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PARENTAL ATTITUDES, PERCEPTIONS AND PRACTICES REGARDING CHILD HEALTH CARE IN NORTH WEST FRONTIER PROVINCE, PAKISTAN


UN CONVENTION ON THE RIGHTS OF THE CHILD



INTRODUCTION

The health and social profile of Pakistani children in general and NWFP in particular is a gloomy one.  The rates of infant and child mortality, morbidity and malnutrition are alarmingly high. Children in NWFP are disadvantaged right from the time of birth.  Almost 25 percent are born with low birth weight.  45 percent of the Province population consists of children below 15 years of age - this means 9.2 million children out of a total population of 20.5 million (1998 census).

There appears to be a universal agreement that the most important factor in a child’s life and development is the family in which she/he grows up.  Throughout human history, the family has assumed a key role as the basic socio-biological institution.  The family, besides being the integral element of human society, is also the smallest epidemiological group.  Life within a family is an interactive and dynamic process.  This complex web of interconnections influences both health and disease.

According to a World Health Organization consultation “Family Health” includes, but means more than the total sum of the health status of individual members, for it takes into account the inter-relation and inter-dependence of the status of physical and mental health of the individuals who live together, determining and being in part determined by the effective functioning of the family as a biological and social unit within a cultural setting”.  It means that the family operates as a system in both health and disease.  Practiced in every society, health care may be defined as a deliberate activity directed towards improving health.

Throughout most of human history, health care was a responsibility of family.  In more socially complex societies, health care develops into medicine, a social institution concerned with combating disease as a means to improve health.  Culture shapes definitions of health and cultural patterns promote or inhibit health.  Disease, disability and death in infancy and childhood are largely determined by factors at the macro and micro (family) social levels.  

The most important objective of child health is to promote the growth, development and general well being of children and to prevent the occurrence of disease, disability and death, of all children in the community.  Hence a child health care system should be based on the prevention of disease in the preconception, intrauterine, neonatal, infancy, early and late childhood phases.  These phases of the life cycle should be viewed as a continuum to ensure, firstly, child survival and well being, and eventually a healthy, adjusted, and productive adult life.

objectives of the study

The study had 2 important objectives:

1. To find out the parental perceptions, attitudes and practices of child health care in rural areas of North West Frontier Province.

2. To sensitize the NCCR’s partner community based organizations (CBOs) through active involvement in participatory community based research.

STUDY METHODOLOGY

· The Study was conducted in 60 communities, spread out in 10 districts (Annex-1) of NWFP, using qualitative research techniques.

· 10 Female Research Team (each team consisting of a Facilitator and a Recorder) were selected from the CBOs of target communities with the help of BOD (Board of Directors) of NCCR (Annex-II).

· The teams along with BOD members were imparted training on conducting Focus Group Discussion (FGD) in reference to the Study specific objectives and issues:

· The 10 Female Research Teams conducted 60 FGDs (one in each target community) with the collaboration of NCCR’s partner CBOs.  Each FGD was participated by     10-15 mothers from the community.  The discussion was conducted by Facilitator and minuted by the recorder.  The FGDs were also tape-recorded.  The FGDs were conducted in the perspective of “life cycle approach” focusing on the following:

· Pregnancy (fetal stage): nutrition and health care.

· Neo-natal period: Care of the newborn.

· Infancy: Nutrition and health care.  Care of the sick child (diarrhea, pneumonia, measles, malnutrition etc.).

· Early childhood (1-5 years): Same as infancy.

· The BOD members conducted FGDs at district level with the following 2 categories:

1. Fathers:


One each in 10 districts with groups of 10-15 





participants.

2. Health care providers:
One each in 10 districts with groups of 10-15 





participants.

The tapes of all FGDs were transcribed at the NCCR’s office at Peshawar.  The final report was written after analyzing and synthesizing the records of all FGDs.

RESULTS AND DISCUSSION
The scientific analysis of FGDs, conducted by relatively in-experienced interviewers, was a challenging task.  Despite clear guidelines, the FGDs varied significantly in terms of length, depth and probing of the issues under discussion.

Except for some minor local differences, there were striking similarities between the reports.  With less detail, it is difficult to establish whether apparent commonalties reflect the reality, or if broad statements conceal wide variations in fact.  The FGDs with mothers and health care providers yielded significantly more information than FGDs with fathers.  Despite these limitations, the study brought out some broad generalizations that appear to hold true across the rural communities of North West Frontier Province.

PREGNANCY:


There is a strong link between the physical and emotional health of mothers and their offspring.  This well-established link has led to the concept of mother-child dyad in medical literature and health care system.

Usually, this is in a sociological or psychological context.  But there is, equally, a dyad between mothers and young children relating to health and nutrition.  The health and nutritional status of infants and young children is closely linked with the health and nutrition of pregnant and lactating mothers.  The poor nutritional status of women during pregnancy is responsible for intra-uterine growth retardation and low birth weight (less than 2.5 kg.) in newborn babies.  The poor health and nutrition during pregnancy is also responsible for a high incidence of maternal mortality and morbidity.  This is not solely a medical problem.

Socioeconomic underdevelopment of women manifests itself in a number of ways, each of which plays some part in causing maternal deaths.  Some of the recognized factors include illiteracy, low social status, heavy load of infection and infestation, too many closely spaced pregnancies, heavy workload, poor access to health care inadequate diet and harmful traditional beliefs and practices.  Some important findings from FGDs are summarized below:

· Women are least aware about the importance of a balanced diet and enhanced nutritional requirements during pregnancy.

· There are well-entrenched dietary taboos pertaining to pregnancy.  The highly nutritious food items like meat, eggs and fish are considered “hot foods” and thus avoided during pregnancy.  There is a common belief that the so-called “hot foods” will induce bleeding causing abortion or pre-mature labour.

· There is a common perception that good diet (or extra diet) during pregnancy will increase the weight of fetus in the uterus, leading to obstructed labour or a difficult delivery.  Many health care providers share this perception, too.

· Another perception is that pregnant women should consume more “ghee” and oily foods in the last months of pregnancy.  These food items will facilitate the easy passage of baby through the birth canal due to their lubricating effect.

· Most of the modern drugs, especially the injections, are also considered “hot”.  There is a common perception that drugs can induce abortion, premature labour and fetal abnormalities.  These perceptions are strong barriers to get ante-natal care and treatment for pregnancy related complications and other incidental diseases.

· Some women are reluctant even to take iron and vitamins during pregnancy that these drugs will increase the weight of baby, leading to difficult labour.

· In many areas, women avoid to get out of home or travel during pregnancy with the intention to protect the “unborn baby” from “evil eye”.  This restriction on mobility also restricts access to necessary health care during pregnancy although women do travel to visit holy shrines in the hope of getting a baby boy.

Delivery and Newborn Period

The quality of care women receive during labour and delivery often determine whether they live, die or and into complications.  Proper and timely care can virtually eliminate postpartum infection and prevent many deaths and illnesses from labour and delivery complications.  Traditional Birth Attendants (TBAs) conduct almost all deliveries in the rural NWFP.  Some of them have received training at the health and family planning institutions but the vast majority has learned their skills through experience and apprenticeship with other TBAs.  They have very little knowledge of clean delivery technique and are unable to recognize the danger signs and handle emergencies.  Like other resource poor settings, the direct causes of maternal deaths in NWFP are hemorrhage, infection, toxemia of pregnancy, abortion and obstructed labour.  

Hemorrhage is more common just after delivery.  Postpartum hemorrhage often occurs because the uterus does not contract vigorously enough to stop bleeding or expel placenta.  This condition called uterine atony, is more common among women with many children.  Prolonged labour can kill through blood loss, dehydration or metabolic disturbances.  Fatal bleeding can be due to a ruptured uterus, caused by persistent contractions.  Unfortunately, the TBAs fail to recognize the gravity of situation and keep on trying to control bleeding and expel placenta through a variety of traditional techniques.  Some common findings from FGDs were the following:

· The women in labour is asked to tightly hold a rope hanging from the ceiling of the room while she keeps on trying to “push down” the placenta.

· The woman in labour is asked to blow forcefully into the mouth of a large empty glass bottle.

· The woman is given hot tea or hot milk to drink.

· There is a common perception that nausea associated with retching or vomiting will help in the expulsion of placenta and controlling the hemorrhage.  Vomiting is induced through a number of techniques.  Some common ones are:

· taking raw egg

· taking a mixture of milk and raw egg

· taking a mixture of “ghee” and milk

· The woman puts a “ball of her own hair” into her mouth

· chicken feathers are put into mouth

Incidentally, even some health care provides believe that traditional methods help and are useful.

Care of the Umbilical Cord

Cutting the umbilical cord with a clean instrument and keeping the stump clean and dry is essential to prevent infections including neonatal tetanus.  The FGDs came out with the following broad conclusions:

· The TBAs cut the umbilical cord with any sharp instrument (whether clean or unclean)

· A variety of traditional/household items are applied over the stump some common ones are;

· “ghee”

· “surma”

· “ashes”

· “washing with milk”

· cow dung (in some hilly areas)

General Care of the Newborn

The neonatal period is shrouded in great mystery throughout the rural NWFP.  Despite modernizing influences, the traditional beliefs and superstitions about newborn are still very strong.  Families take extra-ordinary precautions to protect newborns from “evil eye” and “peryan” (jinn). Some common measures are;

· “Taweez”   It is the most common form of talisman used in NWFP. Taweez containing Ayats (sentences) of the Holy Quran have religious bases. Two conditions are believed to be necessary for “taweez” to be effective; the person making taweez should be true and pious muslim and the receiver (or parent of the receiving child) should have full belief in Quran. The FGDs reported that making/dispensation of “taweez” has turned into a commercial venture and parents are charged various amounts of money by taweez makers.

· The baby is kept indoor and rarely taken out even for medical treatment;

· The baby is never taken out of home after sunset.  (There is a common belief that jinn are set free after the sunset and they may enter the body of the newborn baby).

· When a new born baby is taken out of home (if absolutely necessary), a knife is always wrapped close to his/her body, (knives and other sharp instruments are believed to drive away jinn and evil fairies)

Convulsions in the Newborn

Convulsions or fits in the newborn (due to tetanus, metabolic disturbances, brain hemorrhage or other reasons) are believed to be untreatable by modern medicine.  These are managed through:

· Taweez

· “dam-darood” (Ayats of Holy Quran and other religious prayers recited in the presence of sick baby).

· taking the newborn baby to a “Ziarat” (shrine of a holy person). Some of  the famous shrines reported by FGDs were “Kaka Sahib” (Nowshera) “Dewana baba” (Buner) “Palosai baba” (Malakand Agency) “Majzoob baba” (Chakdara - Dir) “Shahdhand baba” (Mardan) etc.

The health care provides reported that these beliefs and practices often obstruct or delay the necessary medical treatment, leading to a very high mortality in these babies. 

Jaundice in the Newborn

Physiological jaundice in the newborn is a natural and self limiting condition which usually disappears by the end of second week of life.  Rarely, jaundice can be pathological, necessitating proper medical management in a well equipped health facility.  

Some of the local remedies/measures reported during FGDs were;

· giving glucose water to baby;

· giving honey and some other herbal concoctions to the baby;

· the baby wears a special necklace, made of small wooden pieces.  The most “effective” (read famous) necklaces are available from the shrine of “Phandu baba” near Peshawar but are also made and dispensed by several “pirs” in other parts of the Province.  The usual cost is Rs. 20-50 per necklace.

Breast Feeding


Breast feeding provides infants with their best start in life.  Breast milk is a complete food that adapts to the nutritional requirements of the baby as she/he grows.  It also contains important antibodies that help to protect infants from common infections and begin the process of stimulating a child’s own immune system.  Research from around the world show that children who are breast-fed have fewer infections, and are generally healthier than children who are bottle-fed.

Colostrum (first milk) is a high-density low volume food.  It has a high nutritional value and helps in clearing the gut of newborn.  It has a high quantity of immunoglobulins and other factors, which protect against infections.  A woman needs extra nutritional requirements during lactation.  Energy is needed both to secrete milk and to produce it, which must be provided through food.  The nutritional cost to the mother’s body in the form of additional calories, proteins, vitamins and minerals is considerable.  Unless this is met through food,  the additional  energy will be at the cost of the mother’s tissue.  Following are the main findings from the FGDs:

· Colostrum is usually considered bad and not given to babies.  As the color of the Colostrum is not pure white, it supports the perception that during the first 1-2 days the mother’s milk is not pure and hence could harm the child.

· Breast feeding is usually initiated after 24-48 hours.  During this period, the baby is either starved or given only water or honey in water or ghutti.  (The late initiation may lead to hypoglycemia or low blood glucose level with a permanent impact on baby’s brain and future learning abilities).

· The “hot” and “cold” food taboos during lactation are even stronger than during pregnancy.

· Women are often blamed (usually by mothers in-law) for being careless about their diet, when their breast feeding infants get some infections for example:

· diarrhea in an infant is associated with the consumption of raw vegetables by mother;

· rashes or fever in an infant is considered to be the result of consumption of “hot foods”  by mother;

· cough and cold or other chest infections in an infant are associated with the consumption of “cold” and/or oily foods by mother;

· Women are unaware of the importance of balanced/extra diets during lactation.  However some special/traditional diets are given to mothers during the forty days (salwekhti) after delivery.  These diets include:

· sooji halwa (mixture of rice flour, ghee and sugar);

· sheera (mixture of wheat flour, ghee and gur);

· pakha charga (2-3 years old hen cooked in animal’s ghee).

During these forty days, the woman lies in bed and is not supposed to do any manual work.  She neither takes a bath nor drinks cold water, even in hot summer.

Health Care during Infancy and Early Childhood

Diarrhea:


Diarrhea still remains the most common infection amongst infants and children upto 5 years.  The FGDs revealed that a majority of women give oral rehydration solution to their children during diarrhea but a sizable number still use a number of household concoctions and other traditional methods during diarrhea.  Some of the common practices are:

· Women stop breast feeding their infants.  Incidentally, some medical practitioners also encourage them to do so;

· All types of food, including fluids and soft diets, are stopped altogether;

· Some people give only green tea to children during the acute episodes of diarrhea;

· Some women give rice water and egg-white to children during diarrhea;

· Barley’s water is also used in some areas.

It is common among children to get vaguely defined condition (occurring as a result of dehydration and also in other diseases) called “jabay”.  In this condition, the child becomes irritable, withdrawn and listless.  The common belief is that it is due to dropping of soft part of the child’s palate.  There are many “pirs” and experts who claim to lift “jabai” (palate) and thus cure the child, usually for a handsome fee.  The most famous of all is Sheikh Jan of Bazar Kalan, Peshawar City.  Sheikh Jan has a huge clientele.  During peak season, parents and their sick children have to wait for hours, to be treated by Sheikh Jan.

Pneumonia:

Pneumonia is a major killer of children in North West Frontier Province.  Fortunately, mothers are good at diagnosing pneumonia.  Many mothers know that fast and difficult breathing and stridor (“brekh” and “khranjar”) are sure signs of pneumonia and perceive it a fatal disease.  The most common practices during pneumonia are:

· The child is kept very warm

· His/her chest is tightly tied with a cloth (usually soaked in a half boiled egg), thus further restricting air entry to the inflamed lungs

· Parents are reluctant to admit their children into hospitals, even in case of severe pneumonia.  The common perception is that children will be treated with intravenous fluids (drips) which are considered very cold and thus harmful in pneumonia.

Measles:


Measles is still a common infection of children in NWFP, usually erupting as mini-epidemics.  The findings from FGDs are the following:

· Children with measles or suspected measles are kept very warm.  Even during hot summer, they are kept away from fans.

· Children with measles are not given water and even their face and hands are not washed for days.  Incidentally, even some health care providers advise parents on the same lines.

· During the epidemic/season of measles, parents bring their feverish children to doctors asking for a shot of “hot injection” (garma stan) and other “hot drugs”.  They think that “hot drugs” help in bringing out measles rash.  They believe that if the rash doesn’t come out quickly, it will adversely affect the child’s gut and other viscera including heart.  Such beliefs and practices are obviously responsible for high rates of measles mortality and morbidity in NWFP.

Marasmus or Soray


Like other parts of the country, malnutrition continues to be a major public health problem in NWFP.  Malnutrition is a pathological state resulting from a relative or absolute deficiency (or excess) of one or more essential nutrients.  Malnutrition is either clinically manifested or detected by biochemical, anthropometrical or physiological tests.  

Malnutrition affects development, both physical or mental, especially if it is severe and occurs early in life.  It affects physical development and lowers attention and learning capacity in school children.  Malnutrition also lowers the child’s ability to resist and fight infections.  

Malnourished children are also likely to suffer from micronutrient deficiency diseases such as anemia and vitamin A deficiency.  Human malnutrition is always an ecological problem.  It is the end result of multiple overlapping and interacting factors in a community’s biological, physical and cultural environments.  This is commonly manifested in the triad: poverty, disease and ignorance.  Unfortunately, children in rural NWFP have been caught in this deadly triad.  Late weaning and in-appropriate weaning diets play a major role in the etiology of childhood malnutrition in NWFP.  A high incidence of bacterial, viral and parasitic infections coupled with starvation therapy during diarrhea, measles, pneumonia, enteric fever, jaundice etc. push the children to severe malnutrition or Marasmus (“Soray” in Pushtu). “Soray” literally means “shadow”.  People think that Marasmus occurs as a result of “evil shadow”.  

The common perception is that Marasmus (with all its associated complications) can not be treated through diet or drugs.  It can only be “charmed away”.  Parents take these children to shrines in the hope of cure.  The shrine of “Bibi Saida” near Umarzai (Charsadda) is one such famous place where parents take their marasmic children in the hope of cure.  The mortality rate in these children is very high, as they seldom get proper medical treatment or dietary counseling.

Soray is not the only disease thought to be untreatable by the modern medicine.  The list goes on.  Some other conditions pointed during FGDs were:

· Epilepsy and other types of fits;

· Psychiatric disorders;

· Cancers and other malignant diseases;

· Irritability in infants (cherha in Pushtu).

The health care providers informed that traditional beliefs and superstitions are not the only reasons driving the people away from health care system.  There are other reasons like:

· High costs of drugs, investigations and doctor’s fees;

· Wrong treatments given by unqualified health care providers;

· Some diseases like cancers are not totally curable.  Parents go to pirs and shrines in the hope of full cure;

· False stories and propaganda about the efficacy of alternate ways of treatment;

· Illiteracy and ignorance;

· Fatalistic attitudes of parents.

CONCLUSIONS

1. The social environment of a child plays a crucial role in determining the health care she/he receives.  There are serious concerns about parental attitudes, perceptions and practices of child health care in North West Frontier Province.

2. There are strong dietary taboos during pregnancy and lactation, contributing to malnutrition both in mothers and children.

3. Some traditional practices of household health care in cases of diarrhea, pneumonia measles and severe malnutrition are in-appropriate/unscientific and thus responsible for high mortality and morbidity in children.

4. The fatalistic attitudes of parents and traditional perceptions of “untreatable diseases” are strong psycho-social barriers to obtain appropriate medical care.

5. A lot of money and time are wasted as a result of wrong parental attitudes and traditional practices, with serious consequences for the ailing children.

6. Some of the wrong attitudes and practices are even shared and re-enforced by the health care providers.  Even when they know that certain traditional practices are harmful or inappropriate, they do very little to stop it.
RECOMMENDATIONS
1- There is an urgent need to address the issue of wrong parental attitudes and    harmful/inappropriate traditional child health care practices in NWFP.

2- Health care providers should be sensitized to the importance of parental attitudes and household care in determining the health status and outcome of disease.  They should be trained in interpersonal communication skills, so that they could impart health education in a better way.

3- Health care providers should do counseling as an integral part of patient’s management.  They should clearly tell parents, “what to do” and “what not to do” when their children get sick.

4- The staff of maternal and child health centers and other health outlets should counsel mothers about breast feeding, weaning and diet during pregnancy and lactation.  They should make extra efforts to remove fears from the minds of mothers about adverse effects of diet on pregnancy outcome.

5- The NGOs, CBOs and others activists working on health issues should focus more on health education to bring a positive change in the attitudes and perceptions of people.  NCCR can take a lead role in this initiative.

6- Mass media, both print and electronic, can play a critical role in changing and shaping parental attitudes and perceptions.  For a good impact, the messages need to be given in a subtle and culturally appropriate manner.

ANNEX -1 

Names of Research Districts:

· Peshawar

· Nowshera

· Charsadda

· Mardan

· Swabi

· Dir

· Haripur

· Kohat

· Karak

ANNEX – II

Research teams for Focus Group discussions
1. Peshawar



Ms. Rahat






Ms. Rukhsana







Dr. Tufail Mohammad

2. Nowshera


Ms. Nighat Seema






Ms. Gulnaz






Mr. Asif Hayat

3. Charsadda


Ms. Islam Bibi






Ms. Salma Bibi






Mr. Azeemullah

4. Mardan



Ms. Khushnuma







Ms. Hidayat Begum







Mr. Waris Khan

5. Swabi



Ms. Nagina Jan - RISE







Ms. Bas Bibi







Mr. Ruhul Amin

6. Dir




Ms. Shad Begum






Ms. Falak Naz







Mr. Noor Mohammad

7. Haripur



Ms. Abida






Ms. Rubina






Mr. Mohammad Fayyaz

8. Kohat



Ms. Nuzhat Hira






Ms. Shabnam Raza






Mr. Jehanzeb Jani

9. Karak



Ms. Asia Bibi






Ms. Romana






Mr. Niaz Gul Khattak

10. Bannu



Ms. Zeenat






Ms. Dilshad






Mr. Saleemur Rehman




“State Parties recognize the right of the child to the enjoyment of the highest attainable standard of health and to facilities for the treatment of illness and rehabilitation of health.  State parties shall strive to ensure that no child is deprived of his or her right of access to such health care services”.


(Article 24-1)











“State parties shall take all effective and appropriate measures with a view to abolishing traditional practices prejudicial to the health of children”.





(Article 24-3)











“State Parties.... shall take appropriate measures to ensure appropriate pre-natal and post-natal health care for mothers”.


Article 24-2d CRC





“State Parties ......... shall take appropriate measures to ensure that all segments of society, in particular parents and children, are informed, have access to education and are supported in the use of basic knowledge of child health and nutrition, the advantages of breast feeding, hygiene and environmental sanitation and the prevention of accidents”.


Article 24-e CRC





“State Parties........ shall take appropriate measures to combat disease and malnutrition within the framework of primary health care, through inter alia, the application of readily available technology and through the provision of adequate nutritious foods and clean drinking water”.


Article 24-C CRC








“Mother shall suckle their children for two whole years”.


Al-Quran 2:233








4

