulties, as well share and exchange experience
and learn more about breastfeeding.

Findings: Over 1000 mothers were reached by the face to face community MSG and 7300 by the
caring gifts project, and 27,000 by the online support groups. The main challenges identified were
related to accessibility and affordability as feedback was lowest from the furthest regions also the
number of mothers attending sessions in these regions was low compared to more central regions.
Moreover poverty and poor affordability of time and resources probably represented other barriers
as shown by the low attendance and low number of attendees from regions with high poverty rates.
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Conclusion: Strategies that incorporate face to face support and online support can be effective in
reaching different categories of mothers for supporting continuity. We recommend that
development and income generating activities should be incorporated with MSG leader to motivate
early participation from the antenatal period. MSGs should be institutionalized within the health
care system for scaling and to ensure continued education and meet the turnover of staff needs for

training.

* http://www.linkagesproject.org/media/publications/Training%20Modules/MTMSG.pdf

Key words: mother support groups, training, breastfeeding

Introduction

The Baby-friendly Hospital Initiative was
conceived in the early 1990s in response
to the 1990 Innocenti Declaration on the
Protection, Promotion and Support of
Breastfeeding call for action. Since then
and after nearly 15 years of work in
support of optimal infant and young child
feeding, 156 countries have, at one time or
another, assessed hospitals and designated
at least one facility “Baby-friendly.” The
BFHI has measurable and proven impact.
@ In 2002 the World Health assembly
renewed support - with urgency - for
exclusive breastfeeding through the
WHO/UNICEF Global Strategy for Infant
and Young Child Feeding (GSIYCF)
which calls for making all countries to
revitalize action programs including the
Baby-friendly Hospital Initiative (BFHI).
Moreover the Baby Friendly has among its
goals to adapt criteria for baby-friendly
expansion into the community and other
expansion approaches in order to achieve
and sustain the behaviors and practices
necessary to enable every mother and
family to give every child the best start in
life. In 2014 Egypt Ministry of health
released a Ministerial Decree requiring all
health facilities providing maternity and
neonatal services to implement the Ten
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steps to achieving the Baby friendly Status
and abide by the international code of

marketing of breastmilk substitutes.
UNICEF has been the leading
international organization to support this
ministerial ~ declaration  through the

country’s national program for promoting
and protection of breastfeeding. Two
leading ladies were behind this courageous
declaration Professor Maha El-Rabat (H.E.
Minister  of  Health) and  First
Undersecretary. Esmat Mansour
(Ministerial consultant for PHC affairs).
This declaration was in consequence to
several previous declarations in 1979 and
1990s that imposed implementation
prohibiting advertisements of BMS and
ending the supply of free and low cost
supplies in health facilities and the revised
Law for protecting the rights of the child
in the first decade of the 2000s. ¢+

Step 10 of the Baby Friendly calls for
facilities working on becoming Baby
friendly to foster establishment of mother
support groups and to refer mothers to
them. Mother Support Groups (MSG) are
has been shown to support continued
breastfeeding in many communities. This
is based on women who have had
experience with breastfeeding their own

babies and wish to continue to use the
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experience they have gained in supporting
other mothers. ©

UNICEF/WHO BFHI Section 4: Hospital
Self-Appraisal and Monitoring address
this issue in the following questions:

10.3. Does the facility foster the establishment of and/or
coordinate with mother support groups and other
community services that provide support to mothers on
feeding their babies?

10.4. Are mothers referred for help with feeding to the
facility’s system of follow-up support and to h ipport
groups, peer counselors, and other community health
services such as primary health care or MCH centers, if
these are available?

10.7. Does the facility allow breastfeeding/infant feeding
counseling by trained h ipport group cou

its maternity services? (Section 4.1: Hospital Self-Appraisal
0
).

lors in

The power of Baby friendly in a
community is assessed by the demand
imposed by the population to make the
facilities and their health staff adhere to
the principles governing the making of
hospitals Baby friendly by implementing
the Ten steps to successful breastfeeding
imitation and continuation.  Hence
interventions to reinforce the community
component are essential for achieving a
sustainable momentum towards taking the
BFHI to scale in this country. However
despite political commitment addressed
above, the unstable situation in which the
country has gone through over the past
half-decade has precluded the achievement
of the goals rights to
development.®  Since 2010 Egypt
political instability has placed the country
in status quo regarding developmental
progress as the remains of the previous
dark ages still prevail and breed resistance

to  development, making progress

for women
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difficult.”®  International efforts from
worldwide collaborations may bring newer
optimistic  insights the country’s
momentum in development as it strides to
overcome these challenges under the

current leadership. 19

to

Since the aim of the Ministry of Health in
Egypt’s National program is to progress
these ambitious strides in development
under the new leadership, hence we need
to evaluate the challenges and barriers for
promoting and protecting breastfeeding in
order to define effective strategies in this
regards. Aspired by the country’s
leadership, non-governmental efforts seek
to take their place in making a difference
in the lives of women and children.

Subjects and Methods

The following
implementing  Step
described:

I- SAWA/MCFC/ARC FIELD
MOTHER SUPPORT GROUP Initiative
The intervention was conducted over
five phases from 2011 to 2014:

Phase 1 (2011/12): Developing Master
trainers in MSGL: Training community
social workers to become mother support
group leaders and trainers.

Phase 2 (2011/12): Designing mother
support group material through a “For
your Child series” consisting of five
pamphlets that included: “For Every
Newborn”, “For the Working Mother”,
“For the Sick Mother”, “For the Preterm
Baby” and finally “Family Support for the
Best Start”. The material was designed
with lots of graphics and clear messages
to support the low literacy and illiterate

two  strategies for
“10” are hereby
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moms taking one year for MCFC/IBCLCs
and Sawa to finalize and print by Sawa
Foundation.

Phase 3 (2012/13): Adaptation of
training material: The MCFC adapted
the WHO Infant and Young Child Feeding
counseling © for primary health staff
translating its material into Arabic since
the Arabic version of WHO/EMRO was
never released or made available on site.
While SAWA adapted Linkages modules
for  breastfeeding promotion  for
community workers into Arabic. ©

Phase 4 (2014): Fostering establishment
of MSG women volunteers ‘“Raedat”
working in health centers: Training 198
staff through ARC and UNICEF supported
training sessions as mother support group
leaders recruited by Alexandria health
directorate from the maternal and child
health centers (MCH) of the 8 regions of
Alexandria. Sawa also created a support
manual for new leaders starting up support
groups which included how to organize
and lead a meeting and four meeting plans
to get a leader started.

Phase 5 (2014): Developing a follow-up
system: Check lists and follow-up visits
for assessing implementation: Follow-up
of the implementation of the MSG in the
MCH centers using SAWA designed
checklists for assessing the quality of
group dynamics, content and efficacy.
Based on the lessons learnt from the mock
assessments of Baby Friendly Hospitals
(BFH) in the four governorates in Egypt, a
proposal for strengthening BFH national
program was presented to UNICEF/ECO
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by MCFC and SAWA. The purpose was to
reinforce steps “3” and “10” of the Ten
steps of the BFHI in the MCH centers of
Alexandria by training staff inside these
centers to become mother support groups
leaders (MSGL) through an extended 40
hour training using the adapted WHO
IYCF training Training was
conducted by International Board Certified
Lactation Consultants (IBCLCs) and
facilitated by SAWA trained leaders. It
targeted 190 staff coming from 40 MCH
centers from the 8 regions of Alexandria.
The content of the training covered topics
related to the importance of breastfeeding
for maternal and child health and survival,
skills needed to counsel and support a
breastfeeding mother including
positioning, milk expression and cup
feeding, as well the skills of running
MSGs, the Ten steps for making hospitals
Baby friendly, the management of
common misconceptions and health
problems during breastfeeding,
complementary  feeding and  the
importance of protecting breastfeeding
through the international code of
marketing breastmilk substitutes. This was
completed over a period of 12 months for
four batches conducted once weekly for 6-
8 weeks, comprising 4 theoretical and

course.

interactive sessions in the Alexandria
Regional Center for Woman Health and
Development and two practical sessions in
mother support group dynamics with
recruited  mothers the SAWA

foundation center.

in
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A pre and post -test questionnaire was
used to assess change in the knowledge
and attitudes of the staff. They were
followed up in their posts after the training
by trained leaders who had received
training for over one year prior to the
intervention to become certified MSG
leaders and trainers.

II- ONLINE FACEBOOK MOTHER
SUPPORT GROUP Initiative of “MCFC
Facebook group”

An activist IBCLC member of MCFC, Dr
Shorouk Hithamy, initiated a Facebook
page for supporting a breastfeeding
mother under her name, in Arabic, in order
to initiate online mother support groups in
which she encouraged mothers to come in
and interact with her and with other
mothers about their queries, concerns and
difficulties, as well as share and exchange
experience and learn more about
breastfeeding. The material of education
developed by MCFC and Sawa were
posted on this page and Sawa site and
mothers were encouraged to access them
for information, in addition to other
protocols developed by the IBCLCs in
Arabic and links to other reliable sites in
English and Arabic site that support
breastfeeding such as Sawa site Kelly
Mom and Jack Newman and other sites.
Cases that were considered as record cases
used to develop and adapt protocols for
treatment were posted on the Facebook
and published in the Egyptian journal of
breastfeeding. Mothers from all over the
country and the Arab region as well as the
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Arab speaking communities in the
Western world participated on the

Facebook page. Mothers who interacted
sufficiently and frequently to become
experienced enough were able assist and
guide other mothers with breastfeeding
concerns. They would refer conditions that
were more difficult or complicated to the
IBCLC managing the Facebook page.

Results

The Sawa/MCFC/ARC field mother
support group:

The 198 recruited WVL (Raedat) were
trained as MSG leaders from all the 8
regions were targeted in the initial training
in ARC. A total of four trainings each
targeting 48-50 WVL (total 198) attended
the initial training for the 5 days extended
over 5-6 weeks. They were evaluated by
the pre- post- tests which showed a
significant increase from 46% to 95% on
completion of the training.

The trained MSGL who were all Raedat
(women volunteer community leaders)
who were assigned to health centers. They
were followed-up to see whether and how
they implemented the concept of MSG
leadership their work in their own health
center to which they were affiliated. The
follow-up visits were conducted by twelve
of the previously trained Sawa leaders (in
2011 and 2012) that had participated as
trainers under the supervision of certified
lactation consultants (IBCLCs) from
MCEFC. The leaders were then assigned to
present a report during the follow up to
show what they were doing and have their
supervisors, in the health center or facility
where they work, stamp it to verify it for
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them. All 8 regions of Alexandria were
visited  these included Shark, Agami,
Montaza, Abu Keer, Gharb, Borg ElArab
and Amirya as shown in table (1).

The number of health centers visited by
the Sawa trainers and the reports they did
or collected from the trained Raedat who
prepared written documented feedback
were 27 with a range of 1-6 and an
average of 3.4 per region. Follow-up visits
and feedback reports from Raedat working
in the health units visited were highest in
Shark (22.2%) and least in Borg ElArab
(3.7%). It was also low in Amirya, Agami
and Abu Keer as shown in table (1).

A total number of 55 sessions were
conducted. The number of education
sessions to mothers that were observed or
documented to be conducted; ranged from
2 to 12 per health facility with an average
of 6.7 sessions per region and a total of 55
sessions. Shark and Wasat showed the
highest number of observations (12 or
21.8%) in each alike followed by 10
sessions in Montaza 18.2%), 6 in Amirya
and Gharb alike (10.9%) and the least
sessions were seen or reported in Borg
ElArab (2 or 3.6%) , Agami (3 or 5.5%)
and Abu Keer (4 or 7.3%). A total number
of 1066 mothers attended the sessions with
a range of 30 to 319 per region and 7-38
per session. The highest number came
from Shark (319 or 29.9%) and Wasat
(231 or 21.7%) and also Montaza 143
(13.4%).

The percent of mothers who gave their
feedback contact numbers was highest in
Shark and absent in Agami, Abu keer,
Gharb and Amirya health regions as
shown in table (1).
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The Online Facebook Mother support
Initiative of an MCFC/ IBCLC member
Facebook group activist.

Figure (1) Ilustrates a Facebook interface
showing layout and number of interacting
mothers from a mother support group (in
Arabic). The total number of mothers who
interacted with an IBCLC or by a mother
group leader trained by the IBCLC was
27,000 over the past 2 years since it was
launched in 2012. The MSGL who were
frequently interacting became leaders and
would respond to new mothers in relation
to common queries, but would refer to the
IBCLC only when the case became
complicated and difficult to handle.

Topics mostly discussed in either
situations were related to benefits of
breastfeeding to baby and mother,
practices and techniques of breastfeeding
such as how the baby attaches to nipple,
the positions she can take while sleeping,
also insufficient milk and how to increase
milk supply, frequency of feeding,
problems as sore and cracked or inverted
nipple, these were the most frequently
discussed topics and most frequently
asked issues in the mother support groups.
Some MSG leaders actually transcribed
what the mothers said and the interaction
of the groups and this will be analyzed in a
separate paper.

Discussion

Alexandria is divided into 8 regions, many
of the regions are in the outskirts as the
geographical lay out of a fish with the tail
bordering with distant governorates of
Matrouh and the Oasis and head with the
huge governorate of Beheira. Its
population density is mainly in its body,
represented in the districts of Shark and
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Wasat. It peripheries which include
Agami, Bor-ElArab and Amriya on one
side and Abu-keer on the other side make
them subject to problems of accessibility
as they merge into the rural remote ans
satellite villages of the Bedouin regions.
This would explain why health centers
visited were highest in Shark (22.2%)
which is more central in Alexandria and
easily accessible, while it was lowest in
the furthest health regions as Borg ElArab
(3.7%), also Amirya, Agami and Abu
Keer which are also at the outskirts of
Alexandria. Although Gharb region is
supposed to be down town yet its activity
was low (6 or 10.9%). Its flow was one
half of those in Shark and Wasat, probably
related to the low socio-economic status
and prevailing poverty that represented
barriers to attendance of mothers who do
not have the luxury to give time to attend
such sessions, whilst trying to earn their
living and entrenched with household
responsibilities and a rigid traditional
culture that precludes a female access to
education.

Many of the leaders who attended over
prolonged periods of time become
seriously committed advocates. Sullivan et
al., 'V trained community support groups
and showed that initial training duration
was positively associated with the use of
many  breastfeeding  support  skills
especially when they additionally continue
to further their breastfeeding education by
attending conferences or workshops.
However one of the challenges that face
fostering establishment of MSG is that it
does not exist within the health care
system so that it can become of the
continued education in-service training
activities of the Ministry.
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In our study Shark and Wasat had the
highest attendees as they represent the
most densely populated and well-educated
women in Alexandria and also Montaza
143 (13.4%) which is less populated and
tends to have a lower socioeconomic
status of population. The remaining
regions are considered suburban and
mothers who live there come from far
away villages or have transportation or
accessibility problems, time, resources or
social barriers.  This is shown by the
percent of mothers who gave their
feedback contact numbers which was
highest in Shark and absent in Agami, Abu
keer, Gharb and Amirya health regions
provably reflecting cultural barriers that
prevail among these communities. In this

respect online education can be a
substitute strategy for many of these
women, especially that the Facebook

technology is accessed by mothers with all
levels of education and different
socioeconomic levels as shown by the
MCEFC experience of the Facebook mother
support group.

Comparing between the field MSG
training and the distant online strategies
showed that although the online method
attracted more mothers, these mothers
probably represent a sample from the
Arabic speaking mothers from all over the
country or Arab region, hence although
the number may appear big, yet its'
percent of target audience may be small.
While the cost of the latter is much less
than that of the actual person to person
training and focus group discussions, yet
the technology is not accessible for the
mothers coming from low socioeconomic
standards and who have no access to such
technology, either because of affordability
or illiteracy or because such technology
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may not be available in the regions where
they live. With the expanding use in café
nets and in schools, we expect that future
generations will be accessing it more
easily.

One of the ways in which Sawa is trying
to address the accessibility issue is through
a small gift to every new mother directly
from the mothers support group leader in
her health facility. The gift includes the
“For Every Newborn” brochure and a set
of cloth breast pads. It creates the
opportunity for initial contact so the
mother knows she has support. It provides
her with literature, that has been designed
for mothers that may have limited reading
skills or are illiterate and the gift
encourages breastfeeding in contrast to the
types of gifts given by milk substitute
companies. An evaluation of this support
project to assess its effectiveness will be
done after completion. To date, 7300
mothers have been reached by active MSG
leaders from the 8 districts in Alexandria.
In the future, social media contacts can
also be included so that those with internet
access can also use this effective tool to
get additional support.

Social media is a form of communication
that enables online communities to share
ideas, information, and personal messages.
U2 Lay-moderated discussion board can
be a worthwhile resource for parents in
need of reassurance, information or
general social support to expand the
amount of breastfeeding on a website. 13
Those providing support to breastfeeding
mothers are uniquely equipped to share
information, guidance, and encouragement
with new mothers. Lactation professionals,
advocates, and volunteers should be aware
that mothers are using Web-based
communication to gain information about
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breastfeeding. = Those  who  support
breastfeeding mothers can also learn to use
these methods to engage with the
breastfeeding community online.
Regardless of the chosen platform, social
media is most successful when it promotes
engagement with a target audience.
Facebook, Twitter, blogs, and Pinterest are
identified as useful platforms for
connecting with breastfeeding mothers. 12

The availability and accessibility of
interactive communication technologies
via the internet provide the opportunity for
developing new methods of healthcare
delivery. One study showed that
information technology is an innovative
and cost-effective to support breastfeeding

mothers. Their online breastfeeding
support clinic improved access to
specialized professional breastfeeding

support in combination with interactive
peer support. They recommended that
their new online clinic can be readily
implemented to all regions in Canada with
reliable Internet access, with the potential
to significantly impact the health of all
Canadian infants and their families. 4

Internet-based interventions were shown
to impact the health and wellbeing of
mothers. One study showed that the
intervention made mothers experience
higher infant centrality compared with
control mothers at six weeks. ¥ While
another study for mothers communicating
on the internet with their providers showed
that breastfeeding mothers had less
psychological problems and were less
stressed  than those who were not
breastfeeding. (19

Although the web based support does not
seem costly, the design and management
of these programs especially innovative
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interactive ones, may be costly. One center
examined the effects of an interactive
Web-based  breastfeeding  monitoring
system (LACTOR) which resulted in
promoting higher exclusive breastfeeding
rate and duration. Ninety-two percent of
the mothers thought that they did not need
to learn many skills before they started to
use LACTOR and did not need any
technical support. Mothers reported that
the monitoring was beneficial and gave
them the chance to track their infants'
feeding patterns and detect any problems
early. 1718

Partnering with physicians and experts to
share in consultation on the web can be
useful. A survey to assess the use of
electronic communication in supporting
breastfeeding mothers showed that one-
fourth of physicians received e-mails with
questions about breastfeeding issues from
patients with whom they have no
preexisting relationships. More receive e-
mail from known patients. They suggested
that breastfeeding mothers do seek expert
information on the Internet. In their study
over half of the physicians replied to e-
mails individually and without any
financial reimbursement. 1%

Peer counseling by MSGs was shown to
be improved the IYCF practices in the
district and could be sustained. @
However it may be advantageous for peer
counselors to direct fewer resources to
later postnatal enrollees and more to
prenatal or early postnatal enrollees. It
may also be advantageous to focus on
supporting women at high risk of
discontinuation rather than on retaining
women who choose to withdraw from the
program while breastfeeding. !
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Other strategies such as telephone support
have been examined and found to be
useful for support of inexclusive
breastfeeding but not to support exclusive
breastfeeding up to six months in the
communities that had Spanish speaking
background, indicating that these
communities may have stronger negative
extended family support system that needs
to be addressed separately. ?? Abul Fadl
23 examined the role of positive versus
negative family centered support system
and their role in continuation of
breastfeeding and reported that husband
emotional and tangible support were
unequivocal. While mothers and mothers-
in-law came second but were very
influential as negative support systems for
the mother during pregnancy and after
child birth. @

Another group that appears to be neglected
and requires special strategies are
adolescent first time mothers which appear
to have low exclusively and continuity
rates of breastfeeding. In one study in the
US a study group wused several
interventions and showed that the one
intervention that used a combination of
education and counseling provided by a
lactation consultant-peer counselor team,
significantly improved both breastfeeding
initiation and duration. They recommend
that interventions should be less resource
intensive, be more theoretically driven,
and specifically include mothers and
partners of adolescents to successfully
promote breastfeeding among adolescent
mothers, @4

Factors that impact success of peer support
groups in improving rates of exclusive
breastfeeding decreasing risks of early
discontinuation were prenatal enrollment
especially for low income mothers and
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postpartum support through more face-to-
face and less on the phone support. ? The
impact of MSG through peer counselors
has been shown by several studies to be
more effective for low income mothers, %
and especially when carried out from the
antenatal period, as shown by a systemic
review conducted evaluate the
effectiveness of antenatal BF education for
increasing breastfeeding initiation and
duration. Although no single intervention
was identified as being superior than
another, neither were multiple more
effective than single, but they did mention
one study that showed that the
combination of counseling by a LC and
use of audiovisual aids increased the
effectiveness of outcome on breastfeeding
initiation and continuation rather than
videos and booklets only. ¢

Furthermore the combined support from
peer counselors and lactation consultants
were found to be much more effective. 3
This was also shown in our study in both
the field and online support Facebook
whereby the involvement of an IBCLCian
in training and in later support during
implementation were equally additive in
improving the outcome.

Both peer counselors, mother support
groups, in supporting and guiding mothers
to continue breastfeeding as well as the
importance of lactation consultants as
specialist in managing difficult cases of
breastfeeding mothers, can play a
significant role in reducing mortality. A
study conducted in Malawi showed that
the cost of women's groups was US$114
per year of life lost (YLL) averted and that
of peer counselors was $33 per YLL
averted, using stratified data from single
intervention comparisons. Hence
community mobilization through women's
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groups and volunteer peer counselor
health education are methods to improve
maternal and child health outcomes in
poor rural populations in Africa where
HIV prevails and counseling can play a
significant role in saving lives. ?%30

Finally the use of peer counselors and
MSG as well as lactation consultants to
support babies and mothers in hospitals
can be equally life-saving and decrease the
morbidity and mortality rates inside
hospitals. One study showed that
employing breastfeeding peer counselors,
former parents of NICU infants, as direct
lactation care providers who worked
collaboratively with the NICU nurses. ¢V

Conclusions and recommendations:

Different strategies for MSG can influence
morbidity, mortality and health behaviors
of mothers and impact the feeding and
health outcome of their children. The
barriers and challenges facing
dissemination of MSG can be summarized
into accessibility, economical, technology
related, literacy related and cultural
factors. Other workers have shown that
integrating women club and social
activities inside community health centers
will allow the community to visit and
interact with the health center in a more
positive way and respond and accept the
health messages disseminated by the
health care system more readily. Hence we
recommend that more strategies related to
development and income generating
activities be integrated into the MSG
leader activity that could promote and
disseminate the culture within the
community and assist those who have
socioeconomic and cultural barriers to
accept and interact with such groups.
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Moreover with the building of increasing
evidence of the importance of
breastfeeding in saving lives, and reducing
the burden of non-communicable disease
and the high costs of care, attention should
be focused on making it a priority in the
future’s country plans for development.
(3233 Hence a cost effective strategy would
be to integrate the system of MSG within
health care so that it is nationalized and
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Table (1) Comparing feedback from MSG meetings by health region in Alexandria according to
number of sessions, number of participating health facilities and number of mothers who
attended the sessions

Regions Health Sessions Range of | Mothers who | Mothers who
centers with | conducted in | mothers attended by | gave their
feed back each region who region contacts as a
No % No. % attended No. % percent of
per session those who
attended
Shark 6 222 12 218 15-35 319 29.9 195 61.1
Wasat 4 148 12 218 10-30 231 21.7 52 225
Agami 2 7.4 3 5.5 10-30 50 4.7 0 0.0
Montaza 5 185 10 18.2 10-30 143 13.4 30 209
Abu Keer 2 74 4 7.3 10-38 70 6.6 0 0.0
Gharb 5 185 6 10.9 9-30 140 13.1 0 0.0
Borg ElArab 1 3.7 2 3.6 15 30 2.8 8 26.7
Amriya 2 7.4 6 10.9 7-30 83 7.8 0 0.0
Average 34 6.87 133.25
Total 27 100 55 100 1066 100 285 26.7
Ranges 1-6 2-12 7-38 30-319 8-195
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Figure (1) Snapshot illustrations from Facebook interface showing layout and number of
interacting mothers from Mother support page on Face Book (in Arabic) with an increase of
group members by over 1000 in one week:
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Section 111:

Annotated Bibliographies from Egyptian
Research Thesis

1. Risk Factors of Childhood Type I Diabetes
Mellitus in Port Saed Governorate

Shereen A.A Kasem.

MSec. Thesis in Pediatrics, supervised by Professors: Ahmed Atef Saad and Sonya
ElSharkawy, faculty of medicine, Suez Canal University, 2008.

Background: Childhood Type 1 diabetes mellitus (T1DM) remains a serious, costly, and
rising worldwide health problem resulting in substantial morbidity and mortality. Over the
past two decades, the incidence of TIDM has increased in an epidemic like fashion
worldwide contributing to the growing burden of non-communicable disease, and mainly
encouraged by decreasing levels of activity and increasing prevalence of obesity. TIDM is
considered to be an autoimmune disease in which the insulin-producing B-cells are destroyed
in genetically predisposed individuals. Both genetic and environmental factors are thought to
play a role in the selective destruction of the insulin-producing B -cells in TIDM. Because
the peak incidence occurs in late childhood, researchers have speculated that early
environmental exposures could play an important role.

Aim: The study was designed to identify the sociodemographic and clinical characteristics
e.g.( age, sex, residence, birth order, socioeconomic level, feeding, family history,
symptoms, signs, effect on growth and presence of complications) that are associated with
occurrence of type 1 diabetes in children aged 0 — 18 years of both boys and girls.

Methods: The sample included 148 children and adolescent with TIDM aged 0-18 years of
both boys and girls managed in the outpatient clinic of the health insurance for children at
ELMABARA hospital in Port Said Governorate, and 148 normal healthy children and
adolescent age and sex matched with the control group. All the studied children and
adolescents were subjected to Structured interview questionnaire together with their
accompanying mothers (includes socio-demographic characteristics of the mothers, socio-
demographic characteristics the studied children, maternal history, children’s history,
nutritional history and Family history of DM.

Findings The results of the study showed that there was no significant difference between
study and control groups regarding all socio-demographic characteristics including age of the
mother, educational level and employment status of the mothers, age and sex of the children,
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and their educational level. The mean duration of the disease was 4.3 + 3.1 years. NPH
insulin is the most commonly used type of insulin among studied diabetic children. Most of
the diabetic children check blood or urine glucose regularly. Also, it was reported by many
of the diabetic children and their mothers that there is inexpensive and easy transportation
methods for the diabetes clinic. No significant difference between study and control groups
regarding receiving medications during pregnancy and mode of delivery. The same was
found regarding number of family members and monthly family income per capita. In this
study there was a significant increase in the incidence of T1DM which could be explained by
increasing maternal age, decreasing birth order, short duration of breast feeding and early
infant weaning and cow’s milk exposure. Gestational age at time of delivery has no
significant effect on the incidence of TIDM.

Conclusions: It is concluded that early exposure to cow’s milk, short duration of
breast feeding, maternal age and birth order can be used in prediction of developing
T1DM.

BREASTFEEDING baby-friendly, planet-friendly
Breastfeeding Protects our Children and the Environment
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2. Study of Serum Aluminum Status in Egyptian
Infants versus Respective Mothers

Amal Y. Abdel Malak

MSc. Thesis in Pediatrics, Supervised by Professors: Hamed Khayat, Ahmed Shouman,
Mostafa Hodhod, faculty of Medicine, Ain Shams University, 1996.

Background: Aluminum (Al) is a common metal in the community and its contamination is
not rare. Al is a toxic metal. In human, it causes microcytic hypochromic anemia, bone
changes and encephalopathy. Al utensils are usually used in pediatric age group. Al foils,
milk powder bags, Al cans, containers are all potential sources of oral intake of Al

Aim & Methods: Our present study was conducted for 40 infants aged 2 days to 6 months.
They were recruited from the well-baby clinic Ain-Shams University Children’s Hospital.
They were divided into 4 study-groups that included, group I: exclusively breast fed (age
range 35 days to 6 months with a mean age of 93.9447.76 days); group II: fully breast fed
(mean age= 93+ 58.8 days); group III: mixed fed (mean age =75.5 + 72.6 days) and group
IV: formula fed (mean age=73.9 +74.36days).

All infants were subjected to history-taking, clinical examination, anthropometric
measurements including weight, height and skull circumference. Hemoglobin concentration
was tested in the babies, also serum Al in the babies and their mothers.

Findings: The study showed a significantly higher serum Al levels among formula fed
infants whether separately or combined with mixed breastfeeding (groups IV and III
respectively) compared to the 2 groups of exclusively and fully breast feeding (groups I and
I respectively). Furthermore, exclusively breast fed infants showed significantly lower
serum Al levels compared to fully breast fed infants. Formula fed infants showed
significantly higher serum Al level compared to infants who were mixed fed.

There was no significant difference in serum maternal Al levels between groups. Mean
serum Al level did not vary with the intake or number of DTP injections among groups.
Serum Al level did not vary among anemic and non anemic infants. With the exception of
group IV (exclusively formula fed), sex did not influence the serum Al level among studied
infants. The groups of infants utilizing Al utensils (groups II, III, IV) have got significantly
higher serum Al level compared to those not using them (group I).

Lastly, serum Al levels of infants were correlated significantly positive with maternal serum
Al in all groups, (mainly in group I). However, the maternal serum Al was not correlated
with any of the parameters of the studied infants.

Conclusion: We can conclude that infants fed infant milk formula based cow’s milk are at
risk for developing hyperaluminemia. Although of less hazardous effect, infant herbal drinks
are still a considerable source of Al contamination. In spite of the fact that toxicity was not
encountered among studied infants, however, the magnitude of the problem is considerable
because plasma level in our study, regardless the group, is far higher than normal values
reported in the literature.
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3- Effect of Environmental Factor on Blood Lead
in Infants: Breast-fed versus Artificially Fed

Mohamed S.A. Mosa

MSec. Thesis in Pediatrics, supervised by Professors: Farida ElBaz, Azza Abdel Aziz,
Mohamed Mowafy, Faculty of Medicine, Ain Shams University, 2014.

Background: Exposure to lead causes a variety of health effects, and affects children in
particular. Too much lead can damage various systems of the body including the nervous and
reproductive systems and the kidneys, and it can cause high blood pressure and anemia. Lead
accumulates in the bones and lead poisoning may be diagnosed from a blue line around the
gums. Lead is especially harmful to the developing brains of fetuses and young children and
to pregnant women. Lead interferes with the metabolism of calcium and Vitamin D. High
blood lead levels in children can cause consequences which may be irreversible including
learning disabilities, behavioral problems, and mental retardation. At very high levels, lead
can cause convulsions, coma and death.

People are exposed to lead through the air they breathe, through water and through
food/ingestion. Toxic effects are usually due to long term exposure. The population groups at
greatest risk of exposure are young children and workers. A recent report suggests that even
a blood level of 10 micrograms per decilitre can have harmful effects on children’s learning
and behavior. People can be exposed to lead contamination from the motor vehicle exhaust
of leaded gasoline, as well as from industrial sources such as smelters and lead
manufacturing and recycling industries, from cottage industry uses and waste sites.

Aim: Our study was undertaken to evaluate the effect of environmental lead exposure on the
serum lead level in infants, breast fed and artificially fed in Suez governorate, Egypt.

Methods: Sixty healthy infants were included in this study, aged 3-9 months, 30 infants are
living in Arab Almamal G1 {industrial area} [50%] 15 of them are artificially fed GIAF
[25%] other 15 were fed breast milk GIBF [25%], and 30 infants were living in Alganayen
G2 {rural area} [50%] 15 of them artificially fed GIIAF [25%] and 15 fed breast milk GIIBF
[25%]. Complete blood picture and blood lead level to the studied infants, BLL measured by
using Graphite Furnace Atomic Absorption Spectrophotometry by using 1.5 ml heparinized
sample.

Findings: The current study showed that there were no significant differences in hemoglobin
level, RBCs count, white cells count and platelets count between infants live in Arab
Almaamal G1 and infants live in Alganayen G2. But there was a significant increase of
serum lead level in Arab Almaamal cases G1 in relation to Alganayen G2 meaning that the
blood lead level significant effect of environmental lead exposure on in infants. Also present
study showed a significant increase of blood lead level (BLL) in artificially fed cases (AF) in
relation to breast feeding cases (BF) meaning that breastfeeding decreases effect of lead in
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infant body. In our study no differences between artificial feeding and breastfed infants as
regard CBC parameters, mean no significant effect of type of feeding on RBCs count,
hemoglobin level or other blood component.

Our study showed a significant —ve correlation between RBCs count and BLL and a
significant —ve correlation between HB & BLL, but no significance with other parameters,
mean decrease hemoglobin level and RBCs count cause increase blood lead level or more
lead in infant blood cause decrease hemoglobin level. There was a significant increase in
blood lead level with the increase amount of fed in CC. On the other hand there was a
significant decrease in blood lead level with increasing age or delayed age of weaning foods
introduced. Neurological deficits were more common in areas with higher environmental
exposure of lead regardless of the type of feeding either breast or artificial fed. Neurological
deficits were more common in artificially fed infants than in breastfed infants regardless of
where they lived.

4- Weight Changes in Both Mother and Infant
and their Relation to Breastfeeding

Heba M.M. Gomaa

MSc. Thesis in Nutrition, supervised by Professors: Fikrat E1Sahn and Mostata Waly, High
Institute of Public Health, Alexandria University, 2012.

In the first months of life, breast feeding is the most important feeding method which has
value, both immunologically and psychologically, in addition to providing adequate
nutrition. Breastfeeding is important to the child, the mother, their family and society in
general. Despite the advantages of breastfeeding, it is debatable whether post-partum weight
loss is among them. The literature documents a highly variable range of maternal weight
change with breastfeeding. Regarding the effect of breastfeeding on infant growth, many
studies have shown differences in the growth pattern of breast-fed and bottle-fed infants.

Aim: The current study aimed to determine the weight changes of the mother and growth of
the infant during the first 6 months of infant’s life and their relation to different types of
breastfeeding.

Findings: Regarding the maternal weight changes and breastfeeding, the current study
showed no significant correlation between maternal weight changes and different types of
feeding practices at different periods of follow-up. The percent of weight change of mother
at 2 months ranged between -23.6 to 15%, -13.51 to 20.97%, 13.33 to 20.69% for exclusive,
predominant and complementary feeding respectively. The median decrease in mother’s
weight in the second month was higher in predominant, followed by those exclusively
breastfeeding. The increase in mother’s weight was mostly with bottle feeding and decreased
with predominant and mixed feeding. Still, these changes were statistically insignificant (p >
0.05 using the Kruskal —Wallis test).
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Larger antenatal weight gain of the mother was associated with higher percent of maternal
weight loss at 6 months. Earlier start of breastfeeding was associated with higher percent of
maternal weight loss. The percent of weight loss of mother at 4 months was higher among
working mothers than housewives. This was statistically significant (P=0.049).
The rate of growth of infants was assessed in the 4 groups of exclusive, predominant,
complementary breastfed and bottle-fed, at 2, 4 and 6 months of age. The median increase in
infant’s height was higher in predominant, then complementary and lastly the exclusive
breastfed, at p < 0.05. The weight increase of infants at 6 months was higher among bottle-
fed followed by complementary then exclusively and lastly the predominant breastfed at p <
0.05. The percent of weight and height increase of infant at 6 month was higher in those with
upper respiratory tract infection than in those no disease (p= 1.53 and 1.55 respectively).

Conclusions: Earlier initiation of breastfeeding and larger antenatal weight of the mother are
associated with higher percent of post-partum maternal weight loss. The percent decrease of
mothers’ weight at 4 months was higher among working mothers. Bottle fed infants tend to
gain weight at 6 months more than mixed fed and exclusively breastfed, however, this was
statistically insignificant (p > 0.05). At 4 months, the percent of weight change of the mother
ranged between -14.29 to 29.41%, -12.5 to 6.67%, -8.45 to 10%, -14.55 to -5.88% for
exclusive, predominant, complementary and bottle feeding respectively. The highest median
decrease in mother’s weight was in bottle then complementary then exclusive and last in
predominant feeding. At 6 months, the percent of weight change of mother ranged between -
18.67 to 12.5%, -13.33 to 4.0%, -22.73 to 7.69%, -1.33 to 2.33% for exclusive, predominant,
complementary and bottle-feeding respectively. The median increase in infant’s height at 2
months was higher in predominant, then complementary and last exclusive breastfeeding.

Recommendations: Breastfeeding should be performed due to its multiple benefits,
including the higher percent of post-partum maternal weight loss, if started early. Exclusive
breastfeeding should be performed in the first 6 months of life for optimum growth of
infants. Complementary foods must be introduced only after 6 months. Bottle-feeding should
be avoided as it causes excessive infant weight gain.
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5- The Present Status and Contributing Factors
to Protein-Energy Malnutrition among
Children Under-five with Malnutrition in
Alexandria

Eman A.H. ElBezry

MSec. Thesis in Public Health (Nutrition), supervised by Professors: Aly Khamis Amin
and Dalia Ibrahim Tayel, High Institute of Public Health, Alexandria University, 2013.

Nutritional status of child is influenced by large number of factors, one of which is food
consumption, when a child intake of food falls below the standard allowances, growth slows
and malnutrition ensues, and it can lead to growth failure and to increased susceptibility to
disease.

The present survey was conducted to investigate the present status and contributing factors
of protein energy malnutrition among under five years children in Alexandria, to estimate the
prevalence of underweight, stunting and wasting among under five years children, to identify
various factors contributing to the occurrence of protein energy malnutrition among this age
group, with emphasis on the role of dietary pattern (habits and intake) in the development of
protein energy malnutrition.

The study was carried out in Maternal and Child Health Care centers (MCH) in Alexandria.
A descriptive cross sectional approach was used to conduct this study. The total sample size
was 500 children included in the study. A pre-designed interview questionnaire was used to
collect the following data: Demographic and personal data, Socioeconomic and
environmental characteristics, medical history, dietary habits and dietary intake. Method of
24hr recall was used to estimate children dietary intake.Anthropometric assessment was
performed. Weight and height were accurately measured for each child using standard
procedures of Jelliffe et al for measurements of weight and height. The z-score system was
used as a measuring system of anthropometric indices.Statistical analysis was made by using
version 17 of SPSS. Levels of significance were set at P value <0.05, tests of significance,
Chi squared (x2) test, Monte Carlo Probability (MCP), Fisher’s Exact Probability (FEP) and
NcNemar test were used for analysis of categorical data. Z-test was used for comparison
between two proportions. The T-test was used for comparison between mean values of two
sets of data and the logistic regression model for factors affecting underweight, stunting and
wasting of the sample under study.

Findings: The studied sample included 500 children among them 280 boys (230 were urban
and 50 were rural) and 220 girls (166 were urban and 54 were rural), their age ranged
between 0 - 60 months. Of these 56% of the <2 years children and 56% of 2-5 years children
were boys and 44% of <2 years children and 44% of 2-5 years children were girls. Of these
35.4% were 1st birth order and 36.5% of <2 years children’s fathers and 46.6% of 2-5 years
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children’s fathers were of university level of education and above. While 28.6% of <2 years
children’s mothers and 42% of 2-5 years children’s mothers were of university level and
above. Also, 66.5% of <2 years children’s mothers and 54.7% of 2-5 years children’s
mothers were housewife. In addition, 47% of <2years children and 38% of 2-5 years
children, had a family income that was not enough, on living on a loan. A family size of 3-4
persons was in 57.1% of <2years children and 53% of 2-5 years. Whilel-2 children per room
was common in 69.2% of <2years children and 77.8% of 2-5 years. Also, 51.9% of <2years
children and 62.4% of 2-5 years children were of high socioeconomic level. While, 48.1% of
<2years children and 37.6% of 2-5 years children were of low socioeconomic level.

Diarrhae was commonest ailment in 57.9% of <2years children and 54.3% of 2-5 years
children and 14.7% of <2years children and 32.5% of 2-5 years children had parasitic
infestation. Also 30.8% of <2years children and 39.3% of 2-5 years children only had cough.
45.5% of <2years children and 38.9% of 2-5 years children had fever. 87.6% of <2years
children were breastfed, 30% of <2years children and 44.1% of 2-5 years children were
breastfed exclusively for 4 months, while 22.3% of <2years children and 32.3% of 2-5 years
children were breastfed exclusively for 6 months.

The majority of <2years children and 2-5 years children (95.8% and 79.5%, respectively)
were weaned between 12 and 24 months. The majority of <2years children (74.6%) and 2-5
years children (97.4%) were offered 3 main meals daily and 80.6% of <2years children and
97.4% of 2-5 years children were offered 2 snacks daily.

The prevalence of underweight of children was 6.2% (7.5% of boys and 4.5% of girls), the
prevalence of wasting was 3.4% (4.3% of boys and 2.3% of girls) and the prevalence of
stunting was 23.8% (26.4% of boys and 20.5% of girls).The prevalence of underweight of
children was 6.2% (8.6% of <2years children and 3.4% of 2-5 years children). The
prevalence of wasting was 3.4% (3% of <2years and 3.8% of 2-5 years). The prevalence of
stunting was 23.8% (39.8% of <2years children and 5.6% of 2-5 years children).

The lowest percent (no one of underweight and 100% of normal children) aged between 18
and 24 months. 6.8% of underweight and 93.2% of normal children were 1st order. 9.3% of
underweight and 90.7% of normal children were of low socioeconomic level. The 3.9% of
underweight and 96.1% of normal children were of high socioeconomic level with a score
for the underweight of 29.39 + 1.73 and for normal children of 34.29 + 0.428. At 48 and 60
months, 9.5% of children had wasting. The mean of the weight at birth of wasted was 3.09 +
0.12 compared to 3.26 £ 0.02 in the normal children.

The significant studied factors that directly correlated with weight were age, weight at birth,
socioeconomic score, duration of breastfeed, number of breastfeeds, number of main meals,
number of snacks, and intake of energy, protein, fat and CHO. But only duration of exclusive
breastfeeding was indirectly significantly correlated with weight. The significant factors that
directly correlated with height were age, socioeconomic score, number of breastfeeds,
number of main meals, number of snacks, and intake of energy, protein, fat and CHO. The
indirect factors of significance were birth order, while the duration of exclusive
breastfeeding was correlated with weight.
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Underweight was associated with mother’s younger age, decrease weight at birth and high
socioeconomic level. Wasting was mainly associated with low socioeconomic level. The
significant factors associated with stunting were male sex, advance in motehr’s age and
decrease weight at birth.

The recommendations of the present study are to promote breastfeeding within the first half
hour after delivery, breastfeed children exclusively in the first six months of life and to
continue breastfeeding until 24 months of age. Also to guide mothers to proper
complementary feeding and feeding for children during and after diseases.

6- Impact of Health Education of Pregnant Mothers
on the Nutritional Status of their Children

Samy F Isaac

MSc.Thesis in Public Health, supervised by Professors: Salah Mostafa, Refaat Salem and
Mona Abu-Zeid, Public Health Department, Faculty of medicine, Minia University, 1997.

The aim of the study was to assess the impact of health and nutrition education for mothers
during pregnancy and lactation on the nutritional status of their children and if health
education could be one the important measures which should be undertaken to control
malnutrition problem among preschool children. The results showed also that the most
important variables that had a direct impact on child nutritional status, in order of
importance, were child s age , education of the mother, space with previous child , birth
order and age of the mother. These results confirm the research hypothesis that health
education have a positive impact on children nutritional status, and hence it could be one of
the major tools in controlling malnutrition problems among young children.

7- Studying Breastfeeding Difficulties among Pregnant
Females Attending Belbies Mother and Child health
Care Center and Managing Them

Hanaa S.S. ElSayed

Msc. Thesis in Family Medicine supervised by Professors: Samir M. Wasef, Nahed
Khater, Ghada ElSharkawy, Faculty of Medicine, Zagazig University, 2011.

Objectives: To assess the knowledge and attitude of pregnant females about breastfeeding,
to detect breastfeeding difficulties and managing them with different available methods
including health education sessions and treatment for pathological conditions, to assess the
effect of health education intervention on the knowledge and attitude of the studied sample
and to measure the effect of intervention on practice by following up the infants of the
studied mothers to insure the success of breastfeeding process as a measure of success of the
intervention.

101



Egyptian Journal of Breastfeeding (EgJB) Volume (11) January, 2015

Subjects and methods: A cross sectional study was carried out on pregnant females to
assess knowledge and attitude about breastfeeding and its difficulties then an interventional
study was carried out for them before delivery and continuing to 6 months after delivery. A
pre designed questionnaire tested, validated and revised by pediatrician used pre and post
intervention that covers the following areas (sociodemographic characteristics of studied
mothers, Obstetrical and gynecological history and data about mother’s knowledge and
attitude towards breastfeeding). Clinical examination of pregnant females (general and local
to the breast). Four Counseling sessions over a month had occurred. Each participant was
followed up for 6 months after delivery to assess the success of breastfeeding.

Results: The mean age of the studied mothers was 23 years 0ld(23+_3.7), most of them
equal or above this age (59%) , also most of them are mothers for first time (76.33%) of
moderate social class (61.7%) with secondary school educational level (37.3%) and most of
them are house wives (67.7%) . There was no significant relation between the mother’s age
and their total knowledge and attitude pre intervention. There is significant association
between mother’s level of education and their total knowledge towards breastfeeding. There
was no significant association between mother’s level of education and their overall attitude.
No association between mothers’s working status and the adequacy of total knowledge and
attitude. A significant association was found in relation to the health education intervention
and the improved attitude of the mothers towards breastfeeding practice. The commonest
breastfeeding difficulty facing the studied mothers is late lactogenesis and low milk
production (62.1%), the 2nd difficulty is nipple fissuring and dermatitis (44.6%), the 3rd
frequent is mastitis and breast abscess (20.3%).

Conclusion and recommendation: There was great influence and improvement of mother’s
knowledge and attitude after health education intervention towards dealing with any
difficulty that may face the mothers. The study shows that there was no significant
association between mother’s age, educational level, working status and family social class
and breastfeeding practice. Based on the results of this study, the following
recommendations are suggested, Enhancing women’s education and work with supportive
strategies for breastfeeding. More attention should be given to the prenatal phase with health
education programs regarding pregnancy, antenatal care, and infant care.
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Dr. Zahira Abdin, Professor of Pediatrics and founder and president of the Association of Friends
of Children with Rheumatic Heart Disease and established the Pyramids Rheumatic Heart centers
and a number of centers in various parts of the country in Assiut, in Upper Egypt, Tanta, Zagazig,
Mansoura and Alexandria in Lower Egypt and Child Health Institute in Dokkie.
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8- Pregnancy and Heart Disease
Wael AE Maklid

MSc Thesis in Cardiology, Supervised by Professors: Heba Abdel Kader Mansour,
Hesham Khaled Rashed, Mohamed Hassan Ibrahim, faculty of medicine, Benha
University, 2009.

Recent progress in pediatric cardiology and heart surgery has made it possible for children
with congenital heart disease to survive to adulthood. Pregnancy represents a new challenge
in this group of patients, whose natural history has been modified by surgery.

The number of pregnant women with coronary disease is expected to grow and even though
rheumatic fever has decreased in developed countries in recent years, it continues to be a
serious problem in developing countries.

Methods: This study was conducted at Benha University Hospital and as a part of Euro heart
survey for registry of heart disease and pregnancy. The Euro Heart Survey of heart diseases
and pregnancy is a large survey in Europe and the Mediterranean basin. The data derived
from this survey serve as a benchmark for the relative proportion of each type of structural
heart disease the current study included 50 pregnant female enrolled in the study from
December 2007 to May 2009.

The data of the patients were analyzed in a non randomized manner. The study included all
pregnant female presenting with structural heart disease who got pregnant with exclusion of
the patients with non structural heart disease such as arrhythmia, In our survey data was
collecting using Full history taking , thorough physical examination., Twelve lead ECG,
Transthorasic Echocardiography and Laboratory Investigation.

Findings: According to the type of structural heart disease, there were 40 patients (80%)
with valvular heart disease, 4 patients (8%) with cardiomyopathy, 4patients (8%) with
congenital heart disease and 2 patients (4%) with ischemic heart disease. The majority of
patients were rheumatic in nature no patients were enrolled in this study had cyanotic heart
disease.

Through our study the pregnant women on anticoagulant therapy were on wafarin or wafarin
and unfractionated heparin which was used in the Ist trimester and 2 weeks before labour,
the follow up of these patients showed that a dose of warfarin less or equal to 5 mg is more
effective in prevention of thromboembolic event and also safe to both mother and fetus

In this study there were a lot of factors that might predict maternal outcome, These factors
were impaired LVEF > 40%, MVA> 1.5, persistent AF , Use of anticoagulant, and other
factors that might predict fetal outcome those were LVEF > 40%, mother with congenital
heart disease, use of anticoagulants

Among this study group 3 patients died 2 of them during the 3rd trimester due to cardiac
cause, the 1st woman was 28 years old with aortic valve prosthesis, developed thrombosis of
prosthetic valve , and intractable heart failure, the 2nd woman was 29 years old with DCM,
LVEF 25%, the 3rd woman died due to obstructed labour and urgent section . Moreover,
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pregnant female with prosthetic valves, Impaired LVEF, and severe mitral stenosis, were at
high risk for worsen maternal out come so Pregnancy should be avoided in this risky group,
Therapeutic abortion should be done, or strict follow up during the 3rd trimester, during
labour and after labour for pregnant females with high risk. Also pregnant females with
valvuar regurgitation, non cyanotic congenital Heart disease, IHD are at low risk, they can
tolerate pregnancy safely without complications, but they need regular follow.

Coverage of antenatal care is rising
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9- Comparative Study between Recorded and Actual
Cases of Maternal Mortality in the year 1985

Hesham M.A. Loutfi

MSec. Thesis in Family Health, Supervised by Professors: Ahmed Foad
ElSherbini and Mona Mortada, Amina EIGhamry, High Institute of Pubic
Health, Alexandria University, 1989

Mortality data are extremely useful in determining the health status of a community. Health,
disease and death patterns are affected by age and sex differentials as well as other
population characteristics such as religion, occupation, residence, marital status and other
variables.
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Aim: The aim of the present work is to compare between recorded causes and actual causes
of maternal deaths in Alexandria and to evaluate the mortality registration system, and to
compare the recorded and the actual causes of maternal mortality (MM).

Methods: To accomplish such an aim mortality data of all deaths in the age group 15-49 for
the year 1985 were collected from (6) health offices in Alexandria with a total sample of 158
deaths. This was followed by home visits for the members of the sample taken. Data was
collected by a a questionnaire form which was designed to obtain information about the
knowledge, attitude and practice of the health offices staff, and also relatives of the deceased
by home visits, to investigate the actual cause of death.

Findings: The main results of the work could be summarized as follows: Records were filled
in strict confidentialty and kept with clerks under the supervision of medical officers. Data
recorded was mostly incomplete for items as occupation, marital status and also the cause of
death (direct or underlying). Deaths that happen at home were more likely to be reported on
the same day of the event 19.62%, rather than the second day 9.49%. Also place of death
was incorrectly recorded in 10.2% of cases by either health offices or home visits. Members
of the family tend to report deaths on the same day of the event 25.94% rather than the
second day 13.92%. The commonest underlying cause of death in recorded data was
rheumatic heart disease 16.46%, hypertensive heart disease 6.96% and ischaemic heart
disease 6.33%. Heart failure was the commonest recorded data as the direct cause of death in
29.75%, intracranial haemorrhage 4.43 then asphyxia 3.80%.

There were differences in all age groups between recorded data and home visits data in
addition to appearance of a new group (50+) in home visits data which was not planned to be
included in the studied sample. The mean age in recorded data was 33.89+10.23 year, while
the in home visits data mean age was 34.26+10.59 year. Cross classification of recording the
marital status showed that 3.5% of the studied group was incorrectly recorded by either the
health offices or home visits. Cross classification the occupation showed that in 20.2%
mother’s occupation was incorrectly recorded. The majority of the deceased females were
not pregnant at time of death (79.05%) while (20.95%) were pregnant. More than half of the
deceased pregnant mothers were in labour (58.06%). The commonest cause of death among
mothers not in labor was abortion in 38.47%, antepartum haemorrhage in 30.77% and
toxaemia in 15.38%. While the commonest cause of death of those in labour was infection in
38.89%, postpartum haemorrhage in 27.78% and toxaemia 16.67%. Deceased mothers in
labour were more likely to be delivered by a Daya in 50.0% of deliveries, midwife in 37.5%
and physician in 12.5% for cases was delivered at home, while all cases delivered in
hospitals were delivered by a physician. The main causes of death in recorded data were
circulatory in 30.38%, injuries in 16.45% and malignant neoplasms in 13.92% followed by
perinatal mortality causes in 11.39%. Puerperal infections topped the list of recorded
maternal deaths 44.44%, haemorrhage 33.33%, toxaemia 16.67% then abortion 5.56%.
While haemorrhage topped the list of home visits maternal deaths 29.03%, infection 22.58%
and abortion 16.13%.

More than half of cases of haemorhage 55.56 % were due to postpartum haemorrhage and
44.44% were due to antepartum haemorrhage. Also 66.67% of cases of haemorrhage had
not received any form of resuscitation. More than three-fourth of cases of postpartum
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haemorrhage were delivered at home of whom two thirds were delivered by dayas. More
cases were delivered by caesarean section in hospitals and by physicians.

Maternal deaths increased with increasing age where 3.22% were younger than 20 years,
while 25.8% were older than 40 years. Less than one-third of maternal deaths 29.02% had a
parity of three and 19.35% had a parity of over five. One-fourth of maternal deaths 25.81%
had an inter-birth period of one year interval and 9.68% had an inter-birth interval of less
than one year interval. Less than half of maternal deaths 48.39% had a low level of
education. Less than half of the deceased pregnant 48.39% were using antenatal care. The
deceased pregnant mothers used antenatal care through hospitals (40.0%), MCH centers in
33.33% or private clinics in 26.67%. All cases of toxaemia, 80.0% of cases of abortion,
22.22% of haemorrhage and 57.14% of infection had not used antenatal care.

Causes of maternal death®
529 000 maternal deaths per year

An Editorial Commentary about the Anotated Thesis
Bibliographies by the EgJBF Editor, Dr. Azza Abul-Fadl

In 2013 about 800 women died daily due to complications of pregnancy and child birth.
Almost all of these deaths occurred in low-resource settings, and most could have been
prevented. The primary causes of death are haemorrhage, hypertension, infections, and
indirect causes, mostly due to interaction between pre-existing medical conditions and
pregnancy. The risk of a woman in a developing country dying from a maternal-related cause
during her lifetime is about 23 times higher compared to a woman living in a developed
country. Maternal mortality (MM) is a health indicator that shows very wide gaps between
rich and poor, urban and rural areas, both between countries and within them. This figure
shows the prevalence of MM ratio as expressed in 100,000 live births around the world. <V
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In Egypt in 1989, a survey of all registered deaths which occurred during 1981-1983 in
women of reproductive age was carried out in Menoufia Governorate, Egypt. MM was 190
maternal deaths per 100,000 livebirths. Most of the maternal deaths (63%) were due to direct
obstetric causes topped by haemorrhage as the leading cause. The remaining 27% of the
maternal deaths were due to indirect obstetric causes of which rheumatic heart disease
(RHD) accounted for 35% of in 1980s and 30% in 2005. > Hence RHD is still the leading
indirect cause for MM. The main obstacles facing MM reduction are late identification, late
referral, inadequate transport and inexperienced birth attendants and hospital facilities.
Today in Egypt the MM has come down to 45 maternal deaths per 100,000. Contributing
factors to this reduction include the improved access to health care, the reduction in parity,
marriages and increase demand for qualified birth attendant. Although the overall causes
have not changed from the study we have seen above conducted by the HIPH, yet the burden
of the problem and its severity have considerably regressed over the past 25 years. However
a major emerging problem is the private sector that is taking over from the public system and
is poorly equipped to meet the standards of quality obstetric care.

Maternal mortality in 1990-2013

Egypt
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The burden of noncommunicable dsease is expected to rise and will be taking over the direct
causes of MM. Contirbuting causes include the lack of appropriate early infant feeding
practices, as shown in the first study on IDDM, obesity and environmental pollution, all of
which are increased by early introduction of infant milk formula feeds and lack of intensified
breastfeeding practices. Cardiac disease causes a considerable burden and carries a greater
risk especially with the later stages of cardiac decompensation (NYHA stages II/IV) @,
presence of hypertensive disease and cardiomyopathy related to the latter and atrial
fibrillation. ®  Early detection by screening using echocardiography is becoming an
increasing demand in countries where RHD is distressfully prevalent. ® This technology
allows ease of rapid interpretation with a high degree of sensitivity and specificity and super
added cost effectiveness assisting early surgical interventions to be instituted early, thus
decreasing life years of disability and increasing quality estimated life years among these
women. ©

Promoting early appropriate infant feeding practices and making prevention, promotion and
education a priority in managing health care system costs and reducing morbidity and
mortality is recommended as a prime strategy by all health care departments in this country
and countries who wish to achieve the set millennium development goals. Unfortunately
many departments of health have their main focus fixed on managing the rising cost of care
for the very sick and dying patients. Managing one end of the problem without attention to
the other end (root causes)will increase the expenditure on health carem drain resources and
eccentuate health care problems all over the country and the world.
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attending to 136 million births,

every year

Each year nearly 3.3 million babies are stillborn, and more than 4 million others die

within 28 days of coming into the world. Deaths of babies during this neonatal period

are as numerous as those in the next 11 months or those among children aged 1-4 years.
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Appendices

(Tables abstracted from ESC clinical practice guidelines for cardiac disease)

ication (Vaughan FDA Placenta Transfer to breast

L Williams for AA drugs) category  permeable milk (fetal dose) R

Imip rifampici Antibioti C Unknown Unknown Risk cannot be excluded

teicoplanin, vancomycin (limited human data).

Aminoglycosides, Antibiotics D Unknown Unknown Risk to the fetus exists

quinolones (reserved for vital indications).

tetracyclines
Hypospadias (first trimester); birth defects,

Atenolol® B-blocker (class Il) D Yes Yes low birth welght, b ja and
hypoglycaemia in fetus (second and
third trimester).

Benazeprild ACE inhibitor D Yes Yes® (maximum |.6%) | Renal or tubular dysplasia, oligohydramnion,

retardation, ossification disorders
of skull, lung hypoplasia, contractures, large
joints, anaemia, intrauterine fatal death.

Bisoprolol B-blocker (class II) C Yes Yes Bradycardia and hypoglycaemia in fetus.

Candesartan Angiotensin Il receptor blocker | D Unknown Unknown; not Renal or tubular dysplasia, oligohydramnion,

recommended growth retardation, ossification disorders
of skull, lung hypoplasia, contractures, large
joints, anaemia, intrauterine fetal death.

Captopril ACE inhibitor D Yes Yes® (maximum |.6%) | Renal or tubular dysplasia, oligohydramnion,
growth retardation, ossification disorders
of skull, lung hypoplasia, contractures, large
joints, anaemia, intrauterine fetal death.

Clopidogrel Antip drug Cc Unknown Unknown No information during pregnancy available.

Colestipol, Lipid-lowering drugs Cc Unknown Yes- lowering fat- May impair absorption of fat-soluble

cholestyramine soluble vitamins vitamins, e.g. vitamin K —> cerebral bleeding
(neonatal).

Danaparoi Anticoagul B No No No side effects (limited human data).

Digoxin Cardiac glycoside C Yes Yes® Serum levels unreliable, safe.

Diltiazem Calcium channel blocker C No Yes® Possible teratogenic effects.

(cass V)

Disopyramide Antiarrhythmic (class 1A) C Yes Yes® Uterus contraction.

Enalaprild ACE inhibitor D Yes Yes® (maximum |.6%) | Renal or tubular dysplasia, oligohydramnion,
growth retardation, ossification disorders
of skull, lung hypoplasia, contractures, large
joints, anaemia, intrauterine fetal death.

Eplerenone Aldosterone antagonist - Unknown Unknown Unknown (limited experience).

Fenofibrate Lipid-lowering drug Cc Yes Yes No adequate human data.

Flecainide Antiarrhythmic (dlass IC) Cc Yes Yese Unknown (limited experience).

Fondaparinux Anticoagulant - Yes (maximum 10%)( No New drug, (limited experience).

Furosemide Diuretic Cc Yes Well tolerated; milk Oligohydramnion.

production can be
reduced

Gemfibrozil Lipid-lowering drug c Yes Unknown No adequate human data.

Glyceryl trinitrate Nitrate B Unknown Unknown Bradycardia, tocolytic.

Heparin (low Anticoagulant B No No Long-term application: seldom

molecular weight) osteoporosis and markedly less
thrombocytopenia than UF heparin.
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Classification (Vaughan FDA Placenta Transfer to breast
L Williams for AA drugs) ~ category permeable milk (fetal dose) S
in Anticoagulant B No No Long-term application: osteoporosis and

(unfractionated) thrombocytopenia.

Hydralazine Vasodilator (= Yes Yes® (maximum |%) Matemal side effect: lupus-like symptoms;
fetal tachyarrhythmias (maternal use).

Hydrochlorothiazide | Diuretic B Yes Yes; milk production Oligohydramnion.
can be reduced

Irbesartan? Angiotensin Il receptor blocker | D Unknown Unknown Renal or tubular dysplasia, oligohydramnion,
of skull, lung hypoplasia, contractures, large
joints, anaemia, intrauterine fetal death.

Isosorbide dinitrate Nitrate B Unknown Unknown Bradycardia.

Isradipine Calcium channel blocker (= Yes Unknown Potential synergism with magnesium sulfate
may induce hypotension.

Labetalol o/ B-blocker C Yes Yes® Intrauterine growth retardation
(second and third trimester), neonatal
bradycardia and hypotension (used near term).

Lidocaine Antiarrhythmic (class IB) C Yes Yes® Fetal bradycardia, acidosis, central nervous

Methyldopa Central at-agonist B Yes Yes® Mild neonatal hypotension.

Metoprolol B-blocker (class If) c Yes Yes® Bradycardia and hypoglycaemia in fetus.

Mexiletine Antiarrhythmic (class IB) C Yes Yes® Fetal bradycardia.

Nifedipine Calcium channel blocker C Yes Yes® (maximum 1.8%) | Tocolytic; s.. application and potential
synergism with magnesium sulfate may
induce hypotension (mother) and fetal
hypoxia.

Phenprocoumon® Vitamin K antagonist D Yes Yes (maximum |0%), well | Coumarin-embryopathy, bleeding (see
tolerated as inactive further discussion in Section 5 for use
metabolite during pregnancy).

Procainamide Antiarrhythmic (class I1A) c Yes Yes Unknown (limited experience).

Propafenone Antiarrhythmic (class IC) C Yes Unknown Unknown (limited experience).

Propranolol B-blocker (class II) c Yes Yes® Bradycardia and hypoglycaemia in fetus.

Quinidine Antiarrhythmic (class IA) c Yes Yese Thrombopenia, premature birth, VIl th

Ramiprild ACE inhibitor D Yes Yes (maximum |1.6%) | Renal or tubular dysplasia, oligohydramnion,
growth retardation, ossification disorders
of skull, lung hypoplasia, contractures, large
joints, anaemia, intrauterine fetal death.

Sotalol Antiarrhythmic (class Ill) B Yes Yese Bradycardia and hypoglycaemia in fetus
(limited experience).

Spironolactone Aldosterone antagonist D Yes Yes® (maximum|.2%); | Antiandrogenic effects, oral clefts (first

milk production can be | trimester).

reduced
Statins2 Lipid-lowering drugs X Yes Unknown Congenital anomalies.
Ticlopidine Antiplatelet Unknown Unknown Unknown (limited experience).

http://www.escardio.org/quidelines-surveys/esc-quidelines/Pages/GuidelinesList.aspx
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Classification (Vaughan FDA Placenta Transfer to breast
s Williams for AA drugs)  category permeable milk (fetal dose) e
Valsartan? Angiotensin |l receptor blocker (D Unknown Unknown Renal or wbular dysplasia, oligohydramnion,
growth retardation, ossification disorders
of skull, lung hypoplasia, contractures, large
joints, anaemia, intrauterine fetal death.
Verapamil oral Calcium channel blocker = Yes Yese Well tolerated
(class IV) (limited experience during pregnancy).
Verapamil i.v. Calcium channel blocker C Yes Yes® Intravenously use is may be associated
(class IV) with a greater risk of hypotension and
subsequent fetal hypoperfusion.
Vernakalant Antiarrhythmic - Unknown Unknown No experience of use in pregnancy.
(class III)
Warfarin® Vitamin K antagonist D Yes Yes (maximum 10%), well | Coumarin-embryopathy, bleeding (see
tolerated as inactive further discussion in Section 5 for use
metabolite during pregnancy).

The CME text "ESC Guidelines on the management of cardiovascular diseases during pregnancy’ is accredited by the European Board for Acoreditation in Cardiology (EBAC). EBAC
works according to the quality standards of the European Accreditation Council for Continuing Medical Education (EACCME), which is an institution of the European Union of
Medical Specialists (UEMS). In compliance with EBAC/EACCME guidelines, all authors participating in this programme have disclosed potential conflicts of interest that might
cause a bias in the article. The Organizing Committee is responsible for ensuring that all potential conflicts of interest relevant to the programme are declared to the participants

prior to the CME activities.

CME questions for this article are available at: European Heart Joumal http:fleme.oxfordjournals. org/egi/hierarchy/oupcme_nodesehj and European Society of Cardiology http/

www.escardio.org/guidelines.
Classification (Vaughan FDA Placenta Transfer to breast
L Williams for AA drugs) ~ category  permeable  milk (fetal dose) e
Abciximab Monoclonal antibody with c Unknown Unknown Inadequate human studies; should be given
antithrombotic effects only if the potential benefit outweighs the
potential risk to the fetus.
AcenocoumaroR Vitamin K antagonist D Yes Yes (no adverse effects | Embryopathy (mainly first trimester),
reported) bleeding (see further discussion in Section
5 for use during pregnancy).
Acetylsalicylic acid Antiplatelet drug B Yes Well-tolerated No teratogenic effects known
(low dose) (large datasets).
Adenosine® Antiarrhythmic C No No No fetal adverse effects reported (limited
human data).
Aliskiren Renin inhibitor D Unknown Unknown Unknown (limited experience).
Amiodarone Antiarrhythmic D Yes Yes Thyroid insufficiency (9%), hyperthyroidism,
(Class il goitre, bradycardia, growth retardation,
premature birth.
Ampicillin, amoxicillin, | Antibiotics B Yes Yes No fetal adverse effects reported.
ins,
erythromycin,
mezlocillin,
penidilin

http://www.escardio.org/guidelines-surveys/esc-guidelines/Pages/GuidelinesList.aspx
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reconciling maternal, newborn and child health with health system development

In order to improve maternal,
newborn and child health,
there is a clear need for
continuity of care from
pregnancy through childbirth,
the neonatal period and early
childhood.

OHM,eu;eAameﬂ L]

Visit: www..Incfe.org.eg i e Uabgalgyg)
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