/ “, Wnié
s o I/’l/’//4

—
CENTERS FOR DISEASE
CONTROL AND PREVENTION




Public Health Digest

Ethiopian Public Health Association (EPHA)

Volume 6

September 2017

Editorial Note
Update
Findings

The Issue

Public Health Digest

Editor-in-Chief: Kindalem Damtie (PhD)

Producer: Zewdie Teferra

Ethiopian Public Health Association

(EPHA)

Tel: 251 11416 60 41
25111416 60 83
Fax: 251 114 16 60 86

Email: info@etpha.org
Website: www.etpha.org
P.0.Box 7117
Addis Ababa, Ethiopia




Abbreviations and Acronyms

AIDS Acquired Immuno Deficiency Syndrome
Objectives of the Digest ANC Antenatal Clinic
o To improve the knowledge, and practices of public health profession- ART Antiretroviral Treatment
; CDC Center for Disease Control and Prevention
als
CD4 Cluster of Differentiation 4
o To introduce latest research findings, best practices and success sto- )
CSA Central Statically Agency
ries to the general public DHS Demographic and Health Survey
e To motivate health professionals to engage themselves in operational DR Drug Resistance
studies FHAPCO Federal HIV/AIDS Prevention and Control Office
EMA Ethiopian Medical Association
Target Audiences EPHA Ethiopian Public Health Association
The target groups for the Digest are health professionals in general; and EPHI Ethiopian Public Health Institute
trainers in training institutions, public health practitioners at Woreda EPHIA Ethiopia Population Based HIV Impact Assessment
health offices, in health centers and hospitals, in particular. This Digest FMoH Federal Ministry of Health
. . . . HCW Health Care Workers
s also intended for non-health professionals who are interested on the
HEP Health Extension Program
subject on a demand-basis for free subscriptions.
HEW Health Extension Workers
7 HIV Human Immunodeficiency Virus
Strategy HMIS Health Management Information Systems
Three thousand coptes of the Digest is published biannually. Distribu- HSTP Health Sector Transformation Plan
tion follows the modalities of other EPHA publications. In addition, ICAP International Center for AIDS Care and Treatment
regional, zonal and Woreda offices, institutions of the FMoH and Programs
EPH A website serve as channels for distribution. The Digest is bilin- MSM Men having Sex with Men
gual (Amharic and English). PMTCT Prevention of Mother to Child Transmission
PEP Post Exposure Prophylaxis
PEPFAR President's Emergency Plan For AIDS Relief
PHIA Population Based HIV Impact Assessment
PLHIV People Living with HIV

PWP Prevention with Positives



RH
RHBs
SBC

STIs

SW
TWG
UNAIDs
VMMC
VLS
WHO
UNICEF

Reproductive Health

Regional Health Bureaus

Social and Behavioral Change
Sexually Transmitted Infections

Sex Workers

Technical Working Group

United Nations Program on HIV/AIDS
Voluntary Medical Male Circumcision
Viral Load Suppression

World Health Organization

United Nations Children's Fund

Editorial Note

Highlighting Communication in the Context of
Health

Communication is essential in all fac-
ets of development work, (health, edu-
cation,  economy,  environment...)
How does communication enhance or
hinder the attainment of the desired
level of participation of actors toward
realizing organizational goal? This
synthesis provides key lessons on the
importance of communication in _facili-
tating operational success. Notwith-
standing the level of participation,
communication can contribute to in-
creasing awareness, fostering behav-
ioral changes, facilitating mobiliza-
tion, and establishing partnerships in
pursuit of common goals. However,
the lack of communication can also
break, down negotiations, limit alter-
natives to addressing problems, con-
strain benefit distribution of develop-
ment interventions, lead to marginali-

zation of stakeholders and, in due

course, restrict the attainment of de-
sired outcomes.

The use of various types of communi-
cation media enables stakeholders (i.e.,
government, the private sector, and
civil society, ...) to participate in the
development process, and hence, al-
lows them to influence or contribute to
the design, implementation, and moni-
toring of a development activity. Here,
what is important is to contextualize
the existing and potential communica-
tion options as all forms may not be

applicable in different settings.

Health is one of the key development
indicators and investing in health has
become a priority across nations in-
cluding development agencies. Never-
theless, efforts to improve health sys-
tems will have [little effect on health if
these systems are not in place. Because

human behavior is a major factor in



health outcomes, devoting to health
must focus on behaviors as well as
health facilities and services. Solving
health problems and creating enabling
environment requires that people under-
stand and motivated to adopt or change
certain behaviors. Thus, effective com-
munication must be a Rey part of any
investment strategy in health.

Inside and outside the field of communi-
cation, interest in health communication
has grown over the past two decades.
Health communication as a multidisci-
plinary pursuit is concerned with ‘the
powerful roles performed by human and
mediated communication in health care
delivery and health promotion’. It is an
extremely broad research area, examin-
ing many different levels and channels
of communication in a wide range of
social contexts. Undoubtedly, the differ-
ent contexts require us to analyze the
suitability of channels as well as ways
of presenting/conveying our message.
Authorities in the field agree that one

can didactically speak about three main

spheres of influence in the case of com-
munication and health: societal, expert
discourse and lay discourse. At the same
time, the levels for health communica-
tion analysis include intrapersonal, in-
terpersonal, group, organizational, and
soctetal communication. In addition,
health communication inquiry involves
examination of a broad array of commu-
nication channels, including face-to-face
and mediated communication between
providers and receivers, among members
of health care teams, and among pa-
tients (e.g., via support groups). This
requires close scrutiny of the background
and level of understanding of our com-

municators.

A number of studies unveiled that
health-related messages are effective
devices of ‘social learning’, the people
being able to learn what it means to be
healthy with the help of media and oth-
er options. Moreover, health public poli-
cies can be modified sometimes by the

transmission of messages relating to

health.

Incorrect or wunrealistic information
from medical reports may mislead the
people working in public health policy
and may contribute to the admission of
unfair laws and regulations, the latter
being regarded by many scientists and
health advocates as true threats to pub-
lic health. Health-related news from the
media functioned largely as a factor
that can influence the actions of doc-
tors, patients, lawyers, and politicians
and they have become the main target
in the discussions between researchers
in the medical field, the information
related to health and in the field of
communication. Hence, eﬁ‘ective com-
munication helps to advance health

research, practice and policy.

Hoping that the tips published here will
give readers a multifaceted perspective
of communication in general and health
communication in particular. Besides,
this part will focus on multiple dis-
courses in health communication and

health markReting including research in

an interdisciplinary context as it com-
bines and applies important theories,
concepts, and methods from diverse are-
as of communication science (such as
language and discourse behavior, inter-

personal  communication,

group/
organizational communication, inter-
cultural  communication, persuasion,
media studies and new communication
technologies), integrated with the di-
verse disciplines of public health, behav-
ioral and social sciences.

Through our health communication
work, we endeavor to achieve our vi-
sion: a world in which all people active-
by use accessible, accurate, relevant, and
timely health information and interven-
tions to protect and promote their
health and the health of their families
and communities. Like the application
of communication to public health, more
research, evaluation, and accumulated
experience are required to effectively
translate and apply the principles of
communication

strategic

health.

to public



To this end, it is important to recognize
that participation is a means to achiev-
ing improved healthcare results, rather
than an objective in itself. Ensuring
participation requires effective commu-
nication, which creates an environment
where stakeholders are able to acquire
and share Knowledge, develop under-
standing, enhance engagement, and
take action. The appropriate communi-
cation channels and media, clarity of
messages (information), identification
of receivers and senders of information,
and the determination of an appropri-

ate level of interaction between various

actors and stakeholders can significant-
by contribute to building an environ-
ment for Rnowledge acquisition and
sharing. Ultimately, when this process
is done meaningfully, participation
enhances ownership, which promotes
accountability and transparency, and
helps ensure equitable and sustainable

distribution of project benefits.

If you want to go fast, go
alone; if you want go far, go
together!



Updates

Ethiopia Population B

Introduction
second most

Africa.

Ethiopia is the

populous country in
Projections from the 2007 housing
and population census estimate the
total population for year 2017 at
94 million. The age structure shows:
47% less than 15 years old, 49%
between 15 and 64 years old and
4% above 64 vyears old. The
median age is 16.8 vyears; the
population growth rate is 2.6%
(the eighth highest in the world);
the total fertility rate is 4.8 children
per women; and the crude birth
rate births 1,000

(live per

population) is 34.5 .

Burden of disease

Ethiopia is one of the sub-Saharan
African countries heavily affected
by the AIDS epidemic. The 2011
Ethiopian Demographic and Health

EPHIA

ased HIV Impact Assessment

Survey estimated the national HIV
prevalence rate among adults (15-
49 vyears) at 1.5%, varying by sex,
age, geography, and socio-
economic status. HIV prevalence is
(1.9%)

compared to men (1%), and peaks

higher among women
in the 20-34 age group for women
and in the 35-39 age group for
men. For both women and men,
HIV prevalence is somewhat higher
among those who are employed
than those who are not employed.
HIV prevalence is higher in urban
areas (4.2%) than in rural areas
(0.6%). HIV
prevalence is highest in Gambela

(6.5%) and in Addis Ababa (5.2%).
A higher proportion of Ethiopians

Among regions

who attended secondary school
(3.1%) are HIV positive than those
with less education or with more

than a secondary school education.

Men and women in the highest
wealth quintile have the highest HIV
prevalence (3.9%).

HIV related estimates and projections
for Ethiopia released by the Ethiopian
Public Health Institute/Federal
Minstry of Health for 2015 indicate
that there were a total of 741,500
people (657,300 adults 15+ years and
84,200 children 0-14 years of age)
living with HIV in country. The
projection also indicated that some
16,900 AIDS related deaths would
occur and estmated AIDS related
orphans at 373,500. HIV continues to
pose challenges to public health and
the fast-changing socio-economic
landscape in Ethiopia. The epidemic is
prevalent in the most productive age
15-49 vyears
infections in this age group were

estimated at about 21,300 in 2015.

group of and new

Despite persistent efforts to halt the
epidemic, HIV transmission continues,
the wurban

particularly among

population, and predominantly

through unprotected heterosexual

sex. The HIV epidemic remains one of
the most critical issues contributing to
Ethiopia’s low life expectancy of 54
years and to overall health and
development challenges in Ethiopia.

The following practices are consid-
ered key drivers of the epidemic: mul-
tiple and concurrent sexual partners;
low and inconsistent use of male and
female condoms; low levels of male
circumcision in most areas; mother to
child transmission (which accounts for
more than 90% of HIV infection in
children aged 0-14 years); and mobili-
ty and labor migration. There is lim-
ited information and data regarding
sex workers (SW) and men having sex
with men (MSM), in part due to the

legal status of sex work and same-sex

relations.

HIV control efforts

Government efforts to prevent the
spread of HIV started in 1988 when
the first cases of HIV in Ethiopia were
identified in a serological survey.
Since then the Government of Ethio-

pia has systematically put in place



plans and resources to address the

challenges of HIV.

Intervention areas include Social
and Behavior Change (SBC), Con-
dom marketing and distribution,
Voluntary Medical Male Circumci-
sion (VMMCQ),
Mother
(PMTCT), Prevention with Posi-
(PwP), Post

Prevention of
to Child Transmission
tives Exposure
Prophylaxis (PEP), Sexually Trans-
mitted Infections (STls) and blood
safety. Services to increase the
availability of comprhensive HIV
care and treatment, including
voluntary counseling and testing
and antiretroviral treatment
(ART), have increased significantly
in the past 10 years and
acceptability and uptake have
been high. In addition, community
and facility-based programs have
been implemented to decrease
stigma surrounding HIV infection
and to provide care and support

for those infected.

Ethiopia has implemented a
public health approach to service
delivery, including its Health
Extension Program, which has
contributed to the success of ART
scale-up and improvements in

access to other basic health
services. Ethiopia implemented an
accelerated PMTCT plan with
Option B in 2011 and switched to
Option B+ in 2013, which places
all  HIV-positive pregnant and
breastfeeding women on long-
term ART  regardless of CD4
count or clinical staging. Option
B+ has provided a platform to
aggressively scale-up ART access;
the number of facilities providing
ART increasing from just over 353
in 2006 to 880 in 2013 and 1,043
by end of 2014. However, the
impact of the facility-based
PMTCT program in reducing rates
of HIV transmission from mother
to child at a population level has

not been assessed.

Key achievements include a reduc-
tion in the estimated (through
modeling) number of new infec-
tions in adults aged 15 years and
above by 65% from 2001 and
2012. Overall, Ethiopia has experi-
enced a decline in HIV prevalence.
Prevalence has been measured
through population-based surveys
and antenatal clinic (ANC) sentinel
surveillance among young wom-
en. The number of AIDS-related
deaths in adults has decreased by
an estimated 46% from 2011 to
2016, and by almost 30% in chil-
dren under 14 years of age during
the same period. This decline is
thought to be associated with in-
creasing access to and utilization
of comprehensive ART and
PMTCT services. The number of
facilities dispensing ARV has in-
creased and exceeded current tar-
gets. By end of 2014, a total of
1,043 health facilities were dis-
pensing ARVs in Ethiopia, which is

an increase from 353 facilities dis-

pensing ARVs in 2006 and there
was an increase of eligible adults
and children receiving ART. By the
end of 2014, a total of 339,043
(65%) of eligible adults and and
22,955 (below 15%) of children
had received ART.

HIV survey and surveillance efforts

in the general population

The goal of HIV surveillance and
surveys in Ethiopia is to provide
high-quality data on HIV preva-
lence, and viral suppression, risk
behaviors, and morbidity to sup-
port evidence-based decision mak-
ing for program management and
policy formulation. These surveys
align with the objectives of the
country’s Health Sector Transfor-
mation Plan (HSTP) 2016-2020 to
strengthen the response of HIV
prevention and control programs
by providing high quality data. In
addition to several valuable on-
going limited-scope surveys and

special studies, the major source of



data on HIV infection in Ethiopia
comes from the antenatal sentinel
surveillance program. This has
been implemented by the Ethiopi-
an Public Health Institute (EPHI)/
Federal Ministry of Health
(FMoH) and the Regional Health
Bureaus (RHBs) since 1989; in the
early years this surveillance was
mainly restricted to urban areas. In
2014, ANC-based sentinel surveil-
lance was expanded to a total of
122 sites, 43 urban and 79 rural.
This data has been used to moni-
tor trends in HIV prevalence as
well as syphilis prevalence among
pregnant women and has served
as the main data source to esti-
mate and project trends for HIV in
the general population. ANC sur-
veillance data, however, are not
representative of the general pop-
ulation because they exclude men,
non-pregnant women, pregnant
women not attending ANC, sex-
ually inactive persons, and the el-

derly. In addition, ANC surveil-

lance efforts collect only a limited
number of demographic and pro-
grammatic variables that are rou-
tinely collected for the purpose of
ANC.

A series of population-based
household surveys in Ethiopia
have provided data concerning
HIV knowledge and attitudes, as
well as sexual behaviour. A Health
Management Information System
(HMIS) has been wused within
Ethiopia since 2008 and is well
established in all regions, districts
and facilities. Such as pediatric and
adult ART patient monitoring as
well as ART drug resistance moni-
toring. Data is collected through a
standardized set of patient record
cards, tally sheets, activity sheets,
Under 5 cards, registers such as
safe  motherhood registers and
ART registers, and Aggregation
Forms used to complete monthly
reports, which are sent quarterly

to district offices.

Ethiopia’s first included HIV test-
ing in the Demographic and
Health Survey (DHS) in 2005. The
next survey was conducted in 2011
and a subsequent DHS is currently
in progress. The data provided by
these surveys have been used to
calibrate national estimates and
have resulted in a better under-
standing of HIV distribution and
trends by linking HIV results with
demographic and behavioral da-
ta.These surveys covered an in-
creasingly broad set of topics in-
cluding knowledge of HIV trans-
mission, age at first sex, number of
sexual partners, condom use with
various types of partners, and atti-
tudes towards people living with
HIV. The surveys have document-
ed a moderate level of knowledge
about HIV and its means of trans-
mission, with modest increases
over time. In 2005, 35% percent
of women knew that HIV could
be prevented by using a condom

and by limiting the number of sex-

ual partners. In 2011, this
knowledge increased to 43%.
Among men, knowledge increased
from 57% in 2005 to 64% in
2011. However, these relatively
high levels of knowledge do not
translate into consistent reductions
in HIV transmission risk behaviors.
The EDHS also contains a popula-
tion-based estimate of HIV preva-
lence among adults over the age
of 15. Although both the sentinel
surveillance and population-based
surveys conducted to date have
provided useful insight on Ethio-
pia’s HIV epidemic and HIV con-
trol efforts, information critical to
understanding the current status of
the epidemic and steering future
interventions is still lacking. The
Population-based HIV Impact
Assessment /PHIA/ Survey was
developed to enable countries,
including Ethiopia, to obtain HIV-
specific indicators, including the
impact of the expansion of HIV

prevention and treatment pro-



effective monitoring of their
national HIV program. EPHIA is
designed to obtain population-
based estimates of HIV indicators
in adults and children to compli-
ment routine data in informing
strategic planning and evaluation

of relevant control programs.

Justification for the survey

PHIA surveys similar to the one
proposed here have been carried
out in several countries, including
Uganda (2004)
(2003) and Kenya (2007), SHIMS-
(2011)

(2012). However, to date, no na-

and Tanzania

Swaziland and Kenya

tional-level, population-based
studies in Ethiopia have included
viral load suppression (VLS), pedi-
atric HIV prevalence, or ART cov-
erage. Lack of reliable population-
based prevalence data to estimate
the pediatric HIV burden in the

country is a major gap. Data for

children living with HIV using
Spectrum modeling estimation
needs to be reinforced by a more
robust and reliable approach for
better programming. Ethiopia
PHIA will therefore address these
gaps by estimating VLS among HIV
-positive individuals, and pediatric
HIV prevalence as well as other
HIV-related measures, including
CD4 T-cell count distribution, and
HIV drug resistance (DR) that will
characterize the HIV epidemic in
urban Ethiopia and provide great-
er clarity on the impact in urban
areas of the national HIV pro-
gram. The survey will focus on
urban areas across all 11 regions, as
the HIV epidemic is largely con-
centrated in these parts of Ethiopia
(urban prevalence of 4.2% wvs
rural prevalence of 0.6%). The
PHIA survey will, therefore, per-
mit the country to assess the UN-
AIDS 90/90/90 treatment targets

in urban Ethiopia.

In addition, the survey will collect
information on uptake of and
access to HIV-related services and
will estimate the prevalence of
selected behaviors typically associ-
ated with HIV acquisition and/or
transmission, and on common HIV
co-morbidities and other health
conditions. The PHIA survey also
affords opportunities for doing
biomarker testing for selected
country priority health conditions
to fill gaps in available infor-
mation. EPHIA will include Hepa-
titis B testing to assess the preva-
lence of HIV/Hepatitis B co-
infection among HIV-positive
adults and conduct syphilis testing
to estimate prevalence of syphilis
among HIV- positive persons in

urban areas.

Stakeholder Participation

Stakeholders include the Govern-

ment of Ethiopia, non-

governmental partners involved in

HIV prevention, care, and treat-
ment, other donors, and the pop-
ulation of men, women and chil-
dren of Ethiopia. This survey is an
endeavor of the Ethiopia FMOH,
the United States Government
PEPFAR program in Ethiopia, CDC
in Ethiopia and Atlanta, ICAP at
Columbia University, and Westat.
Westat will work in partnership
with ICAP to support data
management. CDC Ethiopia and
ICAP staffs have worked closely
with the FMoH and other national
stakeholders during the develop
ment of this survey. A Steering
Committee comprised of EPHI,
CDC, ICAP, and Central Statistical
Agency (CSA) will oversee the
Project and assist in high level
coordination activities. A national
Technical Working Group (TWG)
has been formed to provide tech-
nical guidance to the planning and

implementation of this survey.



The TWG will continue to meet
regularly to provide continuous
technical guidance to investigators.
The TWG includes representatives
from the FMoH, CDC-E, ICAP in
Ethiopia, UNAIDS and CSA. The
Investigator Team includes
individuals from the [Ethiopial,
EPHI, FMoH, Federal HIV/AIDS
Prevention and Control Office
(FHAPCQO), CDC and ICAP.

After completion of the survey,
findings will be communicated
with key stakeholders and infor-
mation disseminated as appropri-

ate.

Funding: The survey will be sup-
ported by the United States Gov-
ernmoiuent, which will provide
technical assistance and funding

from the PEPFAR,

Survey goal & objectives

The goal of the survey is to assess

the coverage and impact of HIV

services on the population level,
examine the distribution of HIV
disease among children and meas-
ure HIV-related risk behaviors
using a representative sample of

adults and children in urban Ethio-

pia.
Primary Objective

To estimate the proportion PLHIV
with suppressed HIV viral load
(<1000 copies/mL) in a household
-based survey among adults 15-49

years of age in urban Ethiopia.

Secondary Objectives

. To estimate the proportion
PLHIV with suppressed HIV
viral load among adults 50-
64 years of age in urban

Ethiopia

. To estimate HIV prevalence
in urban children 0-14 years

of age

To estimate HIV prevalence
among adults aged 15-64
years in urban Ethiopia

To describe the prevalence
of HIV-related risk behav-
iors, knowledge and atti-
tudes in a household-based,
representative urban sample
of adolescents 12-14 vyears
and adults 15-64 years of
age

To examine the correlation
of demographic characteris-
ticc and HIV prevalence
among adults 15-64 vyears
and children 0-14 years of
age

To determine the
distribution of CD4 T-cell
counts among HIV infected
adults 15-64 years and
chilldren 0-14 years of age
To estimate coverage of
HIV-related services includ-
ing HCT, knowledge of
HIV status, coverage of care

& treatment services among

adults (15-64 years) and chil-
dren (0-14 years)

To estimate the prevalence
of detectable ARVs in HIV-
positive children, ages 0-14,
and adults, ages 15-64 years
To estimate the level of
transmitted drug resistance
in adults, age 15-64 vyears
and children age 0-14 years
with evidence of recent HIV
infection

To estimate the prevalence
of syphilis amongst HIV pos-
itive 15-64 years of age

To estimate the prevalence
of Hepatitis B co-infection
amongst a subpopulation of
HIV positive adults 15-64
years of age

To estimate HIV incidence
among adults aged 15-59

years in urban Ethiopia
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. Findings .
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World Breastfeeding Week

World Breastfeeding Week is
celebrated every year from 1 to
7 August to encourage breast-
feeding and improve the health
of babies around the world.

It commemorates the Innocenti
Declaration signed in August
1990 by government policy-
makers, WHO, UNICEF and
other organizations to protect,
promote and support breast-
feeding.

Breastfeeding is the best way to
provide infants with the nutri-
ents they need. WHO recom-
mends exclusive breastfeeding
starting within one hour after
birth until a baby is 6 months
old. Nutritious complementary
foods should then be added
while continuing to breastfeed
for up to 2 years or beyond.

Infant and young child feeding

Key facts

*

Every infant and child
has the right to good
nutrition according to
the "Convention on the
Rights of the Child".
Undernutrition is associ-
ated with 45% of child
deaths.

Globally in 2017, 155
million children under 5
were estimated to be
stunted (too short for
age), 52 million were
estimated to be wasted
(too thin for height), and
41 million were over-
weight or obese.

About 40% of infants O—
6 months old are exclu-
sively breastfed.

Few children receive nu-
tritionally adequate and

safe complementary
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foods; in many countries less

than a fourth of infants 6-23

months of age meet the criteria

of dietary diversity and feeding
frequency that are appropriate
for their age.

* Over 820 000 children's
lives could be saved eve-
ry year among children
under 5 years, if all chil-
dren 0-23 months were
optimally breastfed.

* Breastfeeding improves
1Q, school attendance,
and is associated with
higher income in adult
life.

* Improving child develop-
ment and reducing
health costs through
breastfeeding results in
economic gains for indi-
vidual families as well as
at the national level.

* Undernutrition is esti-
mated to be associated
with 2.7 million child

deaths annually or 45%

of all child deaths. Infant
and young child feeding
is a key area to improve
child survival and pro-
mote healthy growth
and development. The
first 2 years of a child’s
life are particularly im-
portant, as optimal nutri-
tion during this period
lowers morbidity and
mortality, reduces the
risk of chronic disease,
and fosters better devel-

opment overall.

Optimal breastfeeding is
so critical that it could
save the lives of over
820 000 children under
the age of 5 years each

year.

WHO and UNICEF recom-

mend:
early initiation of breast-
feeding within 1 hour of
birth;
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0 exclusive breastfeeding
for the first 6 months of
life; and

0 introduction of nutrition-
ally-adequate and safe
complementary (solid)
foods at 6 months to-
gether with continued
breastfeeding up to 2

years of age or beyond.

However, many infants and
children do not receive optimal
feeding. For example, only
about 36% of infants aged 0-6
months worldwide were exclu-
sively breastfed over the period
of 2007-2014.

Recommendations have been
refined to also address the
needs for infants born to HIV-
infected mothers. Antiretroviral
drugs now allow these children
to exclusively breastfeed until
they are 6 months old and
continue breastfeeding until at

least 12 months of age with a

significantly reduced risk of
HIV transmission.

Benefits of Breastfeeding

Exclusive breastfeeding for 6
months has many benefits for
the infant and mother. Chief
among these is protection
against gastrointestinal infec-
tions which is observed not
only in developing but also
industrialized countries. Early
initiation of breastfeeding,
within 1 hour of birth, protects
the newborn from acquiring
infections and reduces new-
born mortality. The risk of
mortality due to diarrhea and
other infections can increase in
infants who are either partially
breastfed or not breastfed at
all.

Breast-milk is also an important
source of energy and nutrients
in children aged 6-23 months.
It can provide half or more of
a child’s energy needs between

the ages of 6 and 12 months,
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Additionally, they perform bet-
ter on intelligence tests and
have higher school attendance.
Breastfeeding is associated with
higher income in adult life. Im-
proving child development and
reducing health costs results in
economic gains for individual
families as well as at the na-
tional level.

Longer durations of breastfeed-
ing also contribute to the
health and well-being of moth-
ers: it reduces the risk of ovari-
an and breast cancer and helps
space pregnancies—exclusive
breastfeeding of babies under 6
months has a hormonal effect
which often induces a lack of
menstruation. This is a natural
(though not fail-safe) method
of birth control known as the
Lactation Amenorrhoea Meth-
od. Mothers and families need
to be supported for their chil-
dren to be optimally breastfed.
Actions that help protect, pro-

mote and support breastfeed-

ing include:

adoption of policies such as the

International Labour Organiza-

tion’s "Maternity Protection

Convention 183" and

"Recommendation No. 191"

which complements

"Convention No. 183" by sug-

gesting a longer duration of

leave and higher benefits;
adoption of the ‘/nternational

Code of Marketing of Breast-

milk Substitutes” and subse-

quent relevant World Health

Assembly resolutions;

implementation of the "7en

Steps to Successful Breastfeed-

ing" specified in the Baby-

Friendly Hospital Initiative,

including:

o skin-to-skin contact be-
tween mother and baby
immediately after birth
and initiation of breast-
feeding within the first

hour of life;
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breastfeeding on demand
(that is, as often as the
child wants, day and
night);

rooming-in (allowing
mothers and infants to
remain together 24
hours a day);

not giving babies addi-
tional food or drink,
even water, unless medi-
cally necessary;

provision of supportive
health services with in-
fant and young child
feeding counselling dur-
ing all contacts with care-
givers and young chil-
dren, such as during an-
tenatal and postnatal
care, well-child and sick
child visits, and immun-
ization; and

community support, in-
cluding mother support
groups and community-

based health promotion

and education activities.

o Breastfeeding practices
are highly responsive to
supportive interventions,
and the prevalence of
exclusive and continued
breastfeeding can be im-
proved over the course
of a few years.

Complementary feeding

Around the age of 6 months,
an infant’s need for energy and
nutrients starts to exceed what
is provided by breast milk, and
complementary foods are nec-
essary to meet those needs. An
infant of this age is also devel-
opmentally ready for other
foods. If complementary foods
are not introduced around the
age of 6 months, or if they are
given inappropriately, an in-
fant’s growth may falter. Guid-
ing principles for appropriate
complementary feeding are:

=  continue frequent, on-

demand breastfeeding
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until 2 years of age or beyond;

=  practice responsive feed-
ing (for example, feed
infants directly and assist
older children.

=  Feed slowly and patient-
ly, encourage them to
eat but do not force
them, talk to the child
and maintain eye con-
tact);

=  practice good hygiene
and proper food han-
dling;

=  start at 6 months with
small amounts of food
and increase gradually as
the child gets older;

=  gradually increase food
consistency and variety;

=  increase the number of
times that the child is
fed: 2-3 meals per day
for infants 6-8 months
of age and 3—4 meals per
day for infants 9-23

months of age, with 1-2

additional snacks as re-
quired;

=  use fortified complemen-
tary foods or vitamin-
mineral supplements as

needed; and

= during illness, increase fluid
intake including more

breastfeeding, and offer

soft, favorite foods.
Feeding in exceptionally diffi-

cult circumstances

Families and children in diffi-
cult circumstances require spe-
cial attention and practical sup-
port. Wherever possible, moth-
ers and babies should remain
together and get the support
they need to exercise the most
appropriate feeding option
available. Breastfeeding re-
mains the preferred mode of
infant feeding in almost all dif-
ficult situations, for instance:

* low-birth-weight or

premature infants;
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* mothers living with HIV
in settings where mortali-
ty due to diarrhea, pneu-
monia and malnutrition
remain prevalent;

* adolescent mothers;

* infants and young chil-
dren who are malnour-
ished; and

* families suffering the
consequences of complex

emergencies.

HIV and infant feeding

Breastfeeding, and especially
early and exclusive breastfeed-
ing, is one of the most signifi-
cant ways to improve infant
survival rates. While HIV can
pass from a mother to her child
during pregnancy, labour or
delivery, and also through
breast-milk, the evidence on
HIV and infant feeding shows
that giving antiretroviral treat-

ment (ART) to mothers living

with HIV significantly reduces
the risk of transmission through
breastfeeding and also im-
proves her health.

WHO now recommends that
all people living with HIV, in-
cluding pregnant women and
lactating mothers living with
HIV, take ART for life from
when they first learn their in-
fection status.

Mothers living in settings
where morbidity and mortality
due to diarrhoea, pneumonia
and malnutrition are prevalent
and national health authorities
endorse breastfeeding should
exclusively breastfeed their ba-
bies for 6 months, then intro-
duce appropriate complemen-
tary foods and continue breast-
feeding up to at least the
child’s first birthday.

Source - www.who.int
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Dear readers,

Ethiopian Public Health Association once again Respectfully calls
upon readers of this Public Health Digest to send your valuable sug-
gestions and comments which significantly make a difference on the
quality of the Digest. Likewise, the editors solicit researchers and
health professionals to provide your research endeavors. These are
vital in providing substantial and up-to-date information to those

who are engaged in safeguarding of the public health.
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