
Annex A: Technical Justification for

Emphasis ~ehaviors

Reproductive Health Practices

For all women of reproductive age, delay the first pregnancy, practice birth
spacing, and limit family size
Babies born less than 2 years after the previous child are at least twice as likely to die in
the first year of life as those born after an interval of at least 2 years. Even if these infants
survive the first year, they are 1.5 times more likely to die before age 5 than children
whose births were spaced at least 2 years apart (Bohler 1994; Alam 1995; Shane 1997).
Closely spaced pregnancies increase the chances of women having low birth weight
babies, increase competition for limited resources between siblings (mothers may be
more likely to discontinue breastfeeding early, for example), and increase the risk of the
transmission of infectious diseases (National Research Council 1989). The age of the
mother is an important risk factor for infant and child mortality. In the developing
world, an average of approximately 40 percent of women give birth before the age of20.
Children born to mothers under 20 years of age are approximately 1.5 times more likely
to die before their first birthday than children born to mothers in their 20s. Babies born to
young mothers are more likely to be premature, to have low birth weights, and to have
delivery complications (McDevitt et al. 1996). In addition, young mothers are less likely
to have social and economic supports required to maintain the health of their children.
Children born to mothers over the age of 40 and fourth-born or later children are also at a
higher risk of death for a number of reasons, including an increased likelihood of
congenital abnormalities and an increased likelihood of closely spaced births.

Pregnant women are also at increased risk of death. Approximately 1 in every 48 women
in a developing country is at risk of dying from a pregnancy and childbirth-related
complication (WHO and UNICEF 1996). The most common causes of death include
hemorrhage after birth or following an unsafe abortion, infection, hypertensive disorders,
and obstructed labor.

The most effective strategy for planning and limiting the number of pregnancies is the use
of contraception. Women need to understand, seek, and use effective contraceptive
methods, which may include oral contraceptives; injectable and subdermal implants;
intrauterine devices; barrier methods such as condoms, diaphragms, and spermicides;
natural methods of family planning (inclu~ing the lactational amenorrhoea method); and
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Technical Justification

intervention currently reflected in health policies in most countries (Levin et al. 1993;
McGuire and Galloway 1994).

Infant and Child-Feeding Practices

Breastfeed exclusively for about 6 months
Relative to infants who are exclusively breastfed (defined as an infant who is given no
liquid or solid other than breastmilk), infants not breastfed at all have at least 14 times the
risk of death due to diarrhea. The risk is greatest in the first two months of life. Risk of
death from respiratory disease is 4 times greater, and for other infections, 2.5 times
greater for non-breastfed infants as compared with those exclusively breastfed (Victora et
al. 1987; Feachem and Koblinsky 1984).

Data from Bangladesh, Brazil, Peru, and the Philippines show that premature
supplementation of breastfeeding is associated with greater risk of diarrheal morbidity
and death. Even the introduction of herbal teas and water to exclusively breastfed infants
increases the risk of diarrheal morbidity and death. Introduction of other foods and fluids
decreases the amount of breast milk supply, thus decreasing nutritional intakes;
complementary foods also decrease the absorption of iron contained in breastmilk.
Complementary foods most commonly used in low-income households rarely compensate
for the nutrients in the breastmilk displaced. Health workers need to be careful not to
counsel mothers to introduce supplements prematurely.

There are good programmatic data to suggest that breastfeeding practices can be
improved in a number of populations and that improving exclusive breastfeeding
practices can reduce infant morbidity and mortality, in particular from diarrhea (WinikofI
and Baer 1980; Mata et al. 1981; Brown et al.1990; Popkin et al. 1990; Victora et al.
1989). .

New data suggest that HIV/AIDS can be transmitted through breastmilk in a small
proportion of infants. WHO is developing guidelines for counseling pregnant women who
are confirmed HIV -positive (UNAIDS/WHO 1996).

From about 6 months, provide appropriate complementary feeding and
continue breastfeeding until 24 months
Breastmilk alone does not provide all nutrients needed by an infant over 6 months of age
(Scrimshaw et al. 1996). Behavioral research also suggests a developmental "readiness"
in infants around 6 months to take semi-solids, as well as physiological evidence that the
gastrointestinal tract is mature enough to handle a diversity of foods.

For complementary foods to be of appropriate caloric and nutritional value, however,
most staple foods in developing countries (wheat, millet, com, rice, cassava) need to be

A-3 ~





Technical Justification- - This is not so. The key detenninant is the age of the child. While measles is the final

antigen to be given according to the vaccination schedule, if other doses of vaccine have
been given late or not at all, there is no need to delay vaccination against measles. In
those countries with established immunization programs and where data show that
measles is indeed the last dose of vaccine to be given (coverage survey data can provide
this infonnation), then measles immunization at nine months represents timely
completion of the vaccination schedule. On the other hand, in countries where
participation in immunization is low, it is important to pair this one caretaker behavior
with the health worker practice of reducing missed opportunities. This behavior, then,
can be an important indicator of program effectiveness. Coverage surveys or routine
administrative data can be used to detennine measles immunization coverage levels at 9
months of age (WHO/EPI 1990, 1995.)

Take infant for immunization even when child is sick. Allow sick infant to
be immunized during visit for curative care.

Many parents and health workers mistakenly believe that sick children should not be
vaccinated, either out of fear that the child will become sicker or that the vaccination will
not be effective. Thus, many children of appropriate age are not vaccinated when they
visit a health facility. These missed opportunities for immunization (Mal) are a major
contributor to low vaccination coverage rates. A recent international survey of Mal
reviewed 79 Mal studies in 45 countries. Mal occurred in all but one of the studies.
One of the most important reasons for MOl was that health workers and parents believed
in false contraindications to immunization, such as the belief that a mildly ill child cannot
be immunized. The study authors emphasized the need for health workers to immunize
children suffering from malnutrition, low grade fever, mild ARI, diarrhea, and other
illnesses. It is important that the corresponding health worker behavior be carried out, so
that both caretakers and health workers can playa role in minimizing MOls (WHO/EPI

1992). .
Data on missed opportunities to immunize sick children are frequently available from the
standard KAP questionnaire that is conducted at the same time as an EPI coverage
survey. The exact decrease in coverage due to MOl varies widely from country to country
but can be extracted from coverage survey data. Strategies to reduce MOl must identify
the local beliefs and practices that prevent vaccination from taking place. Examples of the
type of perceived barriers to immunization have been collected from many countries

(WHO/EPI 1992).
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