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Case

15

Location:
Afghanistan

Source:
Olivia Friere, Field Nutritionist, ACF

Time:

2003

Issue:

Cultural challenges to breastfeeding
In Afghanistan, it is culturally acceptable for a woman to say  “I have no breastmilk”. In other countries in Africa, for example, it is culturally the norm to have breastmilk, with lack of breastmilk perceived as the exception rather than the rule. 

In Afghanistan, women are extremely inhibited in exposing their breasts to feed. Typically in the TFC, they will turn to face the wall when they breastfeed. They will breastfeed while continuing to wear a burka and will need to negotiate feeding the infant under layers of clothing. It takes a considerable and consistent investment of time to explain and support breastfeeding. Staff need considerable training, particularly in techniques such as supplementary suckling.

Case

22

Location:
Kabul, Afghanistan

Source:
Cécile Bizouerne, psychologist, ACF

Time:

November, 2002

Mission:
Psychosocial issues affecting infant and young child feeding
In the Kabul TFC, a considerable proportion of admissions comprised of infants under six months of age. Many mothers were reporting that they had not enough milk. Through investigations, we identified a number of issues as having a significant influence on feeding practices, and contributing to malnutrition in infants under six months.

· Cultural factors – many mothers do not immediately initiate breastfeeding, and other fluids to the infant instead. Breastfeeding is not well established.

· Poor education of the mothers regarding infant feeding practice. Women reside with their family-in-laws and typically have poor/conflict relationships with their mother-in-law. A first time mother will be offered little advice and support in breastfeeding her new infant. She will try to feed and in case of difficulties, she will often report that she “does not have enough milk”. It seems quite acceptable to say this in Kabul and some tins of milk will be bought and given to the infant as a result, rather than supporting the mother.

· Mental health of women – lots of the mothers exhibit the signs of depression, anxiety, and as a result have difficulties in the relationship with their child. They do not sleep well, have repeated worries, and nightmares. The association between maternal depression and malnutrition is well documented, and in Kabul it is very clearly seen.

· Interaction with newborn infants in Afghanistan is quite different than in other cultures. It is felt that there is no need to engage with young infants in terms of talking, playing, and socialising with family members. Infants are often swaddled, covered and left on their own. Poor developmental progress and malnutrition are possible sequelae as a result.

Case

30

Location:
Afghanistan

Time:

2003

Source:
Concern Afghanistan 

Nature:

Challenges to implementing SFPs
There may be many challenges to implementing feeding programmes in emergencies, and teams often have to adapt existing guidelines to the reality of where they work. In 2003, Concern Afghanistan was implementing a targeted dry SFP for malnourished children (6-59 months) and women (aged 15 years or over). Operating in the cultural and geographical environment in Afghanistan posed many challenges.

Much of the target population lived in extremely remote villages, with largely no access by vehicle. The nearest health centre was more than 4 hours away and was therefore not a realistic option as a location for screening, measurement and distribution of food. The weather in summer is extremely hot and makes walking to a real challenge, while in winter it is extreme cold and the roads and footpaths are dangerous to pass

To reach women, you need a female translator and female nutrition/health staff. However female Afghans are not allowed to travel without a male relative as a chaperon and most women are illiterate, making it nearly impossible to find female staff. Men are not allowed to see or touch women but they can work with the children.

Food rations must be distributed to the male family members because women are not allowed to leave their home villages without chaperons, nor speak to the people distributing the food. 

Case

31

Location:
Afghanistan

Time:

2003

Source:
Concern Afghanistan 

Nature:

Difficulties in targeting women
Besides the needs of children, women themselves have nutrition needs, however due to the Afghan culture it is really difficult to get access to them. Without the agreement of the male population and the local mullah, no female project is possible. Men normally ignore the needs of their wives as long as there is no benefit for them with any intervention.

Case

32

Location:
Afghanistan

Time:

2003

Source:
Concern Afghanistan 

Nature:

Cultural influences on maternal screening
The biggest problem is not that the mothers don’t breastfeed, but that they exclusively breastfeed far too long, some of them for 2 years. There is little knowledge about when to initiate complementary foods and what types of foods are good to introduce. Coupled with a lack of traditional knowledge about health, all issues regarding the human body are underdeveloped and are often “taboo” to talk about. To “undress” the arm for MUAC is nearly impossible, for example, and most women feel ashamed to show so much skin to another women.

Case

38

Location:
Afghanistan

Time:

2003

Source:
Concern Afghanistan 

Nature:

The value of listening and learning
Good feeding practice starts with knowledge. If there is no knowledge about nutrition, then no food will be able to improve the nutritional status in the long term. Here they all ask for clinics and drugs because they think this will help. Some of them refuse to spend a few more minutes a day to feed the child properly. Instead they ask for a pill not understanding that this won’t help. They don’t believe in their own skills anymore, a belief that is reinforced by many aid workers. 

People mostly they have good reasons for their behavior but we never listen to them. Listening takes time, which we are not ready to invest. For us it is so much easier to come with our readymade solutions, while the donors ‘force’ us to present quick results. Listening to beneficiaries doesn’t cost anything but this, and providing training, takes time, and the results often won’t be visible within the project period.  We distributed BP5 biscuits in our programme only because we had them in store, donated by another agency although they were not requested. I gave them out, all children gained weight and the mothers were happy. Six weeks after the last distribution we measured all children again and most of them lost weight, some having returned to the previous weight. What did we gain? Nothing - this is quick impact without any long term benefit, and is, I feel, a waste of money and capacities. 

