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I. EXECUTIVE SUMMARY 

Bibi Essama, Director of the Women and Infant Nutrition Field Support (WINS) project and Dr. 
Joanne Leslie, technical consultant to the WINS project, were invited to participate in the 
International Forum for Francophone Africa on Infant Feeding and Child Survival held in Lomd, 
Togo from September 9 through 13, 1991. 

The conference was sponsored by the United States Agency for International Development
(A.I.D.) and was jointly organized by the Nutrition Communication project (NCP) and the 
Primary Health Care Technologies project (PRITECH). The local host was the recently founded 
Association Togolaise/Groupe Nutrition (ATGN). 

The objectives of the conference were to (a) facilitate an exchange of ideas among professionals 
and decision-makers concerned with maternal and child health and nutrition issues on recent 
research findings related to diarrheal disease control, infant and young child feeding and 
maternal nutrition; (b) review research and program activities implemented by the participating 
countries in these areas; and (c) develop tentative plans of action which could be supported by 
U.S.A.I.D. and/or donors to address current or future program needs. 

Invited participants included individual researchers and technical experts, as well as teams 
representing eight francophone African countries (Burkina Faso, Cameroon, C6te d'Ivoire, 
Guinea, Mali, Niger, Senegal and Togo). Several individual participants came from other 
countries (e.g., the Gambia and Zaire). Last minute difficulties prevented the Zaire team from 
participating. 

This report summarizes what the WINS team learned and was able to accomplish on behalf of 
the WINS project during the team's participation in this international forum. The report
discusses the rationale for WINS' participation in the conference, highlights some of the most 
interesting, substantive issues that arose during the conference, summarizes our discussions with 
country teams concerning possible future collaboration with WINS on nutrition related activities, 
and outlines specific steps that could be taken by WINS as a follow-up to the conference. 

There appeared to be three major substantive agenda items for this conference. The first was 
an attempt to breathe new life into nutrition as a field for social action in francophone African 
countries, both at the U.S.A.I.D. mission level, and at the governmental level. The second was 
to present and discuss the scientific basis for recent recommendations concerning exclusive 
breastfeeding during the first six months of an infant's life. The third was to promote greater 
awareness of and collaboration among donors and providers of technical assistance (both across 
agencies and among U.S.A.I.D. contractors) who are or could be active in nutrition research 
and projects in francophone Africa. 

The recommendation concerning exclusive breastfeeding for six months was subjected to 
considerable scrutiny and debate throughout the week. A general consensus emerged that the 
scientific evidence supporting the claim that, even in hot dry climates, infants do not need 
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supplemental water if they are being breastfed on demand was clear and compelling. However,
since this runs contrary to what most medical and public health practitioners have been 
previously taught, as well as to well established cultural practices and beliefs, it will not be easy 
to change. 

Less consensus emerged about the nutritional appropriateness of exclusive breastfeeding in the 
four to six month period, or the practicability of asking families to refuse supplemental food to 
infants who might begin to indicate a desire to share family food after four months. There was 
a general sense that more research was needed on nutritional implications of exclusive 
breastfeeding for the first six months within the context of sub-Saharan African countries, and 
that a more prudent approach must be used in EEC efforts aimed at improving infant and young 
child feeding in the region. Consistent with this prudent approach to changing established 
practice, the recommendations formulated at the end of the conference advocate exclusive 
breastfeeding for the first 4 to 6 months and introduction of weaning foods between the age of 
4 and 6 months. 

Other breastfeeding related issues that received considerable attention were the recently published
research from Kigali, Rwanda concerning transmission of HrV through breastmilk, and the time 
and work burdens of women and the problems that this could pose in terms of exclusive 
breastfeeding. Concerning the latter issue, a consensus emerged that more research was needed 
on the characteristics and circumstances of women who currently practice breastfeeding for as 
long as six months (a relatively small percentage, even in most African countries), and on 
women's perceptions of the constraints that they might experience if they were to try to 
exclusively breastfeed for this long. 

There seemed, overall, to be a high interest among the country teams in the WINS project and 
what it has to offer in te way of technical assistance and research collaboration. The flexibility 
of WINS to offer assistance across a broad range of intervention and research related needs 
appeared to be particularly attractive. 

The genuine interest expressed by country teams from Togo, Cameroon, Niger, Senegal and 
Burkina Faso in the flexibility and broad range of services offered by the WINS project provides 
a strong rationale for pursuing discussions with the U.S.A.I.D. Missions and respective 
governments for broad based collaboration to address critical maternal and early childhood 
nutrition issues. 

II. TRODUCTION 

Bibi Essama, Director of the Women and Infant Nutrition Field Support (WINS) project'and Dr. 
Joanne Leslie, technical consultant to the WINS project, participated in the International Forum 
for Francophone Africa on Infant Feeding and Child Survival held in Lom6, Togo from 
September 9 through 13, 1991. 
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The conference was sponsored by the United States Agency for International Development 
(A.I.D.) and was jointly organized by the Nutrition Communication project (NCP) and the 
Primary Health Care Technologies (PRITECH) project. The local host was the recently founded 
Association Togolaise/Groupe Nutrition (ATGN). 

The objectives of the conference were to: 

a) 	 facilitate an exchange of ideas among professionals and decision-makers 
concerned with maternal and child health and nutrition issues on recent research 
findings related to diarrheal disease control, infant and young child feeding and 
nutrition and maternal nutrition; 

b) 	 review research and program activities implemented by participating countries in 
these areas; and 

c) 	 develop tentative plans of action which could be supported by U.S.A.I.D. and/or 
donors to address current or future program needs. 

Invited participants included individual researchers and technical experts, as well as teams 
representing eight francophone African countries. Countries which were represented at the 
conference included Burkina Faso, Cameroon, Cote d'Ivoire, Guinea, Mali, Niger, Senegal and 
Togo. Several individual participants came from other countries (e.g., the Gambia and Zaire).
Unfortunately, last minute difficulties prevented the Zaire team from participating. 

This report summarizes what we learned and were able to accomplish on behalf of the WINS 
project during our participation in this international forum. 

The remainder of this report is organized into four sections. The first section presents the 
rationale for WINS' participation in the conference. The second section highlights some of the 
most interesting, substantive issues that arose during the conference. The third section 
summarizes our discussions with country teams concerning possible future collaboration with 
WINS on nutrition related activities. The last section proposes a number of specific steps that 
could be taken by WINS as a follow-up to the ccrference. 

I. RATIONALE FOR WINS PARTICIPATION IN THE CONFERENCE 

It was felt desirable to have participation by representatives of the WINS project in this 
conference for several reasons: 

First, the conference was an important regional forum for discussion of the 1990 lnnocenti 
Declaration on Breastfeeding, and particularly debate concerning the more recent 
recommendation to promote exclusive breastfeeding for the first six (rather than the first four)
months. Second, it provided an occasion for WINS to learn more about ongoing and planned 
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research and projects in nutrition in the participating countries. Third, it was an appropriate and 
efficient opportunity to disseminate information about the services available through WINS and 
to explore specific possibilities for collaboration with countries that expressed an interest. 
Finally, the organizers of the conference felt that both of the WINS representatives could make 
valuable technical contributions to the conference. 

IV. CONFERENCE HIGHLIGHTS 

Discussions throughout the week were lively and substantively useful, not only during plenary 
sessions and in the working groups, but also outside the organized conference sessions. It is 
certainly beyond the scope, and not the purpose of this report to do justice to the range and 
depth of the views exchanged. (There will be a proceedings to the conference published in due 
course.) Therefore, the issues highlighted here should simply be viewed as a reflection of 
discussions in which we participated, and points which struck us as particularly interesting. 

There appeared to be three major substantive agenda items for this conference. The first was 
an attempt to breathe new life into nutrition as a field for social action in francophone African 
countries, both at the U.S.A.I.D. mission level and at the governmental level. The second was 
to present and di, cuss the scientific basis for recent recommendations concerning exclusive 
breastfeeding during the first six months of an infant's life. The third was to promote greater 
awareness of and collaboration among donors and providers of technical assistance (both across 
agencies and among U.S.A.I.D. contractors) who are or could be active in nutrition research 
and projects in francophone Africa. (A copy of the program for the conference is attached as 
Annex B.) 

The recommendation concerning exclusive breastfeeding for six months subjected towas 
considerable scrutiny and debate throughout the week. A general consensus emerged that the 
scientific evidence supporting the claim that, even in hot dry climates, infants do not need 
supplemental water if they are being breastfed on demand was clear and compelling. However,
since this runs contrary to what most medical and public health practitioners have been 
previously taught, as well as to well established cultural practices and beliefs, it will not be easy 
to change. The majority of participants felt that it was important to continue to promote ORT 
during episodes of diarrhea, and emphasized that if this was the only time when a child was 
given supplemental fluid, such a child should still be considered as being exclusively breastfed. 

Less consensus emerged about the nutritional appropriateness of exclusive breastfeeding in the 
four to six month period, or the practicability of asking families to refuse supplemental food to 
infants who might begin to indicate a desire to share family food after four months. Several 
participants emphasized the serious problem of delayed introduction of supplemental foods in 
sub-Saharan Africa; for example, it was reported that, in Mali, 50 percent of the children 6-11 
months, and 20 percent of children 12 months or older receive only breastmilk and water. In 
addition, Dr. Doh presented the results of a study he had done in Togo showing a significant 
gap between the protein needs of infants 3-6 months and the protein concentration in maternal 
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milk. There was a general sense that more research was needed on nutritional implications of 
exclusive breastfeeding for the first six months within the context of sub-Saharan African 
countries, and that a more prudent approach must be used in EEC efforts aimed at improving 
infant and young child feeding in the region. Consistent with this prudent approach to changing 
established practice, the recommendations formulated at the end of the conference advocate 
exclusive breastfeeding for the first 4 to 6 months and introduction of weaning foods between 
the age of 4 and 6 months. (A copy of the draft conference recommendations is attached as 
Annex C). 

Another breastfeeding related issue that received considerable attention was the recently 
published research from Kigali, Rwanda concerning transmission of IlrV through breastmilk. 
This study (published in the August 29, 1991, New England Journal of Medicine indicates 
higher rates of postnatal transmission of Ehy from mothers to infants than had previously been 
doc.umented. Nonetheless, WHO and A.I.D. continue to recommend breastfeeding even among 
mothers at risk of acquiring FI"V infection, given the greater risks associated with bottle feeding. 
The participants at this conference seemed, on the whole, willing to endorse this 
recommendation. 

The time and work burdens of women and the problems that this could pose in terms of 
exclusive breastfeeding also received considerable attention. Although a number of participants 
stressed that the majority of African women are self-employed as food producers or engaged in 
informal sector jobs, the discussion tended to focus on the situation of women in formal sector 
jobs, resulting in a lively debate about the feasibility of different ways of extending maternity 
leave to allow exclusive breastfeeding for at least four months. A consensus emerged that more 
research was needed on the characteristics and circumstances of women who currently practice 
breastfeeding for as long as six months (a relatively small percentage, even in most African 
countries), and on women's perceptions of the constraints that they might experience if they 
were to try to exclusively breastfeed for this long. 

V. POTENTIAL WINS ACTIVITIES 

There seemed, overall, to be a high level of interest among the country teams in the WINS 
project and what it has to offer in the way of technical assistance and research collaboration. 
Our supply of WINS brochures and catalogues of services ran out quickly. The flexibility of 
WINS to offer assistance across a broad range of intervention and research related needs 
appeared to be particularly attractive. In addition, two specific intervention ideas that were 
presented by Bibi during a plenary session attracted a lot of interest. One of these was the 
Agescale for growth monitoring, which is currently being tested in a pilo. project in Nigeria by 
Dr. Marian Zeitlin. The second was Children's Services of Colorado's approach to the 
provision of child care through the establishment of home-based child care centers run by 
lactating mothers. (A copy of the presentation is attached as Annex D.) 
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Initial discussions were held with host country teams, or at least with some members of each 
team, about current and anticipated nutrition related programs and research in their respective 
countries. In several cses, this led to follow-up meetings to examine ways in which the WINS 
project could support these activities. The main conclusions reached are summarized below on 
a country by country basis, starting with those with whom future collaboration seems most 
likely. 

A. 	 TOGO 

A number of factors converge to make it potentially attractive for WINS to work in Togo. 
These factors include constraints (both technical and program) as well as opportunities for 
effective collaboration which were identified during our discussions with Togolese team 
members. 

The major constraints that were discussed with the WINS team include: 

1. 	 the current vertical approach to the delivery of health/nutrition services. Donor 
assistance has also reinforced this vertical approach by targeting specific programs 
(e.g., immunization, diarrheal disease control, malaria, etc). This has made 
coordination and integration of the various technical interventions difficult. 

2. 	 the low coverage and limited outreach capacity of the formal health care delivery 
system, and the need to find innovative ways of integrating growth monitoring 
activities into other community based programs for the prevention and early 
detection of malnutrition in rural areas. 

3. 	 a strong emphasis on clinic based rehabilitation in government programs that are 
administered through infant feeding centers and school feeding centers. The 
situation is further complicated by the food supplements which are provided by 
CRS as part of its growth monitoring and promotional efforts. This food 
distribution component of the CRS program seems to have created a disincentive 
for participation of the populations in government-sponsored growth monitoring 
and promotion (GM&P) activities, which provide no food supplements. 

4. 	 supplementation and weaning pose serious problems and need to be carefully 
addressed. The definition of exclusive breastfeeding is problematic as a large 
proportion of infants are commonly given traditional herbal concoctions in 
addition to breastmilk. To what extent do we consider these concoctions 
supplementation? 

On the positive side, the following factors converge to make Togo a suitable site for a 
comprehensive WINS program: 
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1. 	 There seems to be a reasonable amount of information already available about the 
prevalence of nutritional deficiencies. The existing data suggest a recent increase 
in the duration of breastfeeding among women with secondary education, 
compared with women with primary education. 

2. 	 There is increased political awareness of the seriousness of the malnutrition 
problem and willingness to make programs more responsive to community needs 
and problems. 

3. 	 Both the Ministry of Public Health (Maternal and Child Health Division) and 
Catholic Relief Services (CRS) are interested in reorganizing their GM&P 
activities in order to strengthen integration of two programs. They are also 
interested in working with other sectors (social services, agriculture, education...) 
to identify opportunities that will facilitate the access of households to food and 
non-food resources for improved infant and young child nutrition. 

4. 	 The new six year, U.S.A.I.D. funded Togo Child Survival and Population project 
(1992-1998) provides an effective operational framework for addressing some of 
the constraints and issues which were raised by the Togolese team. The goal of 
the project is to improve the health status of Togolese women and children by 
enhancing program integration, expanding service delivery in rural areas through 
public and private sector channels and improving MOPH institutional capacities 
to plan and deliver basic health services. The project includes strengthening and 
expanding child growth monitoring and reducing anemia among pregnant women 
as two of its specific objectives. It provides for long-term and short-term 
technical assistance, long-term and short-term participant training, in-country 
training workshops and operational and special studies to address specific health 
and nutrition related issues. A demographic and health survey is also planned 
under the project; this survey will provide comprehensive baseline data on the 
health 	and nutritional status of Togolese women and children. 

5. 	 The newly created ATGN (Association Togolaise-Groupe Nutrition) by the 
pluridisciplinary nature of its membership, has the potential for serving as a 
national or even regional source of technical expertise in nutrition. ATGN 
membership includes nutritionists, food and nutrition program planners and policy 
makers, health and agriculture specialists, university researchers and 
representatives of private institutions concerned with or working in the food and 
nutrition sector. 

6. 	 The potential also exists for expanded private sector participation in the 
production and marketing of low cost, nutritious weaning foods. A packaged 
weaning food has been developed with World Bank financing and is currently 
being marketed through local drugstores and supermarkets by a local private firm 
(AJDC Project Nutri 2,000). In discussions with the WINS team, the head of the 
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firm expressed a need for WINS' technical assistance to improve product quality 
and/or formulation, contain costs and expand its distribution to rural areas 
through local market channels. 

7. 	 The genuine interest expressed by Ministry of Health officials as well as by the 
U.S.A.I.D. Mission Director (unfortunately, it was not possible to talk with the 
Mission Health Officer, Paul Ehmer, who was in Abidjan during the week of the 
conference), the ATGN, the University, and CRS, in the broad range of services 
offered by the WINS project, provides a strong rationale for pursuing discussions 
with the U.S.A.I.D. Mission, the Government of Togo (GOT) and interested 
institutions on broad based cooperation in the nutrition sector. 

The Togolese country team expressed interest in collaborating with the WINS project in the 
following activities: 

1. 	 develop a decentralized nutrition surveillance system which would result in 
greater involvement of community members and community-based health and 
social structures in nutrition monitoring and education efforts, and facilitate early
identification of malnourished children in rural areas. The MOH would be the 
in-country lead institution for this activity. 

2. 	 develop a coordinated strategy that effectively integrates GOT/MOPH and CRS 
GM&P efforts with preventive health programs and community development 
activities implemented by other ministries, in order to enhance the nutritional 
impact 	of these programs. 

3. 	 assist the newly established ATGN to identify research priorities and to design 
and conduct collaborative inquiries to meet program development needs. 
Potential research issues which were cited by the Togolese team included 
constraints to proper weaning and young child feeding, growth monitoring 
techniques and food toxins and inhibitive substances as they relate to traditional 
food preparation and conservation methods. 

4. 	 assist the GOT and the private sector with the evaluation of the nutritional quality
of traditional and locally manufactured weaning foods and in the development of 
appropriate marketing and other strategies to facilitate access to and consumption 
of nutritious weaning foods by children of low-income families. 

B. 	 CAMEROON
 

Most of the members of the Cameroon country team were already known to one or both of us, 
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in part through our previous involvement in the Cameroon Weaning Practices Improvement 
Project. This not only facilitated discussions during the conference, but also provided a strong 
basis for working together on any future WINS activities in Cameroon. 

Cameroon has had a long historical collaboration with A.I.D. in the area of infant and young 
child feeding and nutrition, thx.ugh centrally funded and bilateral projects. As a result, there 
already 	exists many foci of nutrition knowledge and programmatic experience acquired through 
various studies and program interventions implemented by researchers from the Ministry of 
Higher Education and Sciendfic Research (MESRES), the University of Yaound6, and 
government personnel working ;n Save the Children and CARE heatih projects in the East and 
Extreme North and the PRITECH assisted national program for diarrheal disease control. 

Despite official government support for the primary health care strategy (PHC), the approach 
to the delivery of basic health care services remains for the most part curative and vertical. 
However, integrated community based approaches to the provision of health care services have 
been successfully implemented in selected areas, and are increasingly gaining acceptance in other 
regions. Some interesting research has been carried out by the Center of Nutrition of MESRES 
on the development of a nutritious weaning food using a low-cost, drought resistant, high yield 
local variety of yam. There is a vibrant informal private sector in Cameroon, which offers 
opportunities for microenterprise development for weaning food production and marketing. 

Cameroon has the potential of becoming a site for WINS comprehensive activities. All members 
of the Cameroon country team expressed strong interest in building on existing expertise and 
collaborating with WINS on future research or interventions in the areas of young child feeding 
and weaning, weaning food development, development of community based growth monitoring
and child care support systems (to improve young child nutrition and growth) and the 
development of guidelines for nutritional assessments. The following potential areas of 
collaboration were identified: 

1. 	 support the work of the Center of Nutrition on the development of a nutritious 
weaning food and explore marketing possibilities through market women vendors 
and traditional makers of "kourou-kourou" or "pap" (the traditional weaning 
food), to increase consumption of low-cost, nutritious weaning foods by children 
from low income families. 

2. 	 assistance to the MOH and MESRES in the development of protocols for the 
conduct of nutritional assessments. 

3. 	 Given the strong emphasis of the U.S.A.I.D. Mission assistance strategy on 
p,.Iicy reform for the development of market-oriented, broad based development 
economic system, the WINS team indicated the potential usefulness of assessing 
the impact of the Mission's supported policy reform initiatives in the agriculture 
and private sectors (e.g., the development of improved varieties of crops, the free 
zone initiative) on the nutritional status of women and young children (0-3 years). 
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Giver, the fact that a substantial number of A.I.D. contractors and grantees are already working 
in Cameroon in health and nutrition related areas (e.g., Management Services for Health, the 
Academy for Educational Development, CARE, HIID, Drew Medical Center, SCF-USA, FiI, 
etc.) and given the already established relationships with these institutions, the Cameroon team 
members stressed the need to coordinate all A.I.D inputs to ensure that the support provided by 
each contractor complements the efforts undertaken under other projects. Accordingly, a 
meeting was convened by the team on the last day of the conference to outline a coordinated 
strategy for a joint WINS, NCP and WELLSTART asse.,sment visit to Cameroon. Participants 
to the meeting included the Cameroonian team members, PRITECH's resident advisor to 
Cameroon (Hugh Waters), WINS' Project Director (Bibi Essama), WELLSTART's 
representative (Ann Brownlee) and NCP's project coordinator (Claudia Fishman). The proposed 
joint visit was tentatively scheduled for mid-November 1991, and the PRITECH in-country 
representative offered to assist the Cameroonian team with in-country coordination for the visit 
and to secure U.S.A.I.D. Mission concurrence. The purpose of the visit would be to follow-up 
on the discussions held with the Cameroon team members regarding specific icquests for 
assistance and seek U.S.A.I.D. Mission's support for these requests. To date, no formal 
feedback has been received from either PRITECH or the U.S.A.I.D. Mission regarding the 
proposed joint WINS/NCP/WELLSTART visit. In light of the numerous opportunities that exist 
in Cameroon for broad based collaboration under the WINS project, and the genuine interest of 
Cameroonians in collaborating with the WINS project, WINS plans to discuss with the 
U.S.A.I.D. Mission the possibility of an exploratory visit by a WINS team in January 1992. 

C. NIGER 

A seven member team from Niger attended the conference. Given the fact that WINS Project 
Director Bibi Essama had completed a reconnaissance visit to Niger one month before the 
conference, and that a number of potential areas of collaboration had been discussed during that 
visit, the WINS team did not meet extensively with the Niger country team. However, 
discussions were held with individual team members including the U.S.A.I.D. TAACS. During 
these discussions, the MOH representatives reaffirmed the MOH's interest in a long-term 
collaborative relationship with the WINS project in a broad range of areas including nutrition 
related assessments, program planning and evaluation, nutrition sector strategy and policy 
development, nutribusiness and food technology (including weaning food development). For 
more detailed information on potential WINS' activities in Niger, please refer to the report on 
WINS' visit to Niger. 

The Nutrition Division of the MOH reaffirmed its need for WINS technical assistance to conduct 
an assessment of current nutrition programs and projects, as had been tentatively agreed upon 
during the WINS Project Director's visit to Niger in July 1991. The U.S.A.I.D. TAACS 
advisor indicated that there had been some delay at the U.S.A.I.D. Mission level in preparing 
the necessary documentation to authorize the proposed assessment, however the expectation is 
that this activity will go forward, probably in November 1991. The Head of the Nutrition 
Division expressed strong preference for Bibi Essama returning to Niger, to work with an in­
country team on the assessment, to build on the momentum and enthusiasm generated by her 
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first visit and to continue the work she had already begun. Bibi reassured the team of WINS 
continued interest, and availability to work in Niger to support efforts designed to enhance the 
nutritional status of women and young children. Bibi further indicated that she plans to return 
to Niger to assist with the assessment, subject to U.S.A.I.D.'s approval and support. She added 
that the composition and source of technical assistance to be provided through the WINS project
will depend on the scope of the proposed assessment, the mix of skills that will be required to 
complete the scope of work, and the expertise available locally. 

In light of the communications difficulties between Niger and the USA, the two teams (WINS 
and MOH) agreed to meet during the week of the conference to prepare an initial draft (in
french) of the terms of reference for the proposed assessment, draft which would be circulated 
within the Ministry of Health and U.S.A.I.D./Niger for comments/revisions. Unfortunately,
due to repeated last minute revisions of the conference program, the scheduled meeting(s) had 
to be postponed and then canceled, to allow the Niger team to participate fully in conference 
activities. 

The WINS Director and the MOH team subsequently agreed to work on the scope of work for 
the assessment upon their return to their respective posts. 

D. SENEGAL 

Following Bibi':i presentation at the conference and the review of WINS project materials by the 
Senegalese team, the head of the delegation (Dr. Mbaye) and his colleagues requested a meeting
with Bibi to explore possibilities of collaboration with the WINS project, to strengthen their 
growth monitoring and nutrition.- surveillance activities in Senegal. 

Dr. Mbaye is the head of SANAS (Service d'Alimentation du Nourrisson au S6negal), a MOH 
institution responsible for planning, coordinating -nd monitoring activities designed to improve 
infant and young child nutrition in Senegal. SANAS' specific mandate includes the design of 
a national nutrition strategy to address early childhood malnutrition, the development of 
guidelines for the conduct of assessments, the design of related trining programs and activities 
and the design and conduct of evaluations and operational research to support implementation 
of the national nutrition strategy. Currently, there is no national nutrition program in Senegal,
and there is very limited technical coordination and guidance from the central level for nutrition 
activities. 

The current U.S.A.I.D. Mission assistance program to Senegal concentrates on agriculture and 
child survival and its support to nutrition has been done essentially within the context of its child 
survival program, through a buy-in to the PRITECH project. 

SANAS cooperation with PRITECH began about three years ago. The bulk of PRITECH's 
technical work in Senegal has been in the area of diarrheal disease management and control 
primarily through ORT promotion, health workers' training and operational research. However, 
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PRITECH has also provided technical assistance to SANAS for the development of a national 
nutrition plan. The plan was completed in August 1990, but has not been operationalized to 
date. 

Dr. Mbaye became head of the SANAS in September 1990 and began reviewing and revising
the plan. He is currently trying to identify ways and means to implement it, using A.I.D.'s 
central and bilateral resources, and possibly other donors. 

In discussions with Bibi, Dr. Mbaye stressed the seriousness of the malnutrition problem in 
Senegal (about 1/5 of the children less than five years of age suffer each year from protein 
energy malnutrition; about half of pregnant women who are screened have iron deficiency
anemia, and goiter is endemic in certain regions). He indicated that although the MOPH has,
since 1973, implemented a national program of health and nutrition care targeted at young
children (less than five years of age) and pregnant and lactating women (Programme National 
de Protection Nutritionelle et Sanitaire - PPNS), growth monitoring and nutrition surveillance 
are not systematically carried out or sufficiently integrated into preventive health and social 
programs. He noted that a strong clinical and rehabilitation orientation continues to permeate 
many nutrition related programs, particularly the activities of the CRENs (Centre de 
R6cup6ration et d'Education Nutritionelle). He added, however, that interesting community
based pilot projects have been carried out by the SANAS and/or PVOs (e.g., World Vision 
International) in some regions and positive results have been obtained by integrating nutrition 
and child survival interventions, using community based structures and groups. 

Dr. Mbaye expressed his interest to learn more about the Agescale technique and in 
collaborating with the WINS project to develop community based approaches to growth
monitoring and young child nutrition programming. He wants to go beyond the formal health 
care system (which has demonstrated its limitations in terms of coverage and outreach to rural 
areas) and explore the feasibility of integrating growth monitoring and young child feeding
activities into child care and other community based service delivery structures and programs 
to achieve improved infant and ycung child nutrition. He wants to shift the focus of nutrition 
activities from rehabilitation to the prevention of malnutrition through GM&P and nutrition 
education. Accordingly, he is interested in collaborating with WINS to undertake operational
research studies to address community level constraints to optimal infant and young child feeding 
and growth. 

E. BURKINA FASO 

Neen Alrutz, the current Child Survival advisor at the U.S.A.I.D. Mission in Ougadougou was 
at the conference along with a reasonably large Burkina ,mm.Ms. Alrutz communicated to us 
that the absorptive capacity of government programs for technical assistance in the nutrition area 
was probably temporarily saturated. However, she expressed strong support for and interest in 
the flexible, practical approach being taken by the WINS program. She encouraged us initially 
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to explore possibilities for collaboration on breastfeeding research with Mrs. Binta Barry, and 
perhaps in the future (i.e., in two years) to see if there might be a larger role for WINS in more 
broad based nutrition activities in Burkina Faso. Mrs. Binta is a government midwife, who also 
heads the recently established Association pour la Promotion de l'Alimentation Tnfantile au 
Burkina (APAIB), which is the local affiliate of IBFAN (the International Breast Feeding Action 
Network). 

APAIB promotes breastfeeding, children's rights, optimal infant feeding practices and good
dietary practices of pregnant and nursing mothers. It provides technical support and 
coordination to the Ministry of Health and Social Action on maternal and young child nutrition 
issues. Its activities include research, short-term training of field health personnel and EEC. 
Under APAIB/IBFAN sponsorship, a small scale survey ofbreastfeeding practices among health 
care personnel was recently carried out in Bobo Dioulassou, and is underway in Ougadougou.
This operational research activity was funded by UNICEF. Mrs. Barry is very interested in 
expanding this research activity in 1992 both to get a representative sample from rural parts of 
the country, and to learn more about women's own attitudes and constraints to breastfeeding (the 
current study, like most that were reported on in the conference, included only health personnel
in its sample, not mothers). Both Ms. Alrutz and Mrs. Barry expressed strong interest in 
exploring possibilities for WINS to provide some technical assistance in the next phase of 
breastfeeding research in Burkina, perhaps after the APAIB/IBFAN semi-annual planning
meeting in November (1991), during which their 1992 Dlan of action will be developed. 

F. GUTNEA 

For the moment, the possibilities for any U.S.A.I.D. assisted nutrition activities in Guinea seem 
to be extremely limited; even many health sector activities such as the CCD program have been 
recently curtailed. However, the in-country interest in addressing nutritional problems appears 
to be quite high. For example, information on nutrition har been introduced into the secondary
school curriculum, as well as into the professional level training. The Guinea team emphasized,
in particular, the urgent need to address the severe iodine deficiency disorder problem in their 
country. They reported almost unbelievable prevalence figures of 70 percent of the population 
with goiters and 2 percent crctins. 

VI. NEXT STEPS/FOLLOW-UP ACTIVITIES 

a) Country Teams 

Country teams from Togo, Cameroon and Senegal recommended that the WINS project plan a 
visit to their respective countries in November 1991 or January 1992, to continue discussions 
with their governments and U.S.A.I.D. Missions on potential areas of collaboration and outline 
a tentative program of collaboration. Bibi encouraged them to share their needs with their 
respective U.S.A.I.D. Missions, (in order to obtain the Missions' concurrence with the proposed 
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visits) and to advise the WINS Project Director of their plans. Bibi promised to discuss their 
needs with the A.I.D. Technical Officer for the WINS project and with her approval, outline 
a strategy and tentative schedule for reconnaissance visits to these countries. Bibi added that 
coordination with other A.I.D. contractors and grantees who are already working in each of 
these countries (e.g., PRITECH, NCP, CARE...) will be essential in planning these trips, in 
order to ensure coordination of A.I.D. inputs and enhance program coherence. 

Mrs. Barry invited the WINS Project Director to attend the APAIB semi-annual planning 
meeting in November, and promised to keep the WINS project informed of APAIB's activities 
and plans. Bibi indicated that she planned to do so if that could be coordinated with her 
proposed trip to Niger during the same month, but failing that, that she was looking forward to 
receiving a copy of the Action Plan. 

The Niger's team promised to send a cable to A.I.D.'s Office of Nutrition, requesting WINS' 
assistance to conduct an assessment of approaches to nutrition service delivery in Niger. 

b) ICRW 

There seemed to be a lot of interest among the participants in looking at women's work, and 
trying to understand constraints that women might experience in attempting to exclusively 
breastfeed for six months. It might be extremely desirable to talk with staff at ICRW about 
jointly developing a study design to look at this issue in a number of settings. If WINS had a 
design study, or even just a series of questions, it seems likely that there would be a number of 
opportunities to include them in future collaborative research activities. 

Another potential joint activity with ICRW might be the development of a model nutrition 
project focusing on making credit available to women. Given the economic climate in most sub-
Saharan African countries, interventions that expand credit (in this case, credit to be used for 
income generating activities and/or to finance bulk purchases of food under a cooperative scheme 
or for community kitchens) might offer more possibility for sustainability and be more attractive 
to governments than interventions that impose a high recurrent cost burden. 

c) WHO
 

WHO has declared the 1990's as the Decade of Food and Nutrition" ("Decennie de 
l'Alimentation et de la Nutrition"). There appears to be potential for mutually beneficial 
collaboration between WINS and the research division of the diarrheal disease control program 
of WHO/Geneva. We learned from discussions with Isabel de la Zoysa that simple, fast, low­
cost situation analyses of infant feeding practices are being carried out in a number of countries. 
They are developing a standard study design with four elements: 1) a survey of current infant 
feeding practices, particularly prevalence of exclusive breastfeeding; 2) a study, perhaps on a 
sub-sample, of determinants of infant feeding practices; 3) a survey of attitudes of health 
personnel and hospital practices concerning infant feeding practices; and 4) a survey of 
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marketing of breastmilk substitutes. WHO would welcome collaboration on these situation 

analyses, and Isabel de la Zoysa encouraged WINS to consider what role it might play. 

d) Other Countries 

Neen Alrutz (U.S.A.I.D./Burkina) drew our attention to the fact that a large U.S.A.I.D. Child 
Survival Project is currently being developed for Mozambique, and that, in part because of their 
enormous refugee problem, Mozambique is currently receiving a high level of U.S.A.I.D. 
assistance. In light of WINS' special interest in nutribusiness opportunities for women, as well 
as in the linkages between nutrition and food aid and nutrition and other resource enhancing
opportunities (e.g. cooperatives, credit unions, microenterprise development), Ms. Alrutz 
encouraged WINS to explore how we might be able to play a useful role in upcoming nutrition 
sector activities in Mozambique, and perhaps in Angola, Namibia. and Malawi, which are also 
likely sites of new or expanding bilateral U.S.A.I.D. programs. 

VII. CONCLUSYON 

WINS' participation to this forum was a worthwhile effort. Although all country teams (with
the exception of the participants from Niger, which had had contacts with the WINS Project
Director prior to the conference) had not heard about the WINS project before the conference, 
by the end of the conference, all participants had a clear sense of the WINS project's objectives,
mandate and technical resources, and five of the participating countries expressed strong interest 
in collaborating with WINS on specific research activities or interventions. 

Additionally, the WINS' team left the conference with a greater appreciation of constraints to 
infant and young child feeding and nutrition in the West African region and with increased 
knowledge of on-going and planned nutrition related research and program activities in the 
participating countries. 

The challenge now lies in demonstrating to the U.S.A.I.D. Missions, in concrete terms, and 
within the context of their respective program strategies, how the WINS project can support their 
efforts to strengthen the capacity of local institutions to address nutrition problems of infants, 
young children and women. 
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BURKINA FASO 

Mine Binta Barry 
Coordinatrice Nationale 
Association pour la Promotion de 'Alimentation Infantile au Burkina (APAB) 
01 Boite Postale 6287 Ouagadougou 01 
Ouagadougou, Burkina Faso 
TO: (226)30-68-74 

M. Jean Parfait Douamba
 
Nutritionniste
 
Direction de ]a Sant6 de ]a Famille
 
Minist~re de la Sant6, de 'Action Sociale et de ]a Famille
 
03 Boite Postale 7247 Ouagadougou 03
 
Ouagadougou, Burkina Faso
 
T61: (226)30-68-64
 

M. Hien Mathias
 
Secr6taire Gdndral
 
Minist~re de la Sant, de l'Action Sociale et de la Famille
 
03 Boite Postale 7009 Ouagadougou 03
 
Oagadougou, Burkina Faso
 
Tel.: (226)30-78-59
 

M. ..on Sanon 
Nutritionniste
 
Direction de ]a Sant6 de la Famille
 
Minist~re de ]a Sant6, de 'Action Sociale et de la Famille
 
03 Bolte Postale 7247 Ouagadougou 03
 
Ouagadougou, Burkina Faso
 
T6l: (226)30-68-64
 

M. Jean Celestin Somda 
Nutritionniste 
Direction de la Sant6 de ]a Famille 
Minist~re de la Santd, de 'Action Sociale et de la Famille 
03 Boite Postale 7247 Ouagadougou 03 
Ouagadougou, Burkina Faso 
T61: (226)30-68-64 

M. Guy Yoda 
Directeur du Service de 1'Education pour la Sant6 et Assainissement 
Minist~re de la Santd, de 'Action Sociale et de la Famille 
Boite Postale 2519 
Ouagadougou, Burkina Faso 
T61: (226)38-68-27 

(226)33-62-52 



Mne Bintou Zampaligre
 
Directrice de la Reinsertion Sociale
 
Minit~re de la Sant6, de l'Action Sociale et de la Famille
 
03 Boite Postale 7009 Ouagadougou 03
 
Ouagadougou, Burkina Faso
 
TO: (226)31-13-65
 

M. Petit-Jean Zerbo
 
M&tecin
 
Minist~re de la Sant6, de l'Action Sociale et de la Famille
 
03 Boite Postale 7009 Ouagadougou 03
 
Ouagadougou, Burkina Faso
 
T61: (226)30-87-90
 

Agence des Etats-Unis pour le Dveloppement International 

Mine Neen Alrutz 
Conseill~re Technique pour la Survie de 'Enfant
 
Agence des Etats-Unis pour le D6velopp ment International
 
01 Boitt Postale 35 Ouagadougou 01
 
Ouagadougou, Burkina Faso
 

CAMEROUN 

M. Jean Claude Lowe
 
M&Iecin Nutritionniste
 
Minist~re de la Sant Publique
 
B.P. 1976
 
Yaoundd, Camroun
 
T6I: (237)22-36-38
 

M. Emmanuel Che Mbaniko 
Technicien Suprieur en Soins Infirmiers 
Direction de la M6decine Preventive Rurale/Programme LMD 
Minist~re de la Sant6 Publique 
Yaound6, Camdroun 
T61: (237)22-44-19 
Fax: (237)23-33-84 

Mine Grace Ningo 
Nutritionniste 
IRZ 
c/o M. Nde Ningo 
Ministry of P&T 
Yaoundd, Camroun 
TdI: (237)23-13-18 
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MINme Olayinka M. Njikem Savage
 
Anthropologiste
 
Universit6 de Yaoundd
 
B.P. 337
 
Yaound6, Cam6roun
 
T61: (237)23-12-60
 

M. Ekoe Tftany6
 
Chef du Service de P&iiatrie
 
Service de la P&diatrie
 
H6pital Central de Yaound6
 
Yaound6, Camdroun
 
TO: (237)22-50-84
 
Fax: (237)23-35-93
 

Care International 

Mine Elonore Seumo-Fosso
 
Health Coordinator
 
CARE International
 
Bolte Postale 422
 
Yaound6, Cam6roun
 
TdI: (237)21-17-14
 
Fax: (237)23-51-87
 

Pritech 

Mme Colette Mbella 
Technicienne Supdrieure en Soins Infirmiers 
Minist~re de la Sant6 Publique/Programme LMD 
PRITECH - Boite Postale 817 
Yaoundd, Cam6roun 
T61: (237)22-44-19 
Fax: (237)23-33-84 

Mme Agma Prins 
Administratiiie de Programn 
PRITECH 
c/o USAID/Yaound6 
B.P. 817 
Yaound6, Camroun 
T61: (237)23-33-84 

(237)22-44-19 
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M. Hugh Waters 
Reprdsentant de PRITECH au Camdroun 
PRITECH
 
c/o USAID/Yaoundd
 
Boite Postale 817
 
Yaoundd, Camroun
 
T1: 	 (237)23-33-84
 

(237)22-44-19
 

COTE D'IVOIRE 

M. Kock Claudine Adou-Lath
 
M6decin
 
I.N.S.P. 
Boite Postale V47
 
Abidjan, C6te d'Ivoire
 
T61: (225)22-44-04
 

M. Tebi Ambroise
 
M6decin - Nutritionniste
 
I.N.S.P.
 
Boite Postale V47
 
Abidjan, CMte d'Ivoire
 
Td1: (225)22-44-04
 

M. Joseph Andoh 
P6diatre 
CHU Treichville 
Boite Postale V13 
Abidjan, C6te d'Ivoire 
T61: (225)42-33-34 
Fax: (225)25-70-85 

M. Emmanuel Ezan 
Directeur de Cabinet 
Minist~re de la Sant6 et de la Protection Sociale 
01 Boite Postale 259 Abidjan 01 
Abidjan, C6te d'.voire 
T1: (225)21-43-26 
Fax: (225)21-10-85 
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Cercom 

M. Hugues Kon6
 
Directeur
 
CERCOM
 
Universit6 Nationale de C6te d'Ivoire
 
Boite Postale V34
 
Abidjan, C6te d'Ivoire
 
T61: (225)44-30-31
 

GAIBLE 

Mile Kinday Samba 
Nutritionniste 
Association Gambienne de l'Alimentation et de la Nutrition 
PMB 111, GAFNA 
Kanifing South, Serre Kunda 
The Gambia 
T61: 90433 
Fax: 90435 

GUINEE 

M. Mohamed Kader
 
Chef de la Division Alimentation et Nutrition
 
Ministre de la Sant6 Publique et de a Population
 
Boite Postale 585
 
Conakry, Guin6e
 
T,1: (202)46-19-29
 

M. Mandy Kader Kond6 
Directeur Gndral de la Sant6 
Ministre de la Sant6 Publique et de la Population 
Boite Postale 585 
Conakry, Guin6e 
T1: (224)44-20-10 
Fax: (224)44-23-13 

Mime Antoinette Helal 
Responsable du Programme de ]a Maladie Diarrhdiqu 
Minist~re de la Sant6 Publique et de la Population 
Boite Postale 585 
Conakry, Guin e 
T1: (224)44-20-10 
Fax: (224)44-23-13 
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MALI 

Mine Tour6 Fatournata Diallo 
Mddecin de la Division de Sant6 Familiale et Communautaire
 
Ministare de la Sant6 Publique et de la Promotion Fminine
 
Boite Postale 1149
 
Bamako, Mali
 
T61: (223)22-45-26 

MIme Tony Fatimata
 
Division de Sant6 Familiale et Communautaire
 
Boite Postale 1149
 
Bamako, Mali
 
T&1: (223)22-45-26
 

M. Mamadou KantU
 
Directeur
 
Centre National IEC
 
Minist~re de la Sant6 Publique
 
Bamako, Mali
 
T61: (223)22-54-93
 

M. Bor6 Mountaga
 
M6decin
 
Minist~re de la Sant Publique, de l'Action Sociale et de la Promotion Fminine 
Direction Nationale Sant6 Publique - Division Sant6 Faniliale et Communautaire 
Bamako, Mali 
T61: (223)22-45-26 

M. Baba Traor6 
Chef de ]a Division de Planification Familiale 
CERPOD 
Boite Postale 1530 
Bamako, Mali 
T1: (223)22-30-43 

(223)22-80-86 
Dom.: (223)22-96-42 

Agence des Etats-Unis pour le DMveloppement International 

Mme Macalou Fanta Ouane 
Coordinatrice du Projet Survie de l'Enfant 
Agence des Etats-Unis pour le D~veloppement International (USAID) 
Boite Postale 34 
Bamako, Postale 
TOl: (223)22-36-02 
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Projet de Communication et de Nutrition (NCP) 

Mme Dandara Tour&Kant
 
Nutritionniste
 
Projet de Communication pour la Nutrition
 
s/c USAID, GDO Boite Postale 34
 
Bamako, Mali
 
T6l: (223)22-36-02
 
Fax: (223)22-39-33
 

NIGER 

M. Guida Alzouma 
Coordinateur du Programme National de la Maladie Diarrhdique 
Minist~re de la Sant Publique
 
Boite Postale 623
 
Niamey, Niger
 
T61: (227)72-30-67 

M. Amsagana Boukar
 
Minist~re de la Sant6
 
Bolte Postale 623
 
Niamey, Niger
 
T61: (227)74-07-90
 

(227)74-06-44 

M. Youssouf Gamati6
 
P.diatre
 
Chef de Service de Pdiatrie
 
H6pital National de Niamey
 
Boite Postale 2131
 
Tl: (227)74-02-76
 

M. Hamani Harouna 
Chef de la Division de Nutrition 
Minist~re de ]a Sant6 Publique 
Boite Postale 647 
Niamey, Niger 
T61: (227)72-33-07 

M. Abdou Moha 
Secrdtaire Gn6ral 
Minist~re de la Sant6 Publique 
Boite Postale 12620 
Niamey, Niger 
Tdl: (227)72-27-82 

(227)74-03-20 
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M. Bachir Sabo
 
Chef de la Division de l'Education de la Santd
 
Minist~re de la Santd Publique
 
Boite Postale 623
 
Niamey, Niger
 
T61: (227)73-40-20
 

Agence des Etats-Unis pour le I)veloppement International 

Mine Sylva Etian
 
Consei~llre Technique pour la Survie et la Nutrition de l'Enfant
 
Agence des Etats-Unis pour le Ddveloppement International
 
s/c Ambassade Americaine
 
Bolte Postale 11201
 
Niamey, Niger
 
T61: (227)72-30-49
 

(227)72-39-18
 

Pritech 

Mme Colette Geslin
 
Mddecin Reprdsentante de PRITECH au Niger
 
Minist~re de la Santd Publique 
Boite Postale 623 
Niamey, Niger 
T61: (227)72-30-67 

RWANDA 

M. Sosthtne Bucyana
 
Directeur de ]a M&Iecine Intdgr~e
 
Ministare de la Sant6 Publique
 
Boite Postale 84
 
Kigali, Rwanda
 
T61: (250)74866
 
Fax: (250)76309
 

SENEGAL 

M. Bilal Fall 
Chef de la Division d'Education et de Communication 
Minist~re de la Santd Publique 
Immeuble Vend6me - Point E 
Dakar, Sn6gal 
T61: (221)25-55-13 



M. Boubacar Camara
 
Assistant Chef de Clinique
 
Institut de Pdiatrie Sociale
 
Universit6 de Dakar
 
HLM 5 No. 2225D, Immeuble Q
 
Dakar, Sdndgal
 
T61: (221)34-01-01 (0)
 

(221)25-16-25 (M) 

M. Malang Coly 
M.decin Chef de la R6gion de FATICK 
Minist~re de la Santd Publique 
s/c Direction de la Sant6 - Immeuble Vend6mne - Point E 
Dakar, S ngal
 
T61: (221)24-36-28
 

M. Makhtar Mbaye
 
Chef du Service de l'alimentation et de Nutrition
 
Ministare de la Sant6
 
Immeuble Vend6me - Point E
 
Dakar, Sdn6gal
 
T61: (221)24-75-49 

Pritech 

M. Abdou Fall 
Consultant 
PRITECH 
Boite Postale 3746 
Rue 2 et Boulevard de l'Est, Point E 
Dakar, Sdn~gal 
Td1: (221)25-30-47 

World Vision 

Anne Amadou Samba 
Assistant 
World Vision Sen6gal 
Boite Postale 325 Louga 
Louga, Sdndgal 
T61: (221)67-13-35 
Fax: (221)67-14-40 
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M. Sen6 Mamadou
 
Formateur
 
PRITECH
 
Boite Postale 2746
 
Dakar, S ngal
 
T1: (221)25-30-47
 
Fax: (221)24-24-78
 

TOGO 

M. Etsri Akolly
 
Chef du Service National d'Education pour la Sant6
 

M. Ananivi Doh 
Organisation de Coordiantion et de Coopdration pour ]a
Lutte Contre les Grande End6mies (O.C.C.G.E.) 
Antenne R6gionale de Nutrition 
Place des Nations Unies 
Boite Postale 7980 
Lom6, Togo 
T61: (228)21-57-32 
Fax: (228)21-78-32 

M. Nagbandja Xamatibe
 
Chef de P6diatrie
 
Centre Hospitalier
 
Universit6 de Lom6
 

M. Salami
 
Chef de ]a Division Mre et Enfant
 
Minist~re de la Sant6 Publique
 

Mme Dovi Moustapha 
D6partement Nutrition, CPC DME 

ZAIRE 

M. Runesha Muderhwa 
Nutritionniste 
CEPLANUT 
35, Avenue du Comit6 Urbain 
Boite Postale 2429, Kinshasa I 
Kinshasa, Zaire 
Td1: 31760 
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AGENCE DES ETATS-UNIS POUR LE DEVELOPPEMNT 
INTERNATIONAL 

Mine Eunyong Chung 
Chef du Projet NCP
 
Bureau de Nutrition
 
Agence des Etats-Unis pour le Ddveloppement Jnternational
 
Washington, DC 20523
 
T61: (703)875-4874
 

Mme Hope Sukin
 
Conseill~re, Bureau d'Afrique
 
Agence des Etats-Unis pour le D~veloppement International
 
Washington, DC 20523
 
TO1: (202)647-4377
 

EDUCATION DEVELOPMENT CENTER, INC. (EDC) 

Mime Bibi Essana
 
Directrice du projet "Support Nutritionnel pour la Femme et l'Enfant"
 
WINS Project
 
Education Development Center, Inc.
 
1250 24th Street, N.W.
 
Washington, DC 20037
 
T61: (202)466-0540
 
Fax: (202)223-4059
 

Mine Joanne Leslie
 
WINS Consultante Technique
 
Confrrencier - Professeur
 
UCLA School of Public Health
 
Department of Community Health Sciences
 
Los Angeles, CA 90024
 
TOI: (213)454-6463
 
Fax: (213)459-0197
 

FAO 

Mme Batrice S~n~rnaud 
Nutritionniste - Mdecin 
Service des Programmes de Nutrition 
FAO, Nations Unies 
Via Delle Terme Di Caracalla 
Rome, Italie 00100 
T61: 39-06-57975424 ou 57975494 
Fax: (06)5782610 ou 39-06-57973152 
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FONDS DES NATIONS UNTES POUR L'ENFANCE (UNICEF) 

Mine Michelle de Rosset
 
Productrice d'Emissions Radiophoniques
 
Consultante UNICEF
 
314E 41st Street
 
New York, NY 10017
 
T61: (212)697-6579
 

INSTITUT DE LA SANTE REPRODUCTIVE DE L'UNTVERS1TE DE 
GEORGETOWN 

Mine Kristin Cooney
 
Directrice Adjointe
 
Institute for Reproductive Health, Georgetown University
 
Department of OB/GYN
 
3800 Reservoir Road, N.W. PHC 3
 
Washington, DC 20007
 
T61: (202)687-1312
 
Fax: (202)687-6846
 

INTERNATIONAL BABY FOOD ACTION NETWORK 

Mile Alison Linnecar
 
Coordinatrice
 
International Baby Food Action Network
 
C.P. 157 1211
 
Geneve 19, Suisse
 
T61: 41-22-798-91-64
 
Fax: 41-22-791-00-34
 

ORGANISATION MONDIALE DE LA SANTE, (OMS) 

Mine Isabelle de Zoyza 
Coordinatrice des Recherches 
Programme de Contr6le de la Maladie Diarrhique 
Organisation Mondiale de la Santd 
Avenue Appia, 1211 
Gen~ve 27 
Suisse 
T61: 41-22-791-21-11 
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UNIVERSITE DE TULANE 

M. Shawn Baker
 
Ddpartement de l'Epiddmiologie
 
Universit6 de Tulane
 
1501 Canal Street
 
Suite 1300
 
New Orleans, LA 70112
 
T61: (504)584-3655
 
Fax: (504)584-3653
 

RENA 

M. Michel Andrien
 
Chercheur
 
Service de Technologie de l'Education (STE)
 
Universit6 de Liege
 
SART Tilman B 322
 
4000 Liege
 
Belgique
 
T61: 41-713724
 

41-562944
 

VITAL 

M. Mohammed Mansour 
Conseiller Technique pour la Rdgion d'Afrique 
VITAL 
1601 North Kent Street 
Suite 1016 
Arlington, VA 22209 
T61: (703)841-0659 
Fax: (703)041-1597 

WELLSTART 

Mine Anne Brownlee 
Coordinatrice d'Evaluafion des activitds sur le terrain 
WELLSTART 
4062 First Avenue 
San Diego, CA 92103 
Td1: (619)295-5192 
Fax: (619)294-7787 
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PRUTECH 

Mine Lisa Dipko
 
Associde en Information
 
PRiTECH/Technologies for Primary Health Care
 
1925 North Lynn Street
 
Suite 400
 
Arlington, VA 22209
 
T61: (703)516-2539
 
Fax: (703)525-5070
 

Mine Nancy Keith
 
Consultante
 
PRITECH
 
1234 North Fairview
 
Lansing, MI 48912
 
T61: (517)482-5772
 
Fax: (517)484-1510
 

Mine Martita Marx
 
Directrice Adjointe des Recherches et de Ddveloppement
 
PRITECH/Technologies for Primary Health Care
 
1925 North Lynn Street
 
Suite 400
 
Arlington, VA 22209
 
TO: (703)516-2555
 
Fax: (703)525-5070
 

ACADEMIE POUR LE DEVELOPPEMENT DE L'EDUCATION (AED) 
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Ii. PROGRAMME
 

LUNDI 	le 9 septembre
 

O*h3O 	.L9h30 Stance d'ouverture 

Formalit4s et allocutions 

In-ervention de USAID 

* 	 Messages des organisations collaboratrices 

* 	 Allocution de son Excellence M. le Ministre de la Sant6 
Publique 

09h30 	& 10h00 Pause caf6 

10h00 & 10hlO 	 Pr6sentation des objectifs de la Conf~rence. Dr. Ananivi Doh,
 
Chef de ]'Antenne de 1'OCCGE, Minist6re de la Sante Publique
 

10hlO 	Z 10h20 Dtails de l'organisation et du mat~riel. Mine. Jeanine Daniels, 

Coordinatrice du Forum 

10h20 	& llhO0 Pr6sentation des participants 

llhO0 12h00 	 Expos6 I sur le thlme: Progr~s dans le domaine de la survie de 
l'enfant et perspectives pour les ann~es 1990. 

1. 	 La survie de l'enfant en Afrique: Bilan des di- derni~res 
ann6es et prespectives en matitire de nut-'tien. Dr. Baba 
Traci't, Chef de la DivIsion PlanificationFamiliale,CERPOD, 

2. 	 Bref aperqu sur les intei-ventions relatives aux 
programmes d'allaiterient au sein et de lutte contre les 
maladies diarrh~iques: (a) SSP (Initiative de Bamako), (b) 
LCMD, (c) Alinientation et Nutritioi. Dr. Kader Kond,. 
Diiecteur gXniraI, AInistre de a Sant, Guinde 

3. 	 Declaration d'nnocent: Reconimandations internationales 
pour l'alimentation du nourrisson. Dr. Joseph Andch, Chef 
de Pedia.rie,CHU, Trefchviille, C6t& d'Ivoire 

12h00 	& 12h30 D~baL Dr.Doh 

D~jeuner 	 (Ensemble)
 

15h00 	L 17h45 Presentation des exp4riences et Discussion, I 

Brtves presentations (i5minutes) de claque sur la 
situation dans leur pays en mati.ire de ]a nut:'tion et la sant'4 

maternelles et infantiles. 

/I 



I. 	 Les principales activit~s de recherche, formation, IEC et 
traitement. 

Ii. 	 Les approches et contraintes li~es & l'int~gration des 
interventions pour l'alimentation optimale du nourrissor. 
dans les programmes de SM7/PF, notamment PEV, IRA, 
LCMD et contr61e de la croissance. 

15h00 	i 15h15 Burkina Faso 
15h25 	A 15h40 Cameroun 
15h50 A 16h05 C6te d'lvoire 
16h15 h 16h30 Guinte 
16h40 & 16h55 Mali 
17h05 a 17h20 Niger 

MARDI le 10 septembre 

08h30 	A 09h45 Prgsentationdes exp6riences et discussfon, II 

08h30 	a 08h45 S6n~gaI 
08h55 	&09h10 Togo 
09h20 09h35 	 Zaire 

09h45 	& 10hOO Pause caf6 

!OhOO A llhOO 	 Expos6 II: Soutien de la femme pendant la grossesse, 
optimisation de la sant6 de ]a mare et l'enfant pendant la p~riode 
post-partum 
Dr. AMuderwha Runesha, CEPLANUT, Zafre 

1. 	 Apport nutritionnel et d~pense d'6nergie pendant la 
grossesse: prise de poids recommand~e et r6percussions 
d'un d~s6quilibre 6nerg6tique provenant, par exemple, de 
carences en fer et 	en iode. 

2. 	 Pr4paratifs pour l'allaitenient avant, pendant et apr~s 
I'accouchement. R51e des services de sant6. Dr. Bongo 
Lyamba, Zah-e et M4. Abdou Fall, Sinegal 

3. 	 Soutien nutritionnel et social pour les femmes post­
partum. 

4. 	 Les enfants de faible poids & ]a naissance et les risques 

encourus.
 

5. 	 imp!ications 6ventuelles. 

1100 	& 11h15 DiScuss:on 

-J 



Groupe 3: 	 La croissance des nourrissons exclusivemen= allaitis 
au sein. Facilitatrice: Dr. Tay'4 Geor-,ette 

Groupe 4: 	 La femme qui travail a l'extdrieur et I'allaiftement 
exclusif. Facilitatrice: Dr. Barry Binta 

Groupe 5: 	 Les besoins de suppl6ments d'eau pour maintenir 
IVhomostase hydrilquechezlesnourrissons pendants 
les 4 a 6 premiers mois. Facilitateur: Dr. Tetanye 

Groupe 6: 	 Pr~vention et traitement de la diarrh~e. Facilitateur: 
Dr. Gamatie 

18h30 	A 20h00 "Cocktail" 

Exposition du mat6rie)6ducatif de chaque pays. Dr. EtsriAkolly', 
EPS, Ministare de ]a Sant6, Togo. 

MERCREDI le 11 septembre 

8h30 a 09h30 	 Pr6sentation du rapport des travaux du 26.me jour. Dr. Doh et 

rapporteursde chaque groupe de travail 

09h30 	2 I0h30 Expos6 V: Diversification alimentaire. Dr. Afuderhwa 

1. 	 Les besoins physiologiques chez 1'enfant et les indices 
pour l'1aboration d'un horaire en vue de leur satisfaction. 
Mode de croissance des enfants uniquement allait~s au 
sein, indicateurs de comportement (risultats de recherches 
et implications). 

2. 	 Problmes d'une alimentation comipl~mentaire tardive et 
insuffisante en nutriments. 

3. 	 Les aliments fermentus et i'usage dt !a farine germee. 

10h30 	 Pause cafe 

10h45 A 12h00 	 Discussion guid~e par un groupe d'experts: Recherches et 
programmes visant a encourager une bonne croissance et de 
bonnes pratiques de.sevrage: experience des pays. Dr. El]anore 
Seuno Fosso, Facilitatrice.Dr. Colette Gesh'n, Dr. K-ay'nada Samba 
et Mjie. Kantd Dandara Tour6. 

DBjeuner 	 (Libre) 

15h100 15h15 	 D6finition de programmes d'action: Pr6ambule. Mine. Cooney. 

15h00 	& 16h00 VidEo: Priseri"erune ressource naturefle. Discussion 



mare et du nourrisson.11h15 	& 2!2h15 Exos6 Ill: Optimisation de la sant6 de la 

Dr. Anisagana Boukar, .Viger 

1. 	 Lait maternel (quaiitt nutritionnelle, biochimie et 

immunologie) et la conduite de la lactation. 

2. 	 L'allaitement au sein et 1'espacement des naissances. Mne. 

Kiistin Cooney, Institut de ]a Sant6 Reproductive 

(anciennement l'1nstitut d'Etudes internationales de 

planification fanmL' natWrelle) de I'Universit6 de 

Georgletown 

3. 	 Reduction de 1'6puisement maternel. 

4. 	 Implications. 

12h15 	a 12h45 Discussion 

12h45 	a 12h55 Definition des groupes de travail pour l'apris-midi 

D4jeuner 	 (Libre) 

15h00 & 16hOO 	 Expos6 IV: Prevention et traitement de la diarrh6e. Dr. Ekoe 

Tetanye, Professeurde Pddiatrie,H6pitai de Yaoundd, Cameroun 

1. 	 L'eau et autres liquides supplmentaires donn~es &1'enfant 
pendant les six premiers mois -- Presentation des 

recherches et des implications. 

2. 	 Etude de r~plicaticn: Cameroun. 

3. 	 Traiterment et gestion nutritionnels des enfants 
Chef de P6datrie,diarrhdiques. Dr. Ganiatie Youssouf, 

H6pital National, Niger 

16h00 18h00 	 Travaux de groupes 2/: Les participants se r6partiront en 
groupes de travail pour discuter des obstacles 2l'application des 
nouvelles donn~es scientifiques et identifier des moyens pour 

surmonter ces obstacles. Introduction: Dr. Doh 

Groupe 1: 	 Apport nutritionnel et de'pense d'6nergit pendant 
la grossesse. Facilitateur: Dr. Muderhwa 

Groupe 2: 	 Soutien nutritionnel et social pour les femmes po-t­
partum. Facil.ateur: Dr. Ar:sagsna 

/ Les 	rappcrteurs pour chaque discussivn sercnt i1or:imes pendant it'. s.ance do 
et discussions, les 	rap'.crteurs r~capituleronttravail. A la fin de tous les d~bats 

les discussions et r6actiesI, des gnoupes. 



16h00 a 17h00 	 ExPos6 VI: Obstacles et opportunit~s relatifs A l'int~gration des 
activit6s pour V'alimentation optimale du nourrisson (AON) dans 
les programmes de SSP. Dr. Kader Kondt et Mime. Bibi Essaima, 
Diiectrice, Projet h.'INS, EtaLs-Unis) 

1. Les efforts 	 globaux relatifs i !a promotion de V'al.aite­

ment au sein et !'alimentation optimale du nourrisson. 

2. Gestion des p•cgrammes inte.r--,'-.. 

17h00 A 17h30 	 Discussion 

JEUDI le 12 septembre 

08h30 &08h45 	 Presentation du rapport des tr'avaux du 36ire jour. 

08h45 a llhOO 	 Travaux de groupe: Les participants se r~partiront en groupes 
de travail pour formuler des avarit-projets de recommandations 
Dour le renforcement des programmes complimentaires A 
l'alimentation optimale du nourrisson, notamment les soins 
pr6natals et p~rinatals, la nutrition, les services de PF et la 
prevention et le traitement des maladies les plus courantes chez 
les mnres et les enfants. 

Groupe 1: 	 Integration des activit~s pour 'alimentation 
optimale du nourrisson dans les programmes 
de SSP: .MCFI/PF, LCMD, IRA, PEV. 

Groupe 2: 	 Integration des activit4s pour 'alimentation 
optimale du nourrisson dans les programmes 
de nutrition communautaire. 

Groupe 3: 	 Assurance des prestations de maternit6 
respectant. les Dix conditions pour le succ~s 
de lallaitement maternel (OMS/UNICEF). 

Groupe 4: 	 REvision des programmes de formation 
destinds h tout le personnel de sant6, y 
compris medicins, infirmies, sage-femnes et. 
agents de sant6 primaire. 

Groupe 5: 	 Integration des objectifs operationnes pour 
la promotion de 1'allaitement maternel dans les 
politiques nationales de la sant6 et du 
d veloppement. 



Groupe 6: 	 Promulgation de lois prot~geant le droit de la 
femme qui travaille d'allaiter son enfant et 
61aboration de mesures pour assurer leur 
application. Mise en vigueur du code de 
marketing. 

llhOO & 12h30 	 Discussion en seance plni re 

Djeuner 	 (Libre) 

14h30 a 16h00 	 Presentation des bailleurs de fonds: int&r'ts, politiques et 
priorit6s. Exemp]es de programmes finances r6cemment. 

OMS 
* UNICEF 
* FAO 
* IBFAN
* RENA 

• USAID 

L'Institut de la Sante reproductive de l'Universit6 de 
Georgetown, Washington, D.C., Etats-Unis. 

Formation de sp~cialistes de la lactation: Wellstart, San 
Diego 

Projet de Soutien de la nutrition maternelle et infantile 
(WINS) 

Projet de Communication pour ]a Nutrition 

PRITECH 

16h00 & 16h15 	 Approche pratique pour planifier la mise en oeuvre des activit~s. 
Revue du Protocole de planification pour d6velopper des projets 
relatifs aux themes du Forum. Dr. Ann Brownlee, Welstart. 

16h15 & iShOO 	 Travaux en commission (par pays) sur les projets relatifs aux 
th6mes de la conf6rence. (Moment o6 les 6quipes nationales 
discutent des plans de travail avec les bailleurs de fonds et les 
animateurs techniques.) 

20h00 	 Diner (en groupe) 



VENDREDI le 13 septembre 

09h00 a 12hO0 	 Travaux en commission (suite) 

Bailleurs de fonds et animateurs disponibles pour des 
discussions individuelles avec les 6quipes nationales, sur la 
planifidation des futures 6tapes et les possibilit4s de 
piroposition/financement/assistance technique. 

Djeuner (Libre) 

14h30 A 15h30 Pr6sentation du rapport des travaux du 46me jour 

15h30 . 16h00 Conclusions et recommandations du Forum (en r~ponse A la 
Dtclaration d'Innocenti) 

16hOO a 16h30 	 Les Actions propos~es: President 

16h30 a 17h00 S6ance de cl6ture 

19h00 A 20h30 Rception 
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RECOMMENDATIONS
 
FORUM ON OPTIMAL INFANT FEEDING
 

LOME, TOGO 

We, the delegates from BURKINA FASO, CAMEROON, COTE D'IVOIRE, GAMBIA, 
GUINEA, MALI, NIGER. SENEGAL, TOGO, and ZAIRE, participants in the 

INTERNATIONAL FORUM ON INFANT FEEDING AND CHILD SURVIVAL 

have established that the deficiencies in infant feeding and the disturbing decline in breastfeeding 

pose a serious risk in general for the survival of African childreu, resulting in high morbidity and 

mortality due to malnutrition and diarrheal diseases. 

Although this situation can in part be explained by the general economic crisis of the countries of 

the continent, the fact remains that the African states bear an unequivocable responsibility, 

particularly because of: 

the absence of a clearly defined health policy that places importance on nutrition as part ofI ­
overall health problems of the population and the health problems of women and children 

in particular; 

2 -	 the inadequacies of existing laws protecting pregnant and nursing women; 

3 - the inadequate application of the International Code on the Marketing of Breast Milk 

Substitutes; 

4 -	 the shortage of health personnel involved in nutrition and the promotion of breast feeding. 

Endorsing the INNOCENTI DECLARATION on protection, encouragenent, and support of 

Breastfeeding, and in order to change the above-mentioned deplorable situation and ensure the 

health of Women and Children, 

We Recommend: 

To African Governments: 

1. 	 Define and establish, in the shortest time possible, a pertinent and integrated policy on Food and 

Nutrition, focusing particularly on the promotion of breastfeeding and the survival of children; 

2. 	 Adapt the different laws in governing maternity leave with the goal of truly promoting exclusive 

breastfeeding; 

3. 	 Take adequate measures to ensure optimal nutrition for women in general, and pregnant and 

nursing women in particular;, 

measures 	to improve the skills of health personnel in our various countries in the4. 	 Take adequate 
area of nutrition and promotion of breastfeeding; 



5. ,Ensure that the Strcturu Adjustment Plans to which our developing countries must adhere, takeinto consideration these recommendations in order to protect conditions for Infant Nutrition and 
Child Survival. 

To Health Authorities: 

6. 	 Promote exclusive breastfeeding from birth until age 4 to 6 months, taking into account that

breastfeeding, 
 on the one hand, completely meets the nutritional and fluid needs of infants and, on 
the other hand, serves as an effective means of spacing births; 

7. See that weaning foods are introduced gradually and in sufficient quantities, using local foods that 
are nutritionally adequate and culturally acceptable; these foods should be offered between 4 and 6
months while continuing to promote breastfeeding until 2 years of age and beyond; 

8. 	 See that breastfeeding is maintained and associated with oral rehydration in the event of diarrhea in 
a nursing infant and that this treatment is also associa d with continuing to feed a child who is 
already 	weaned; 

9. 	 See that breastteding continues to be encouraged, even among populations with a high incidence 
of BIV infection, taking into account the increased risks of mortality linked to a decline in the 
practice 	of breastfeeding; 

10. 	 Ensure that these recommendations are applied. 

To International and Non-Governmental Organizatons and Bilateral Aid Agendes: 

11. 	 Place mor emphasis on national food and nutrition programs, particularly in the area of applied
research, in order to strengthen the conditions needed for the Survival of Mothers and Children. 



APPENDIX D
 



OBSTACLES AND OPPORTUNITIES FOR INTEGRATING
 
OPTIMAL INFANT FEEDING ACTIVITIES INTO
 

PRIMARY HEALTH CARE PROGRAMS
 

Review paper prepared by
 
Bibi Essama
 

Woman and Infant Nutrition Field Support Project (WINS)
 
Education Development Center, Inc.
 

1250 24t Street, NW Suite 300
 
Washington, DC 20037
 

For discussion
 
at the International Forum for Francophone Africa on
 

Infant Feeding and Child Survival
 
Togo, 9-13 September 1991
 



OUTLINE
 

I. Introduction
 

1I. Rationale for Integrating Infant Feeding Activities into PHC
 

III. 	 Constraints 

A. 	 Organizational and management constraints 

B. 	 Community participation issues 

C. 	 Institutional policies and practices 

IV. 	 Opportunities for Optimizing Infant and Young Child Nutrition Outcomes through 
PHC 

A. 	 Integration of breastfeeding promotion into diarrheal disease control efforts 

B. 	 Integration of growth monitoring and promotion activities into infant feeding and 
PHC programs 

C. 	 Integration of nutrition education into primary schools 

D. 	 Integration of nutrition education into community based MCH programs 

E. 	 Maximizing community participation and program sustainability 

V. 	 Examples of Effective Approaches to Community-Based, Integrated Infant and 
Young Child Nutrition 

A. 	 Use of growth monitorig to improve young child nutrition in the Dominican 
Republic: INCS/CRS/CARITAS project 

B. 	 Use of the Agescale to improve young child nutrition in Nigeria: 
Tufts/UNICEF/LUTH project 

C. 	 Integration of nutrition education into primary schools: INCS' experience in 
Jamaica 

D. 	 Support to breastfeeding and working women through the promotion of in-home 
child care centeis: CSI's Model 

VI 	 Concluding Remarks 



I. Introduction 

Developing and industrialized nations are increasingly recognizing the important role of nutrition 
in socio-economic development and the interrelationships between nutrition, health and other 
sectors of development. As a result of this awareness, development agencies have supported a 
number of initiatives aimed at improving the nutritional status of vulnerable groups. Some of 
these initiatives have been implemented within the framework of primary health care (PHC) 
programs and others as vertical programs. 

Unfortunately, many of these initiatives have had a relatively limited impact, and as we enter 
the 1990's, high levels of infant and young child malnutrition and morbidity continue to prevail 
in many parts of the world, and particularly in Africa. This situation has led some decision­
makers to dismiss PHC as a workable strategy and to recommend "new" or alternative 
approaches to the delivery of health care.' However, numerous case studies have also 
documented innovative and effective approaches to the delivery of basic health and nutrition 
services in Africa and underscored the need to further test these approaches in various settings 
within the context of community-based, integrated programs in health, nutrition and related 
sectors. 

This paper is an attempt to review what we have learned from various health/nutrition programs 
and to identify practical ways of improving infant and young child feeding and nutrition, within 
the context of an integrated, participatory primary health care strategy. 

First, the author discusses the rationale for integrating infant and young child feeding activities 
into PHC. Secondly, she examines the major constraints to effective integration of these 
activities into PHC efforts and finally she describes specific approaches or interventions for 
achieving effective integration of nutritional considerations in PHC programs and optimizing 
infant and young child nutrition. 

II. Rationale for Integrating Infant and Young Child Feeding Activities into PHC 

PHC is generally considered to encompass the following elements: 

* provision of an adequate supply of food and proper nutrition; 
0 health education and training; 
* immunization; 
* maternal and child health and family planning; 
* provision of essential drugs;
 
0 treatment and prevention of common diseases and injuries;
 
* provision of safe drinking water and sanitation, and 
• control of communicable diseases.' 
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In addition to these aspects, PHC programs are increasingly focusing on issues related to the 
special needs of women, given the potential impact of these issues on women's health and 
development and on the health and welfare of their families. 

Given the multisectoral nature of PHC programs, it can be inferred that the PHC strategy 
embodies the concept of integration, which may be defined as "an intentional fusion or 
coordination of goods and/or services to a common target". 3 

Numerous studies have documented the complex interaction between infection and nutrition and 
environmental and social conditions. These interrelationships provide the organizational 
raionale for an integrated service delivery approach. Thus, James E. Austin et al. write: 

The same low-income family has a poor water supply, inadequate sanitary 
facilities, large number of closely spaced children who become sick and 
,malnourishedand die. Transportationmay make it impossible for them to visit 
several different-service facilities... Thus, the same disadvantaged women and 
children are most likely to require several of the integrated services 
simultaneously and to have low mobilityfor obtainingthese servicesfrom several 
sources. Moreover, the presence of each service helps reduce the perceived and 
realrisks of adopting innovative behavior requiredby others. Forthese reasons, 
integratedservice delivery can be erpected to be more effective. 4 

Case studies and project evaluations suggest that PHC programs or interventions that combine 
breast feeding promotion and/or young child feeding with other child survival (CS) interventions 
such as oral rehydration therapy (ORT), the management of acute respiratory infections (ARI) 
or immunization are more effective in reducing infant/young child mortality and morbidity and 
improving child growth than single interventions.' Programs in Tanzania, Togo, and Nigeria 
(to name a few) ihwa' clearly demonstrated these synergistic effects of infant and young child 
feeding education activities with other CS interventions in lowering levels of malnutrition, the 
incidence of diarrhea and mortality among infants and young children. 

Based on the conclusive evidence that breastfeeding "provides significant protection against 
illness and death associated with diarrhea while enhancing the child's nutritional status", the 
World Health organization (WHO), UNICEF and USAID are recommending a new strategy for 
the control of diarrheal diseases. In addition to rehydration, this strategy includes the promotion 
of breasffeeding, improved weaning practices and measles immunization".' 

Table I below, suggests that integrated population, health and nutrition programs contribute to 
increased program acceptance and impact. Table I shows that the four integrated MCH 
programs were successful in lowering mortality rates of infants and young children 1-to-4 year 
old by 30 percent to 75 percent. The table suggests that integrated population, health and 
nutrition programs contribute to increased program acceptance and impact. The key factor of 
effectiveness seems to be the combination of "preventive" and "curative" services. 
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Table 	I: Morta:ity Rates in Four Integrated MCH - Nutrition Programs7 

Population Receiving Services 	 Population in Same Area Without Services 

Infant Mortality Age 1-4 Infant Mortality Age 1-4 
Rate Mortality Rate Rate Mortality Rate 

Imesi (Nigeria) 57.3 18.0 91.4 51.2 
Guatemala 55.4 5.9 84.7 22.Oa 
Narangwal (India) 95.5 10.lb 126.5 16.3b 
Jamkhed (India) 39.0 2.0 90.0 2.0 
Hanover (Jamaica) 10.6 5.6 47.0 14.5 
Kauar (India) 64.3 n.a. 127.7 n.a. 

Source: McCord 1977; Gwatkin et al. 1980 
a- From official statistics, which are probably low estimates. 
b- Mortality rate for one-to-three-year olds. 

M. 	 Constraints to Effective Integration of Optimal Infant and Young Child Feeding 
Activities into PHC Programs 

While some PHC programs have contributed to lowering infant and young child mortality, 
implementation of the PHC strategy has proven to be more difficult than expected by the 
sponsors of the Alma Mata Declaration. Policy, program implementation and institutional 
constraints have limited the impact of many community-based, integrated health/nutrition 
programs. These constraints will be analyzed here within the context of integrated infant and 
young child nutrition programs. These constraints can be grouped into the following categories: 

A. 	 Organizational and management constraints 

1. 	 Given the multifaceted nature of infant and young child malnutrition, its 
resolution in the medium and long term requires a multisectoral approach to 
program planning, implementation and evaluation which far exceed the 
institutional and resource capacities of most health ministries. While the health 
ministries have been given the mandate to plan, implement and coordinate 
nutrition activities, proper mechanisms do not exist for monitoring aid evaluating 
nutrition related activities.of other ministries and agencies. "Intersectoral" or 
"interministerial" committees for food and nutrition or primar health care which 
have been established at various levels in many countries do not have the 
necessary authority nor an adequate infrastructure for effective coordination, 
monitoring and evaluation of interventions affecting many sectors. 
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2. 	 Existing vertical structures and programs do not lend themselves easily to the 
integrated approach. Indeed, following the Alma Mata Declaration in 1978, 
international development assistance agencies including U.S.A.I.D., UNICEF, 
and WHO launched a number of initiatives in the 1980's e.g. GOBI-.FFF, Child 
Survival, Universal Immunization, Control of Diarrheal Diseases, Eradication of 
Poliomyelitis, the Acute Respiratory Infection Program, in an effort to achieve 
rapid and significant reductions in infant and young child mortality and morbidity 
in developing countries. While those initiatives have been successful in lowering 
infant and young child mortality and morbidity, the focus of many of these efforts 
on single health issues has fostered the development of "vertical" programs which 
have not lent themselves well to integration and intersectoral collaboration.! 
Integration of these vertical programs into PHC efforts has been difficult to 
achieve mainly because their implementation has required a lot of financial and 
technical resources which exceed the absorptive capacities of most PHC 
structures. As a result, most of these programs have been heavily subsidized by 
donor agencies, implemented at an accelerated pace (as "3-5 year projects") and 
in contrast to the slower, participatory process characteristic of the PHC strategy. 
It is therefore not surprising that in many African countries, CDD and Nutrition 
Rehabilitation and Education Programs function in a parallel and semi­
autonomous fashion within the same health Ministry, despite the fact that they 
essentially serve the same population group. 

3. 	 Most training activities designed and conducted within the context of PHC or 
community-based integrated nutrition programs have not adequately prepared 
service providers at all levels to manage integrated programs. Most of the 
training programs have tended to focus on the specific technical and 
administrative needs of a single vertical program or project. There is a need to 
strengthen the management skills of service providers in integrated service 
planning and delivery and in the practical use of data for decision-making at 
different levels of the health system in order to enhance the effectiveness of 
integrated nutrition programs. 9 

B. 	 Community participation issues 

Failure to adequately involve community members in the assessment and active resolution of 
their nutritional problems has limited the impact of many nutritional interventions. Frequently, 
what the community perceives as important needs does not coincide with the priorities identified 
by external agents. Also frequently, participation for many service providers means 
community's compliance with or acceptance of prescribed norms or behaviors which may not 
necessarily rank high on the community's scale of priorities. 
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Successful community-based programs have been those programs where community participation
has been viewed not only as a means for mobilizing community's resources and support for 
specific interventions, but also as an institutional building objective which is pursued by using
and building upon local expertise and know-how to increase communities and individuals' 
confidence in their ability to address their nutrition and related development problems. This is 
a slow and time-consuming process which must be built in during the program design phase, and 
consolidated in the course of program implementation and evaluation. Unfortunately, most 
nutrition/health program planners do not adequately address this latter objective and tend to view 
community participation as a tool for achieving the technical objectives of their programs.
Effective community participation requires that program personnel at all levels be trained to 
serve as facilitators of the needs assessment, program design, implementation and evaluation 
processes, and not as the sole providers of knowledge and know-how." Training programs 
must therefore emphasize communication, motivational and community development skills as 
much as technical skills. 

P. Kashyap and R H. Young stress the importance of community participation in needs 
assessment. The authors challenge the excessive reliance on conventional quantitative methods 
of nutritional assessments and demonstrate the usefulness of rapid qualitative appraisal techniques
for generating a better understanding of coping strategies used by families to address constraints 
to nutrition and food security at the household and community levels. They highlight the 
importance of personal interviews and group discussions in eliciting the opinions of community 
members on particular issues, and stress the use of anthropological methodologies to determine 
the principal causes of malnutrition at the community level." It should be noted however, that 
the methodology used by Kashyap and R.H. Young is cited here not as the approach to be used 
in all settings, but as one example of the many innovative approaches for optimizing community 
involvement in the diagnosis of community nutrition problems. Similar innovative approaches
have been used or developed by others and merit consideration in our search for workable 
strategies. "2 

C. 	 Infant feeding policies and practices 

Inadequate knowledge among health workers of basic aspects of breastfeeding, lactation 
management and weaning has prevented effective integration of optimal infant feeding practices 
into national PHC programs. A review of health institution policies and practices and their 
effects on breastfeeding and infant/young child nutrition has been the subject of numerous studies 
and is beyond the scope of this paper. Some of the detrimental practices which have been cited 
and prevail in many parts of Africa include: 

• 	 use of glucose water as a prelactal or first feed; 
routine use of drugs during childbirth; 

• 	 routine separation of the mother and baby immediately after the baby's birth; 
* 	 use of nurseries for normal infants rather than "rooming-in" arrangements; 
* 	 lack of arrangements for providing breast milk to premature newborns and sick 

infants.' 3 
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These 	practices point to the need for developing a coherent service policy in order to prevent 
conflicting messages conveyed by different programs and to ensure coherent guidelines for the 
training, supervision and performance evaluation of health and related service personnel. For 
example, on the one hand, we are encouraging mothers to breastfeed exclusively and not to give 
water or teas from the first day to six months and on the other hand, we are promoting ORT as 
a cost effective measure for combatting dehydration in infants and young children suffering from 
diarrhea. Although the two messages are scientifically valid, it is important for health service 
providers to consider carefully how these messages are being perceived by the target audience 
and the 	potential conflicts that may result in their application. 

IV. 	 Opportunities for Optimizing Infant and Young Child Nutrition Outcomes through 
PHC. 

The analysis of constraints in the preceding section clearly demonstrates that different approaches 
need to be designed and tested to meet the various needs of nutritionally vulnerable groups, in 
a manner that is affordable and culturally appropriate. This section discusses some approaches 
which have proven to be effective in optimizing infant and young child nutrition outcomes 
through PHC and describes a few examples of successful integrated nutrition interventions, 
drawn from secondary sources. Given the objectives of this conference, the author will mainly 
focus on nutrition interventions designed to improve infant and young child feeding practices. 

A. 	 Integration of Breastfeeding Promotion into CDD Efforts 

Diarrheal disease control (CDD) programs presenL an excellent opportunity for promoting 
breastfeeding and improving young child feeding practices. Health workers who are involved 
in CDD efforts frequently have to deal with numerous cases of diarrhea that can be linked to 
suboptimal oreastfeeding and young child feeding practices. Health care providers must take 
advantage of the interaction they have with the mothers to promote breastfeeding (BF) and 
proper weaning practices as part of an integrated strategy of diarrheal disease management and 
prevention. 

CDD training units provide an opportunity to solve BF problems through individual counseling 
and demonstration. To the extent possible, the service focus of ORT comers should be 
expanded to include BF promotion and counseling activities, in order to limit the number of 
referrals of malnourished children to special rehabilitative units to very serious cases only. 

Inpatient and outpatient sections of CDD units must coordinate their efforts to ensure that BF 
mothers arenot separated from their children and are allowed to'breastfeed during the treatment. 
Furthermore, many CDD programs have significant training resources which can be mobilized 
to support BF promotion and related EC efforts."' 
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B. 	 Integration of Growth Monitoring and Promotion into Infant Feeding and PH1C 
Activities. 

Growth monitoring has been shown to be most effective when it is combined with IEC activities 
tailored to the specific conditions of each child. 

C. 	 Integration of Nutrition into Primary Schools. 

In light of steady increases in primary school enrollments in many African countries, primary 
schools provide an opportunity for influencing children's knowledge and practice related to 
health and nutrition by introducing practical and simple nutrition concepts at a very early stage 
when children are very eager to learn."5 

D. 	 Integration of Nutrition into the Traditional Health Care System 

Traditional health care providers (e.g. traditional healers and traditional birth attendants) 
constitute an effective channel for reaching women of reproductive age and children. Their 
scope of work can be broadened through practical training in women's and children's health and 
nutrition. For instance, marasmus and/or kwarshiskor in certain traditional African cultures are 
considered acts of punishment of the mother for her sexual misconduct. 

E. 	 Integration of Nutrition into formal MCH Programs 

Modern MCH services can also be expanded to include basic nutrition education services. To 
the extent feasible, dietary assessments should be introduced as a complementary method for 
monitoring the nutritional status of pregnant women and for identifying at risk groups, as weight 
alone cannot adequately reflect changes in food availability at the household level."6 This 
approach has its limitations in the African context where there is shortage of health/nutrition 
personnel and significant regional and tribal differences in dietary practices. 

F. 	 Local capacity building for nutrition development 

Various participatory approaches and community financing schemes have been used to optimize 
health outcomes through PHC. These approaches can be used to optimize infant and young child 
nutrition by building the technical, managerial and financial capacities of community based 
organizations to address community nutrition problems. Some of the approaches which have 
been used effectively include: 

1. 	 the creation of local NGOs (e.g. local breastfeeding and nutrition support 
organizations -uch as IBFAN) to increase awareness among policy makers and 
influential members of the community of the importance of breastfeeding and 
nutrition and to support the development of policies for optimal infant and young 
child feeding practices. 
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2. 	 the formation of women's groups, credit unions and cooperatives at the 
community level. Many of these structures are currently active in Africa and 
could be used to provide or facilitate access to a variety of education, training, 
and credit services to nutritionally at-risk families. These groups have the 
potential of improving the nutrition of women, infants and young children if their 
mission could be broadened to include health and nutrition education, as well as 
child care services (including supplementary feeding). 

Related to this issue is the issue of long term sustainability of community based integrated 
nutrition programs. A major challenge of primary health care or community-based nutrition 
programs in developing countries is how to assure they are self-sustaining in the long run. 

With the economic crisis affecting most African countries, resources allocated to social sector 
programs are expected to continue to decline in real terms over the next ten years. The recent 
review of 66 "successful" nutrition projects in Africa by ti' World Bank suggest that the 
following elements seem to enhance programs' sustainability: 7 

1. 	 Community participation has been sustained by working with pre-existing 
community institutions which enjoy local support and have the local experienc:e 
and know-how. 

2. 	 Sustainable nutrition programs have been those that have been implemented by 
NGOs with strong local government support. Many of the projects reviewed have 
established strong linkages with the government through secondment-type of 
arrangements or by involving government and NGO personnel jointly in project 
activities. 

3. 	 Sustainable programs have also been those that have demonstrated a flexible 
approach and developed effective mechanisms for responding to the felt needs of 
the targeted group. For instance, the Togo Infant Feeding program was 
completely restructured to respond to the needs of the mothers. Prior to the 
evaluation, the project had very little impact on the nutritional status of 
participating children. The approach to growth monitoring was top-down and 
clinic based, with very little feedback given to or obtained from the mothers. As 
a result, participation by mothers in project activities was poor. In an effort to 
address the deficiencies noted by the evaluation team, mothers were interviewed 
to obtain their views on the problems and the changes required. Their 
suggestions were incorporated into a revised strategy which now includes training 
the mothers as home visitors. Similarly, the Ghana Applied Nutrition program 
was revised to include a credit component to address the need for income (in 
addition to nutrition education) expressed by the mothers to improve infant 
feeding practices. 
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4. 	 Finally, projects that are more likely to be self-sustaining in the long run are 
those where some kind of cost sharing arrangement is established from the 
beginning, and where funds from the community, the local government and 
external donors are combined. A good example cited is the Kinshasa Urban 
Nutrition program, in which recurrent costs of the program are covered by funds 
generated through the commercial sale of a weaning food. 

F. 	 Mass Media 

The potential of the mass media to communicate health messages and modify attitudes has been 
demonstrated through various IEC projects. Radios and TVs are becoming increasingly available 
in rural areas in Africa and should be increasingly used to increase community awareness of the 
extent and scope of malnutrition problems among infants, children and women. Because of the 
interaction of nutrition and other factors, these media should also be used to increase awareness 
of related development issues (e.g. women's issues) and opportunities (e.g. how to obtain a loan, 
how to join a local credit union, a cooperative, etc...) 1 8 

V. 	 Examples of Effective Approaches to Community-Based, Integrated Infant and 
Young Child Nutrition 

A. 	 Use of growth monitoring to improve young child nutrition in the Dominican 
Republic: TNCS/CRS/CARITAS proiect 

The experience of the International Nutrition Communication Service (INCS) project in the 
Dominican Republic represents a good example of effective use of growth monitoring to improve 
young child nutrition. In the Dominican Republic, INCS provided technical assistance to 
Catholic Relief Services (CRS) and CARITAS in the use of growth monitoring to address infant 
and young child malnutrition problems within the context of a community-based health program. 
The first step consisted of increasing awareness among community members and particularly the 
mothers, that nutrition is a very important determinant of children's health. The second step was 
to interest the communities in a weighing program as an effective tool for monitoring growth. 
As community members began to take interest in the program, they began to participate actively 
in the design of educational messages which were targcted at children who failed to gain weight. 
The population also became actively involved in testing these messages within their communities 
and in evaluating them for their clarity, coherence and appropriateness to the local culture. 
These messages were developed in such a way that they could be used by field workers with low 
literacy skills. They were printed on counselling cards and each card specified the target group 
of children for which it was designed. Project data indicates that children who participated in 
the program maintained or improved their nutritional status (despite the economic difficulties the 
country was experiencing) while the nutritional status of the children who did not participate in 
the program declined significantly. 9 
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B. 	 Use of the Agescale to improve young child nutrition in Nigeria: 
Tufts/UNICEF/LUTH project 

Tufts University's experience with the Age Scale in Nigeria is an interesting approach to 
community-based growth monitoring and nutrition education. The project is an operational 
research funded by UNICEF and implemented by Tufts University's School of Nutrition. It 
was designed to test an innovative, community-based approach to the delivery of nutrition 
education to improve breastfeeding and young child feeding practices. Specific objectives of the 
project were to a) identify obstacles and constraints to breastfeeding and young child feeding at 
the household and community level in order to define a realistic framework for effecting changes 
in infant and young child feeding practices and b) test the effectiveness and appropriateness of 
the Agescale as a simplified and participatory tool for community-based growth monitoring. 

The Age Scale is a new method designed to help parents and community workers to monitor 
children's growth closer to their home and community. It assesses the child's weight for age 
by indicating if the child weighs at least the minimum expected for her/his age. It can be used 
with children (0-4 years of age). In tho Nigeria study, three contracting forms - one for each 
of the three age groups (0-4 months, 5-9 months, and 10-24 months) were designed to support 
the counselling. Specific messages were developed and discussed with the mothers to address 
specific problems related to their child's growth (see Annex I). 

Preliminary findings from this study seem to indicate that positive changes in breastfeeding and 
young child feeding practices can be achieved if the desired changes are negotiated with the 
mothers in terms of what they can and are willing to make. The contracting process appears to 
be an effective tool for effecting behavior change. By emphasizing individualized problem 
diagnosis and problem-solving based on the contracting messages, it allows the field worker and 
the family to define a realistic framework for optimizing infant and young child feeding and 
nutrition. The Agescale has also proven to be an effective tool for community-based growth 
monitoring. By eliminating some of the problems associated with the use of growth charts, (it 
does not require plotting a graph and can therefore be used in communities with low literacy 
skills), it has encouraged parents to play a more active role in monitoring their own children's 
growth.20 

C. 	 Integration of nutrition education into primary schools: INCS' experience in 
Jamaica 

An interesting approach to primary school nutrition education was used a few years ago by the 
INCS project, in collaboration with the Ministries of Health and Education in Jamaica. The 
approach consisted of integrating practical nutrition education concepts and messages into 
primary school primers, thus enabling children to learn about nutrition as they learned to read. 
Social marketing techniques were used to develop the messages. The materials which were 
developed were introduced on a pilot basis in 20 primary schools in Jamaica, representing a 
target population of 2,500 children. Evaluation results revealed that the approach was effective 
in teaching the children practical steps to addressing specific nutritional problems.2 
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D. 	 Support to bieastfee-ding and working women through the promotion of in-home 
child pare centers: CSI's Model 

An innovative approach to the provision of child care was recently proposed to the Women and 
Infant Nutrition Support project by Children Services International of Colorado (CSI). The 
model provides support to breastfeeding and working women through the promotion of in-home 
child care centers. It consists of the establishment of in-home child care centers (in communities 
where there is a need and interest for such services) operated by nursing mothers and used by 
working women with toddlers. Participating mothers are trained in infant and young child care 
and nutrition, business management and related skills. Each center is operated by one or two 
women who are either pregnant or breastfeeding, and utilized by 10 to 12 working women with 
preschool children. Women utilizing the centers pay those operating the centers a fee for their 
services. These in-home centers are designed to operate on a rotating basis so that as one 
breastfeeding mother/center operator weans her child from the breast, she can transfer her child 
and the other children in her care to another breastfeeding woman in the cluster. However, 
mothers are given the option to continue operating their in-home center as a business venture 
if they so desire.' This approach has been used effectively in the United States by Children 
Services of Colarado (CSC) io provide low-cost, community-based infantlchild care services to 
low income working women as well as an alternative source of income to breastfeeding mothers 
who choose to stay home and care for their infants. The approach needs to be considered as we 
explore community-based, cost effective options for child care in Africa. 
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VI. Conclusions 

This paper analyzes the major constraints and effective approaches for optimizing infant and 
young child nutrition within the context of the PHC strategy. It is noted that in many cases, 
community-based integrated nutrition programs are hindered by inadequate funding. Health and 
other service providers as well as community members are not appropriately trained to manage 
and implement community-based, integrated health and nutrition activities. 

Despite the failures of many community-based integrated health programs, the experience of 66 
integrated nutrition programs/projects in Africa over the past few years seems to indicate that 
the community-based integrated approach to the delivery of health and nutrition services can be 
effective in addressing constraints to optimal infant and young child feeding. 

Integrated nutrition interventions which seem to have worked in Africa over the past five years 
are those that a) have strong government and community support, b) are implemented by private 
voluntary organizations with strong program linkages with a government institution, c) use low 
cost and simplified technologies which can be easily acquired by the communities with minimal 
training and resources, d) are financed through a combination of external, local government and 
community funds, and e) are linked to income-generating and related health development 
activities. 

Given the relatively low coverage of the rural population in Africa by the formal health care 
system and declining national budgets, clinic based health/nutrition interventions seem to offer 
a limited return on the investment. Innovative, community-based, participatory approaches and 
simplified technologies which have been effective in delivering nutrition and other development 
services in other settings need to be tested and evaluated in the African context for their 
effectiveness, efficiency and relevance to the local culture. 

There is also the need to adapt qualitative research techniques for use at critical stao'es in the 
program design and implementation phases in order to gain a better understanding of the 
communities' perceptions of their nutrition problems, their development agenda and the coping 
strategies devised by families to deal with malnutrition and poverty. 

Opportunities do ecist to achieve significant improvements in infant and young child nutrition 
through integration of optimal infant and young child feeding, growth monitoring and promotion 
and income generating activities intro child survival and related development activities. 

13
 



ENDNOTES 

1. 	 John Martin, "The Way Forward", Health Action, Issue 1, June 1991, p.4 . 

2. 	 Ibid. 

3. 	 James E. Austin and Marian F. Zeitiin, Nutrition Tntervention in Developing Countries: 
An Overview, Oelgeschlager, Gunn & Hain, Publishers, Inc., Cambridge, 

p. 123 Massachusetts, 1981, . 

4. 	 James E. Austin and Marian F. Zeitlin: Nutrition Interventions in Developing Countries: 
An Overview, Oelgeschlager, Gunn & Hain, Publishers, Inc., Cambridge, 
Massachusetts, 1981, p. 123. 

5. 	 Sandra L. Huffman and Adwoa Steel, "The Impact of Child Survival Interventions on 
Child Growth", 1989. 

6. 	 Ibid. 

7. 	 James E. Austin and Marian F. Zeitlin: Nutrition Interventions in Developing Countries: 
An Overview, Oelgeschlager, Gunn & Hain, Publishers, Inc., Cambridge, 
Massachusetts, 1981, p. 123. 

8. 	 Debabar Banerji, "After Alma-Mata", Health Action, Issue 1, June 1991, p. 4. 

9. 	 John Martin, "The Way Forward", Health Action, Issue 1, June 1991, p. 4 . 

10. 	 James E. Austin and Marian F. Zeitlin: Nutrition Intervention in Developing Countries: 
An Overview, Oelgeschlager, Gunn & Hain, Publishers, Inc., Cambridge, 
Massachusetts, 1981, p. 142-143. 

11. 	 Purnima Kashyap & Richard Young, Rapid Assessment of Community Nutrition 
Problems: A case study of Parbhani, India, The International Development Research 
Centre, 1989. 

12. 	 Susan Scrimshaw and Hurtado, "Rapid Assessment Procedures for Nutrition and Primary 
Health Care: Anthropological Approaches to Improving Programme Effectiveness" Los 
Angeles, UCLA American Center Publications, University of California, Los Angeles. 

13. 	 Ann Brownlee, "Behavioral Aspects of Child Survival: Breastfeeding, Weaning and 
Nutrition", p.39. 

14. 	 Isabelle De Zoysa, Marina Rea & Jose Martines, "Breastfeeding Promotion in Diarrheal 
Disease Control Programme", WHO, 1991, p. 13. 

14 



15. 	 Education development center, Inc., Nutrition Education in Developing Countries: The 
Story of the International Nutrition Communication Service (INCS), p.3-6. 

16. 	 Tina Sanghvi, "Infant Feeding Patterns in Africa: Program and Policy Implications", 
1991, p. 85. 

17. 	 Eileen Kennedy: "Successful Nutrition Programs in Africa: What Makes Them Work?" 
Working Papers, Population and Human Resources Department, The World Bank, June 
1991, WPS 706. 

18. 	 Purima Keshyap and Richard H. Young, "Rapid Assessment of Community Nutrition 
Problems: A case study", The International Development Research Centre, 1989. 

19. 	 Education Development Center, Inc., Nutrition Education in Developing Countries: The 
Story of the International Nutrition Communication Service (TNCS), p. 6. 

20. 	 Information extracted from various reports prepared by Marian F. Zeitlin, Tufts 
University School of Nutrition, Massachusetts. 

21. 	 Education Development Center, Inc., Nutrition Education in Developing Countries: The 
Story of the International Nutrition Communications Service (iNCS), p.7. 

22. 	 Children's Services International (CSI) of Colorado, "CSI Model Child Care Centers", 
Draft proposal, August 22, 1991. 

15 

\1s 



ANNEX
 



ForIllustrative Purposes Only 

AGESCALE GROWTH CHART - MOTHER'S CONTRACT-NG FORM 3 

10 to 24 months. Giving family food. 

The child is ready for family foods. The child needs three meals a day and at least two snacks. 

The child should eat with the mother or father, but using his or her own dish. If children eat 
together, they should each have their own bowl. 

Give any food which the family eats. Make it soft. Help the child to eat by feeding him or her, 
and by encouragement. 

Each of the child's meals should have some growth food with it. Growth food include: ewa, 
soya, moin-moin, eja, eyin, egusi, ede, and eran. Good snacks for children are milk, biscuit, 
akara, puff-puff, and fruits. 

A child who wants to eat food or snacks five or six times a day is not spoiled. Growing 
children need to eat often. Both food and breast milk help to make the child grow strong and 
clever. 

Breastmilk is still very important. Continue to breastfeed in the daytime and at night. But do 
not give breastfeeds instead of the child's five or six meals and .nacks. 

When you are ready to stop breastfeeding, the child is losing something good. In place of that, 
give other good things, especially extra food to eat, with plenty of growth food. 

Also give extra attention and stimulation to the child. Talk with him or her, teach the child, 
play and sing together, provide things to play with, and keep the child near you whenever you 
are at home. 

Do not send the child away in order to wean from the breast. 

Days of contract weekContracting form 
_M_T ThF Sa SuIw 

1. Mother will feed three meals every day. [ L L­
2. Mother will give two snacks or fruits every day. I I 
3. Mother will feed the child when she is eating. 
4. The child will have his or her own dish of food. I5. Mother will not reduce breastfeeds until she is I I 

ready to stop breastfeeding. 
1 ! 

7., 
6. _ 

Source: Dr. Marian Zeidin, Tufts University School of Nutrition 



AGESCALE GROWTH CHART
 

BIRTH TO TWO YEARS
 

Birth DateName 	 Ac 111 ate Agesczfe
rnOntha 

Give only brastmilk every time baby is hungry or thirsty.
 
Give both breasu and take your time.
 
Let baby decide when to imp each feed. 
 4 

Continue tosbrstfccd as much asbefore.
 
Add thick ogi enriched with growth foods. Give enriched ogi I time aday.
 

I t Give enriched ogi 2 times a day.7 

0:r 	 o -cd Give enriched ogi 3 times a day. 78 J_____ 

- '- Give enriched ogi 3 time, a day. 9 

Give any (o a hich )our 	 farily cat, 1 0O
 

but nue sure that it is sol:
 

ric€, afuin, . la~n, ynI
 

Always give some growt 	 ood with baby's food: Give ood 3 times eah day. 
-4,. 3oya.min-mirs Ci,.rfn gi. c", CM, 12, 

Give snacks and milk: Give nack I or 2etimce a day. d .
 
biscui, aakrs, puff-pu, milk
 

Give cuit:and mi ap: 	 Give fruit I or 2 times i day. 14 

17 

Give fniit very g ood to Gi oem. a-y
 
Be -ur your child is catng


o-ange, ba nana 21 
€ Don't rci.=c braistreilnt
 

"=" - before you am mady to .
20 
Whtn you stop breudeeding. give your 

child extra stimulation and good food. 
2-7
 

~z4
 
at Fold under on 

double lineGOOD FOOD IS A FOUNDATION bore using 
FOR LEFE [E SUCCESS a wall poster. 

SOURCE: DR. MARIAN ZETLN. TUFTS UNIVERSfTY SCHOOL OF NUTRITON 
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USING THE AGE SCALE
 

o 	 The Age scale gives a number 
which shows Immediately If the 
child weighs enough for his 

4age. 

o 	 The dashed lines marked LBWO 
and LBW1 Indicate the danger
levels for referral at birth and at 
one month, for babies who are
born small or early, i.e. the Low

Growthi Monitoring 	 Birth Weight babies (LBW). 

o 	 If the Age scale number Is 
HIGHER than the age,
CONGRATULATE the family. 

o If the Age scale number Is LESS 
4 "than the age, LEARN MORE 

from the family and then 
.ADVISE and FOLLOW-UP. 

. ,o 	 If the Age scale number is HALF 
of the age, REFER the family to 
Lagos Univ. Teaching Hospital 
(LUTH). 

SOURCE: DR. MARIAN ZEITLIN, TUFTS UNIVERSITY. 


