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Overview 

In this article we used data from the UNICEF Global database for infant feeding status to 

focus on the relationship between the indices of infant feeding with education, wealth index and 

income level of the country. The infant feeding indices included early initiation of breastfeeding 

(EIBF), exclusive breastfeeding (EBF), predominant breastfeeding PBF), continued breastfeeding 

(CBF) at 12-15 months and 20-23 months and complementary feeding (CF) indices which included 

minimum meal frequency (MMF) and minimum diet diversity (MDD) and minimum acceptable diet 

(MAD). The database included all the previous and current national surveys for countries from the 

different regions of the world that were reanalyzed by UNICEF. Subanalysis of infant feeding indices 

was done in relation to sex, residence, level of education and wealth quintiles (UNICEF, 2018).  

A comparative analysis between different countries was made using the World Bank 

classification by level of income. The low income countries (LIC) include Afghanistan, Niger, 

Somalia, Syria and Yemen. The low middle income countries (LMIC) include Bangladesh, Egypt, 

Indonesia, Mauritania, Pakistan, Sudan, Tunisia and State of Palestine. Upper middle income 

countries (UMIC) include Algeria, Iran, Iraq, and Jordan. However Jordan has recently been upgraded 

to become an upper income country, but the national surveys were done when it was in the UMIC 

category. 

Countries studied included those whose global data where reanalyzed in relation to level of 

education and wealth quintiles. By region, the countries that were included from North Africa 

included Egypt, Tunisia, Algeria and Morocco. Countries from Central and West Africa included 

Sudan, Mauritania, Niger and Somalia. Countries included from West side of the Eastern 

Mediterranean included State of Palestine, Jordan, Syria, Iraq and Yemen. Countries included from 

Central and East Asia included Afghanistan, Pakistan, Bangladesh and Indonesia.  

According to the World Health Organization (WHO), countries that are included in the 

Eastern Mediterranean region (EMR) include Afghanistan, Egypt, Jordan, Iraq, Pakistan, Palestine, 

Somalia, Syria, Sudan, Morocco, Tunisia and Yemen. The remaining countries in Africa belong to the 

Afro region and in Asia belong to the South East Asia region (SEAR).  

The data is presented in percent frequency distribution and compiled into excel sheets. The 

mean and standard deviation (SD) was estimated for the country groups. The data is presented in 

tables and figures.  

VII.1 Maternal Education and Infant Feeding 

Introduction 

Maternal education has been shown to be 

strongly associated with young child nutritional 

outcomes. The level of maternal education was 

also found to be associated with the degree and 

severity of malnutrition as higher levels of 

maternal education reduced the odds of child 

stunting, underweight and wasting. (Makoka 

and Kinya, 2015). In addition, improving 

maternal education can also increase child 

survival (Cleland and Van Ginneken, 1988) 

and child health (Desai and Alva, 1998).  
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However the extent to which maternal education 

influences early infant feeding practices is 

controversial. It is argued that higher education 

may be associated with higher levels of income, 

urban dwellings and paid support in childcare 

and this may encourage mothers to breastfeed. 

Also that the highly educated mothers tend to 

get married to highly educated men and thereby 

have better access to health and medical care. 

While on the other hand, higher levels of 

education may be associated with poor feeding 

practices as mothers tend to be working mothers 

or have access to delivery in private hospitals 

that do not provide support to mothers in 

breastfeeding and give early formula feeds to 

the baby that lead to breastfeeding difficulties 

and early discontinuation of breastfeeding. Also, 

these same mothers can afford to leave their 

children to child care takers who are not 

educated and expose them to suboptimal feeding 

practices. Based on such contradictory 

arguments, it is not clear how much maternal 

education influences infant feeding practices. 

Hence the aim of this review is to highlight the 

relationships between the level of education and 

the various patterns of breastfeeding and 

complementary feeding practices in the 

countries of the Eastern Mediterranean region 

(EMR) and the neighboring countries that were 

included in this study.  

Trends and Status of Infant & Young Child Feeding by education  

1. Exclusive Breastfeeding 

 

We compared EBF rates by level of education of 

10 EMR countries vs. global estimates (111 to 

209 countries). Our findings showed that the 

mean EBF in the EMR countries tended to be 

lower among illiterate mothers, mothers with 

primary education and highly educated mothers 

than their counterparts of the global rates. This 

may indicate that factors other than education 

maybe responsible for such differences in the 

EMR. One half of the EMR countries are facing 

chronic conflict with superimposed natural 

disasters. Furthermore, the health care system in 

these countries is influenced by the state of 

political instability which makes them 

vulnerable to the marketing practices of infant 

milk formula companies, since there is no strong 

regulatory system to control them. Moreover the 

weakened economy by the conflicts and chronic 

emergencies makes them vulnerable to seek 

support from these companies. These small 

businesses, as private clinics of doctors, private 

medical practices and pharmacies, respond and 

believe the claims and false pretenses these 

companies about their products being a 

substitute to mother‟s milk when mothers have 

difficulties with breastfeeding. They influence 

politicians, decision makers as well as media 

personnel with their false claims about their 

products. They thereby gain political support to 

disseminate these products as part of the 

emergency subsidy food supplies needed for the 
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vulnerable populations, increasing the toll of 

morbidity, rather than saving lives.  

Marketing practices of infant milk formula 

companies and non-Baby-friendly health facility 

practices not only reduce EBF but also CBF 

rates and increase short term deaths from 

communicable diseases and long term morbidity 

from non-communicable diseases (NCD). They 

reduce the potential breastfeeding can have on 

increasing cognitive, intellectual and 

psychological wellbeing and thereby influence 

the country‟s economy on the long-term. 

Artificial feeding is like replacing an arm or leg 

by an artificial arm or leg. This is because 

difficulties in breastfeeding can be remedied like 

any ailment and when breastfeeding is not 

possible it should be replaced by milk from 

another mother similar to replacement of organ 

failure by transplantation. Hence, breastfeeding 

is not food that can be replaced by another type 

of food or milk from another animal, it is a 

living tissue that is needed by the growing child 

to achieve their potential for optimum growth 

and development in order to become a complete 

human being. 

 

Table VII.1. Exclusive breastfeeding rates in the developing countries of the Eastern Mediterranean, West and North 

Africa, East and Central Asia by level of education  
Countries WB Classif Year Source Illiterate Sample 

size 

Primary Sample 

size 

Secondary Sample 

size 

High Sample 

size 

Afghanistan 

 

LIC 2015 DHS 

          

44.0  

     

2,473.3  

          

43.4  

        

275.0            38.6  

        

266.9            23.9  

          

56.2  

Algeria UMIC 2012 MICS 23.2 295.3 26.5 823.1 23.9 372.6 26.5 223.7 

Bangladesh LMIC 2014 DHS 56.2 815 53.7 197.2 55.4 283.2 57.9 88.8 

Egypt 
LMIC 

2014 DHS 

          

42.7  

        

250.8  

          

34.0  

        

120.3            39.5  

        

844.9            39.2  

        

244.0  

Indonesia LMIC 2012 DHS 25.1 37.1 41.6 436.0 40.7 914.0 43.6 205.9 

Iraq UMIC 2011 MICS 22.7 655.1 20.5 1838.7 - - - - 

Jordan 

UMIC/ 

HIC 2012 DHS - 

             

8.2  

          

15.0  

          

42.5            26.3  

        

475.5            17.4  

        

304.5  

Mauritania LMIC 2015 MICS 48.4 250.6 38.5 322.3 - - - - 

Niger LIC 2012 DHS 22.5 1285.9 28.7 135.2 28.8 52.9 - - 

Pakistan 
LMIC 

2013 DHS 

          

39.7  

        

595.8  

          

38.4  

        

221.2            33.5  

        

234.7            34.3  

          

99.6  

Somalia 
LIC 

2006 MICS 

             

9.3  

        

429.0  

          

11.9  

          

79.0  - 

          

17.6  - - 

State of 

Palestine 
LMIC 

2010 MICS 

          

13.4  

          

39.9  

          

27.9  

        

417.0  - - - - 

State of 

Palestine 
LMIC 

2014 MICS - 

             

5.3  

          

42.6  

        

156.5            38.1  

        

234.8            35.2  

        

271.6  

Sudan 
LMIC 

2014 MICS 

          

51.1  

        

648.2  

          

56.1  

        

581.3            61.3  

        

193.1            55.7  

          

91.9  

Syria 
LIC 

2006 MICS 

          

31.4  

        

187.9  

          

29.1  

        

478.0            27.7  

        

408.0            22.5  

          

89.0  

Tunisia 
LMIC 

2011 MICS 

          

15.5  

          

32.6  

          

14.0  

          

72.7  

             

3.9  

        

126.0  

             

7.8  

          

64.3  

Mean±SD 

   31.8 

±14.6 

 29.1±14.0  34.8±14.3  33.1±14.8  

 

Approximately less than one third of the 

populations of the countries under study were 

EBF with a slight tendency to be higher in those 

with secondary and higher education than in 

those with primary or no education as shown in 

table (VII.1.). However this tendency 

disappeared when analyzed in relation to 

country income level, as LIC and UMIC 

(extremes of wealth) showed a significant 

decrease in EBF among mothers with higher 

education compared to those with illiterate, 

primary or secondary education. However the 

LMIC countries showed no differences among 

the different groups of mothers with different 

levels of education as shown in figure VII.2. 

EBF was highest in the LMIC and lowest in 

UMIC. The explanation for these findings is 

probably related to community awareness and 

the effect of national campaigns for 

breastfeeding promotion in these countries and 
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the effect of the Baby-Friendly Hospital 

Initiative (BFHI) in promoting EBF through 

hospitals from birth. The decline in EBF in the 

UMIC probably reflects the higher percentage of 

highly educated mothers in these countries. 

Hence a more mothers in these countries are 

working mothers, and are thereby inclined to 

introduce supplements when they go back to 

work. In addition, these mothers tend to deliver 

in private hospitals, which rarely abide by the 

BFHI practices; this places them at risk of early 

discontinuation of breastfeeding. 

 
LIC: Lower income countries include Afghanistan, Somalia, Syria and Niger. 

LMIC: Lower middle income countries include Bangladesh, Egypt, Indonesia, Mauritania, Pakistan, Palestine, Sudan and Tunisia. 

UMIC: Upper Middle income countries include Algeria, Jordan and Iraq. 

 

EBF was lowest in the UMIC, with little 

difference between educational levels, being 

highest in women with secondary education. 

These mothers are probably not working 

mothers, but in the same time their higher level 

of education permits them to be more 

empowered as decision makers, unlike those 

mothers with lower levels of education who are 

under the influence of their mothers or mother-

in-law.  

EBF was highest in LIC and again with no 

marked differences between educational levels 

but the highest values were among the more 

educated mothers compared to the illiterate 

mothers as shown in figure (VII.2). The LMIC 

showed a marked decrease in EBF among the 

highly educated mothers. These countries are 

struggling with their economy and women in 

such an economy are mostly working mothers 

whose short maternity leave, whether in the 

public sector (12 to 16 weeks) or the private 

sector (6 weeks),  force them to introduce other 

foods or drinks before six months. This explains 

the lower EBF rates in these countries. 

Moreover, the overall trends in the countries 

under study and globally showed that the lowest 

scores of EBF was among the highly educated 

mothers.  

Exclusive Breastfeeding (EBF) versus 

Predominant Breastfeeding (PBF):  

PBF usually runs in parallel with EBF, but is 

more commonly practiced than EBF. Many 

mothers are inclined to give supplements to their 

babies, driven by fears or worries that their milk 

is scanty or not meeting the demands of the 

baby. Disempowered mothers are under pressure 

from their surrounding social network especially 

when the baby cries or gives the mother and 

family sleepless nights. Many parents think that 

babies need extra water in hot climates or that 

the baby needs drinks or remedies to relieve 

their colic. Working mothers, who are unaware 

of how to express breastmilk and leave it with a 

caretaker to feed the baby during their absence, 

make them use supplements other than their 

own milk.  

Unfortunately, many doctors prescribe formula 

to mothers who present with breast or nipple 

conditions or baby is sick or has a congenital 

anomaly or is admitted to the special baby care 

unit or if mothers are sick. Most of these 

conditions are remediable by professionals 

trained in lactation or breastfeeding 

management and usually can continue 

breastfeeding once the condition is treated and 

breastfeeding is managed. Such conditions make 

PBF a common practice and place CBF at risk. 
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PBF was highest among illiterate mothers and 

decreased with increasing level of education. 

This was more commonly seen in countries with 

low income as Afghanistan and Somalia where 

PBF may be attributed to traditional practices or 

misbeliefs rather than medical conditions or 

working mothers. While in countries with higher 

economies differences in PBF by level of 

education were much smaller indicating that 

other factors may be involved. 

 

Table VII.2 Predominant breastfeeding rates by level of education in Eastern Mediterranean countries (2006 – 2015) 

Country Survey Illiterate Primary Secondary High 

Afghanistan DHS, 2015 55.3 52.0 50.6 34.2 

Egypt DHS, 2014 70.8 61.5 67.2 68.2 

Iraq MICS, 2011 51.3 48.1 - - 

Jordan DHS, 2012 - 26.6 40.4 30.7 

Pakistan DHS, 2013 61.7 52.7 45.8 43.6 

Somalia MICS,  2006 25.9 18.8 - - 

State of Palestine MICS, 2014 - 56.2 49.4 45.5 

Sudan MICS, 2014 79.6 80.3 87.2 66.3 

Syrian Arab Republic MICS, 2006 61.7 62.1 55.6 50.6 

Tunisia MICS, 2011 49.3 35.9 31.1 29.6 

Mean ±SD 

 

56.9±15.0 49.4±17.2 53.4±16.2 46.1±14.0 

Global database UNICEF, 2018 

2- Early Initiation of breastfeeding (EIBF) 

EIBF is defined as the percentage of newborns 

put to the breast within one hour of birth. It is 

closely linked with the type and place of 

delivery and practices of birth attendants and 

whether they were trained in the BFHI or in 

childbirth mother friendly practices that 

encourage natural child birth, no mother infant 

separation and early initiation through skin-to-

skin contact for one hour or up to the first suckle 

at the breast. Table VII.3 shows that EIBF was 

highest in Sudan, Mauritania and Sudan where 

home deliveries are more common. It was 

lowest in Iraq and Pakistan. There were marked 

differences by level of education in countries 

like Egypt, Jordan, Syria and Tunisia as shown 

in the table VII.3. 
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Figure VII.3. Patterns of exclusive versus predominant breastfeeding by level of 
education  
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Table VII.3. Early initiation of breastfeeding by level of education in the countries under study (2006 – 2015) 

Country Survey Illiterate Primary Secondary High 

Afghanistan DHS, 2015 40.2 45.2 42.7 42.9 

Djibouti PAPFAM, 2012 53.7 49.8 - - 

Egypt DHS, 2014 30.7 29.3 27.1 22.8 

Indonesia DHS, 2012 65.3 54.0 47.1 45.8 

Iraq MICS, 2000 16.9 16.2 15.7 - 

Iraq MICS, 2006 34.5 30.5 - - 

Iraq MICS, 2011 48.0 42.4   

Jordan DHS, 2012 24.9 25.0 19.4 15.6 

Mauritania MICS, 2015 66.7 59.3 - - 

Pakistan DHS, 2013 18.8 12.3 18.3 23.8 

State of Palestine MICS, 2014 - 40.1 39.4 42.6 

Sudan MICS, 2014 68.0 67.5 73.1 68.8 

Syria MICS, 2006 35.5 32.9 31.6 29.0 

Tunisia MICS, 2011 48.3 43.4 38.9 32.9 

Mean±SD 

 

42.4±16.9 38.7±15.7 33.8±18.5 35.4±17.04 

 

 
LIC: Lower income countries include Afghanistan, Niger, Syria and Yemen. LMIC: Lower middle income countries include Djibouti, Egypt, Indonesia, 

Mauritania, Pakistan, Palestine, Sudan and Tunisia. UMIC: Upper Middle income countries include Algeria, Iraq and Jordan. 

Analysis by income group showed that EIBF 

was lowest in the UMIC and particularly among 

mothers with higher levels of education  as it 

was 22.7% in the highly educated vs. 33.5% in 

the illiterate mothers. EIBF was highest in the 

illiterate mothers of the LIC but decreased 

progressively with increasing level of education 

from 50.2% in the illiterate to 39.4% in the 

highly educated. The latter was still higher than 

the illiterate mothers of the UMIC and mothers 

with higher education of LMIC.  Figure (VII.4) 

shows that EIBF decreased with increasing 

country income level and increasing level of 

maternal education. Since EIBF is a practice that 

depends on the mode and place of delivery, it 

appears that with higher income level and higher 

education there is probably a higher tendency 

for these mothers to be exposed to medicalized 

births in non-Baby-friendly hospitals. These 

births are probably influenced by the marketing 

practices of infant milk formula companies or 

health staff that are not trained in the state of art 

early infant feeding and birth practices that 

encourage breastfeeding. 
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Figure VII.4. Early initiation of breastfeeding by level of education in low, lower 
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3- Breastfeeding continuity

WHO and UNICEF recommend that 

breastfeeding should be continued for at least 

two years or more. This is supported by 

evidence based benefits for both the mother and 

the child. Despite the evidence supporting 

reduced breast and ovarian cancer for the 

mother, and increased intellectual, cognitive and 

psychological benefits for the child, this practice 

is increasingly decreasing around the world. 

CBF in the second year decreases by one third 

or less as shown in tables VII.4 and VII.5 

respectively. Hence there are two peaks of steep 

decline in CBF, the first at 3-6 months and the 

second from 15 to 18 months. The first decline 

is more related to infant causes, but the second 

decline is related to maternal causes, mainly due 

to lack of social support that encourage her to 

continue to breastfeed. 

Table VII.4. Breastfeeding continuity to 12-15 months by level of education in countries of the Eastern Mediterranean region  

Country Survey Illiterate Primary Secondary High 

Afghanistan DHS 2015 77.1 85.2 81.8 83.7 

Egypt DHS 2012 80.8 75.6 80.9 78.0 

Iraq DHS 2012 62.8 51.3   

Jordan MICS 2000  44.8 49.6 31.8 

Pakistan MICS 2012 85.7 78.7 76.7 64.5 

State of Palestine MICS 2014  53.2 54.9 51.2 

Somalia MICS 2006 53.2 41.9   

Sudan MICS 2014 85.2 90.6 95.2 95.0 

Syria MICS 2006 76.4 65.0 55.9 63.4 

Tunisia MICS 2011  47.1 49.1 39.7 

Mean±SD  74.46±11.21 63.34±17.1 68.01±16.5 63.4±20.4 

Table VII 5. Breastfeeding continuity to 20-23 months by level of education in countries of the Eastern Mediterranean region  

Country Survey Illiterate Primary Secondary High 

Afghanistan DHS, 2015           58.5            64.7            59.9  - 

Egypt DHS, 2014           34.1            27.4            19.2            10.1  

Iraq MICS, 2011           27.1            23.1  - - 

Jordan DHS, 2012           16.2            26.3               9.1            16.5  

Pakistan DHS, 2013           58.5            68.4            43.6            50.3  

Somalia MICS, 2006           38.5            30.9  - - 

State of Palestine MICS, 2014 - -              9.4            10.6  

Sudan MICS, 2014           55.2            42.5            54.2            41.0  

Tunisia MICS, 2011           31.1            17.3            24.8               8.9  

Mean±SD  39.9±14.8 35.13±18.4 30. 5±18.5 22.9±16.5 

CBF for one year (12-15 months) was highest in 

the illiterate mothers (74.5±11.2) and decreased 

progressively by increasing level of education to 

63.4±20.4 in the highly educated. However the 

standard deviation increased with increased 

level of education indicating that there was 

considerable variation in the continuity pattern 

in mothers with increasing level of education 

and that some mothers prefer to continue while 

others are driven by other factors to discontinue 

breastfeeding. The latter mothers are those who 

are either working or can afford to either buy 

readymade marketed foods or take their child to 

private clinics that are influenced by the 

marketing of infant milk formula. This is more 

evident in CBF at 20-23 months that decreased 

by one half with increasing level of education 

from almost 40% in the illiterate to 22% in the 

highly educated mothers. 
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LIC: Lower income countries include Afghanistan, Niger, Syria and Yemen. 

LMIC: Lower middle income countries include Djibouti, Egypt, Indonesia, Mauritania, Pakistan, Palestine, Sudan and Tunisia. 

UMIC: Upper Middle income countries include Algeria, Iraq and Jordan. 

 
LIC: Lower income countries include Afghanistan, Niger, Syria and Yemen. 

LMIC: Lower middle income countries include Bangladesh, Egypt, Indonesia, Mauritania, Pakistan, Palestine, Sudan and Tunisia. 

UMIC: Upper Middle income countries include Algeria, Iraq and Jordan. 

 

 
LIC: Lower income countries include Afghanistan, Niger, and Somalia. 

LMIC: Lower middle income countries include Bangladesh, Egypt, Indonesia, Pakistan, Palestine, Sudan and Tunisia. 

UMIC: Upper Middle income countries include Algeria, Iraq and Jordan. 

The level of economic status of the country also 

influenced continuity rates of breastfeeding. 

Countries of the UMIC group tended to have 

considerably shorter CBF rates at one and two 

years compared to mothers of LIC and LMIC 

countries as shown in figures VII.6 and VII.7. In 

the LIC there was no difference in the continuity 

rates in mothers with different levels of 
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Figure VII.5. Continued breastfeeding to 12-15 months by level of education 
in EMR countries 
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Figure VII.6. Continued breastfeeding to 12-15 months by level of education in low, 
lower middle and upper middle income countries 
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education in the second year. However in the 

LMIC there was increasing tendency for CBF to 

decrease with increasing level of education.  The 

latter may reflect the tendency for mothers in 

LIC to have access to more social network 

support than mothers of LMIC who tend to live 

in nuclear families and do not have access to 

encouragement to continue breastfeeding to two 

years. 

4- Complementary Feeding  

Complementary feeding (CF) is assessed by 

three main indicators, timely introduction of 

foods at 6-8 months (ISSS), mimium meal 

frequency (MMF) and minimum diet diversity 

(MDD), among many other indicators for 

assessing iron consumption and other 

micronutrient intakes. Other additional 

indicators include correct amount of food, meal 

consistency, hygiene practices, responsive 

feeding and correct feeding during illness. All of 

these different variables under complementary 

feeding are important to indicate adequate or 

inadequate practice respectively. In the coming 

section we examine the relationship between 

these indicators and maternal level of education 

in the countries under study by level of income. 

Minimal Meal Frequency (MMF)  

MMF is an indicator used to assess the 

adequacy of the practice of complementary 

feeding. It is defined as the percentage of 

children 6-23 months of age who were fed solid, 

semi-solid or soft foods the minimum number of 

times or more during the previous day AND the 

number of non-breastfed children 6–23 months 

of age who received solid, semi-solid or soft 

foods or milk feeds the minimum number of 

times or more during the previous day to all 

children (breastfed and non-breastfed) aged 6-23 

months at the time of the survey.  

MMF is defined as: 2 times solid, semi-solid or 

soft foods for breastfed infants 6–8 months of 

age; 3 times solid, semi-solid or soft foods for 

breastfed children 9–23 months of age; and 4 

times solid, semi-solid or soft foods and/or milk 

feeds for non-breastfed children 6–23 months of 

age.  

Table VII.6. Minimum meal frequency (MMF)  by level of education in countries of the Eastern Mediterranean 

region 
Country Survey MMF Illiterate Primary Secondary High 

Afghanistan DHS 2015           51.4            50.5            51.1            48.9  

Egypt DHS 2014           54.3            52.2            60.7            67.8  

Iraq MICS 2011           47.0            54.8    

Jordan DHS 2012           75.5            63.5            79.5            86.9  

Pakistan DHS 2013           58.7            61.9            68.2            75.8  

State of Palestine MICS 2010           54.7            56.0    

State of Palestine MICS 2014            73.4            78.1            83.4  

Sudan MICS 2010           29.8            32.9            26.6   

Sudan MICS 2014           37.2            42.1            47.5            53.5  

Tunisia MICS 2011           34.3            42.3            51.2            57.9  

Yemen DHS 2013           46.7            50.6    

Mean± SD  37±6.2 41.9±6.3 41.8±10.8 55.7±2.2 
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LIC: Lower income countries include Afghanistan, Niger and Yemen. 

LMIC: Lower middle income countries include Egypt, Indonesia, Mauritania, Pakistan, Palestine, Sudan and Tunisia. 

UMIC: Upper Middle income countries include Algeria, Iraq and Jordan. 

Minimum Dietary Diversity (MDD) 

MDD is an important indicator used to assess 

the adequacy of the quality of complementary 

feeding practices. It is defined as the percentage 

of children 6-23 months of age who received a 

minimum diet diversity of at least >5 food 

groups (out of 8) in the previous day of the 

survey to all children (breastfed and non-

breastfed) aged 6-23 months at the time of the 

survey. The eight food groups are: (i) 

breastmilk; (ii) grains, roots and tubers; (iii) 

legumes and nuts; (iv) dairy products (infant 

formula, milk, yogurt, cheese); (v) flesh foods 

(meat, fish, poultry and liver/organ meats); (vi) 

eggs; (vii) vitamin-A rich fruits and vegetables; 

(viii) other fruits and vegetables. 

 

Table VII.7. Minimum Diet Diversity (MDD) by level of education in countries of the Eastern Mediterranean region  

Country/ 

MDD Survey 

National 

MDD Illiterate Primary Secondary High 

Afghanistan DHS, 2015           22.1            20.5            21.9            30.3            46.1  

Egypt DHS 2005           56.2            54.0            48.9            58.0            61.9  

Egypt DHS 2008           47.1            38.4            47.6            48.2            56.6  

Egypt DHS, 2014           34.7            33.6            26.1            34.8            39.4  

Jordan DHS, 2007           67.2            56.3            62.5            64.3            74.6  

Jordan DHS, 2012           38.8            21.0            37.5            36.7            43.9  

Pakistan DHS 2013           17.8            13.4            17.4            22.7            34.3  

State of 

Palestine MICS, 2014           50.3             39.8            47.0            60.9  

Sudan MICS, 2014           24.0            15.3            19.8            41.1            46.2  

Yemen DHS, 2013           21.3            26.7            33.1            41.4            51.9  

 37.95±16.0 31.02±14.9 35.46±13.9 42.45±11.8 51.58±11.5 37.95±16.0 
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LIC: Lower income countries include Afghanistan, Niger and Yemen. LMIC: Lower middle income countries include Bangladesh, Egypt, 

Indonesia, Mauritania, Pakistan, Palestine, Sudan. UMIC: Upper Middle income countries include Jordan. 

Minimum Acceptable Diet (MAD)  

MAD is defined as the percentage of children 6-

23 months of age who received a minimum 

acceptable diet i.e. who had at least the MDD 

and the MMF during the previous day AND 

Non-breastfed children 6-23 months of age who 

received at least two milk feedings and had at 

least the MDD not including milk feeds and the 

MMF during the previous day to all breastfed 

and non-breastfed children aged 6-23 months at 

the time of the survey. Figures VII.8, 9 and 10 

demonstrate the trends in MMF, MDD and 

MAD by income group.  MMF was lowest in 

the LMIC in the illiterate and mothers with 

primary education, but the LIC were lowest in 

the secondary and higher education groups. 

MDD was lowest in the LIC. MAC was highest 

in the UMIC. Tables VII.6, 7 and 8 present the 

MMF, MDD and MAD for each country by 

level of education. 

Table VII.8. Percent minimum acceptable Diet (MAD) by level of education in the Eastern Mediterranean countries  

Country Illiterate Primary Secondary High 

Afghanistan           14.3            15.5            22.9            28.7  

Egypt           23.5            16.7            22.6            28.7  

Jordan           16.9            25.7            31.2            39.5  

Pakistan           10.7            14.4            19.2            29.8  

State of Palestine                          -           29.3            35.0            49.7  

Sudan           10.5            11.4            23.6            30.1  

MAD in mean±SD           15.2±4.8           18.8±6.4           25.8±5.5           34.4±7.8 
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LIC: Lower income countries include Afghanistan and Niger. LMIC: Lower middle income countries include Egypt, Indonesia, Pakistan, 

Palestine and, Sudan. UMIC: Upper Middle income countries include Jordan. 

 

 
MMF: Minimum meal frequency, MDD: Minimal dietary diversity, MAD: Minimum acceptable diet 

  

CONCLUSIONS  

EBF and CBF for two years continue to 

represent challenges and threats for achieving 

global targets for adequate early infant feeding 

practices in countries of the upper middle and 

high income particularly in the highly educated 

mothers. On the other hand many of the 

developing countries have not reached targets 

for empowering women to continue their 

education to higher levels. The study revealed 

that sampled mothers were predominantly 

women with primary education. Mothers with 

high education were much less in the sample 

studied, indicating that many women fail to 

reach higher levels of education.  

Also many of those mothers from lower levels 

of education come from low income groups. 

Hence the educational gap between the income 

groups is one of the reasons impeding 

development. However we have to bear in mind 

that encouraging women to achieve higher 

levels of education should be accompanied by 

increasing maternity support to the working 

highly educated mothers. This is done by 

enacting laws for protecting maternity rights to 

exclusively breastfeed for six months and 

having Breastfeeding friendly workplaces that 

encourage women to continue breastfeeding for 

two years. This necessitates the conduction of 

studies that illustrate the profits gained on short 

and long term at company and national level 

from providing extended maternity support to 

breastfeeding working mothers. For instance the 

return on investment from retaining experienced 

women versus the cost of absenteeism and sick 

leaves for their children who were not breastfed 

(at short term) and the cost of medical insurance 

and absenteeism from chronic diseases as 

diabetes and cancer in the women or their 

children on the long term.  Also the cost of 

hiring men who were not breastfed and who are 

inclined to develop diseases linked with early 

formula feeding as diabetes and obesity and its 

consequences on the cardiovascular system vs. 

the cost of hiring men who were breastfed and 

thereby have higher cognitive development and 

can generate profit to the company and increase 

its assets.  

However in this review we found that women 

with higher levels of education (secondary and 

high) had better CF practices than illiterate 

mothers or mothers with primary education. 

This is possibly related to their having a higher 

income that permits them to buy more expensive 

foods especially meats and other costly food 

items. However this paradoxical finding 

indicates that education is linked with  improved 

CF practices but does not have the same effect 

on breastfeeding practices especially EBF and 

CBF for one and two years, except in response 

to intensive awareness campaigns.  
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VII.2 Wealth Status and Infant Feeding 

Introduction 

The effect of socioeconomic status on early 

infant feeding practices has not been extensively 

studied. Socioeconomic status should not 

influence breastfeeding as breast-milk is freely 

available to children and mothers do not need 

special foods to make enough milk for their 

children.   However the effect of socioeconomic 

status inside a country and by economic status 

of country needs to be studied. UNICEF has 

recently reanalyzed national surveys and 

developed a global database that includes the 

wealth quintiles by country in relation to early 

infant feeding practices and complementary 

feeding indicators (UNICEF, 2018). This is a 

very good opportunity that allows further 

investigation of this issue that could allow a 

better understanding of infant and young child 

feeding practices. 

Gewa and Leslie, (2015) showed that 

geographically, Kenya displayed clear division 

of children‟s diet diversity scores across its 

regions, unlike Uganda and Tanzania in relation 

to breastfeeding, minimum daily recommended 

levels and consumption of diets with adequate 

diversity. Children‟s age, breastfeeding status, 

mother‟s education level and working status, 

household wealth index, prenatal care visits, 

receiving vitamin A supplements, using modern 

contraceptives and meal frequencies were 

significantly associated with adequate 

complementary food diversity in at least one of 

the three countries included in the current 

analyses. They concluded that the reanalysis of 

global data was very useful for a better 

understanding of the current infant and young 

child feeding of countries (Gewa and Leslie, 

2015). 

Studies about the relationship between wealth 

and infant feeding practices are scarce. A study 

in London showed that infant mortality was 

initially higher in wealthier families. This is 

because wealthier families gave their babies to 

rural wet nurses. These mothers had shorter 

birth intervals and their babies died early. 

Mortality declined in all groups over the period 

1752–1812. They concluded that increases in 

maternal breastfeeding were probably important 

in improving survival of infants from wealthier 

families. However, changes in breastfeeding 

patterns were insufficient to account for the 

ubiquitous improvements in mortality of urban-

born infants in this period (Davenport, 2019). 

In this review we intend to present the patterns 

and trends in breastfeeding in relation to wealth 

status of different regions taking into 

consideration income status and geographic 

entities. Also we intend to present differences in 

infant feeding patterns from the geographic and 

income status point of view in order to identify 

differences that could be attributed to factors 

other than regional differences i.e. related to 

geographical, climatic, emergencies, conflict in 

addition to income status.  Hence the aim of this 

review article is to gain a better understanding 

of how wealth and national income influence to 

infant feeding practices and thereby influence 

malnutrition, morbidity and mortality. 
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Trends and Status of Infant & Young Child Feeding by wealth  

1. Exclusive Breastfeeding 

 
EBF<40 included Algeria, Egypt, Iraq, Jordan, Pakistan, Somalia, State of Palestine, Syria, Tunisia and Yemen.   

EBF>40 included Afghanistan, Bangladesh, Mauritania and Sudan. 

 

EBF appeared not to be significantly influenced 

by wealth quintiles. Still countries in the lower 

quintiles of wealth tended to have higher EBF 

scores but the differences between the upper and 

lower quintiles was small and tended to waiver 

between the different levels of wealth quintile. 

Most of the countries with upper scores of EBF 

(>40%) were in the low and low middle income, 

while those with lower scores (<40%) were 

mostly among the middle income countries. 

Syria, Yemen and Somalia were among the LIC 

with lowest scores in EBF. This shows that the 

decrease in EBF is a common problem in all 

countries irrespective of their economic 

development. However, EBF decreased with 

increasing wealth quintiles in countries with 

EBF >40% and those <40% as shown in figure 

VII.12 but slightly more among those with 

EBF>40%. Hence EBF tends to fall with 

increasing wealth status. But this is influenced 

by other factors as the presence of conflict, 

natural disasters, influencing access to foods and 

shelter can influence the status of infant feeding.  

 

Exclusive Breastfeeding (EBF) vs. Predominant Breastfeeding (PBF):  

Predominant breastfeeding (PBF) is defined as 

the percentage of children who received 

breastmilk as their predominant source of 

nourishment during the previous day. 

Predominantly breastfed infants may have been 

fed water-based liquids (e.g. plain water, juice 

and juice drinks, sugar water, etc.) in addition to 

breastmilk but not milk based-liquids or food. 

Many women in developing countries tend to 

give other fluids or drinks, especially traditional 

herbal decoctions, known to decrease colic and 

make the baby sleep. This is a traditional 

practice and has been driven by the normal 

developmental pattern of increased crying in the 

first three months of life. Crying is the language 

of children in the first 3-4 months of life and is 

replaced thereafter by wooing followed by 

giggling and later babbling sounds at 6 months. 

Mothers need to be made aware that crying is 

the norm for children at this age and that feeding 

cues are the signs of hunger at this age. 

Increasing awareness among women 

irrespective of their wealth index from a family 

oriented perspective and involving all family 

members can change cultural beliefs and 

improve feeding practices of mothers. 
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Table VII.9. Exclusive breastfeeding rates by wealth quintiles of countries under study  

Country EBF Survey *WQ1 WQ2 WQ3 WQ4 *WQ5 

Afghanistan DHS 2015 41.1 40.3 45.6 48.1 40.2 

Algeria MICS 2012 25.7 22.1 28.7 21.4 30.3 

Bangladesh DHS 2014 46.1 68.8 52.5 57.8 53.4 

Egypt DHS 2014 39.4 44.6 37.1 41.4 35.1 

Iraq MICS 2011 22.6 23.3 16.5 16.8 16.4 

Jordan DHS 2012 19.6 25.7 23.7 23.4 20.5 

Mauritania MICS 2015 57.5 46.1 41.6 24.1 25.6 

Pakistan DHS 2013 34.7 40.1 44.0 32.8 37.7 

Somalia MICS 2006 17.7 14.2 8.8 1.6 3.7 

State of Palestine MICS 2014 37.2 37.2 40.6 35.6 41.8 

Sudan MICS 2014 57.3 55.4 51.6 53.1 55.3 

Syria MICS 2006 35.1 28.2 29.6 23.8 23.2 

Tunisia MICS 2011 15.7 9.2 1.4 9.1 7.1 

Yemen DHS 2013 10.0 10.7 10.4 9.8 6.6 

Mean±SD  32.8±14.4 33.3±16.7 30.9±15.9 28.5±16.4 28.3±15.9 

*WQ: wealth quintile. WQ1 represents the lowest fifth poorest sector of the population and WQ5 represents the fifth richest 

sector of the population. 

 
Figure VII.13 shows that PBF showed a higher 

tendency than EBF to decrease with increasing 

wealth quintile since PBF decreased from 55.3% 

in WQ1 to 45.9% in WQ5, compared to EBF 

that decreased minimally from 32.8% in WQ1 

to 28.3% in WQ5. This probably indicates that 

PBF is more common in the lower wealth 

quintiles. While it could also indicate, in case of 

EBF, that the absence of significant differences 

between wealth quintiles reflects the effect of 

national campaigns for promotion of EBF. The 

lower levels in the richest reflect the lack of 

empowerment for the highly educated women in 

this wealth index who are not supported in their 

workplaces to exclusively breastfeed.  

Table VII.10 presents the PBF rates by country 

in relation to wealth. All countries demonstrated 

a decrease in PBF in the highest WQ except for 

Afghanistan, Bangladesh and Indonesia. The 

explanation for such findings requires more in-

depth studies. 

Table VII.10 Predominant breastfeeding rates wealth quintiles in countries under study (2006 – 2015) 

Country PBF Survey WQ1 WQ2 WQ3 WQ4 WQ5 

Somalia MICS, 2006 34.6 34.3 23.0 21.1 11.9 

Syrian Arab Republic MICS, 2006 69.8 61.3 56.1 55.9 48.6 

Iraq MICS, 2011 55.3 47.3 45.1 42.0 34.3 

Tunisia MICS, 2011 43.4 38.8 26.0 37.3 23.3 
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Algeria MICS, 2012 66.1 

 

66.2 47.5 64.5 

Jordan DHS, 2012 34.5 45.8 33.4 37.4 28.6 

Pakistan DHS, 2013 64.2 56.3 59.5 47.3 46.3 

Yemen DHS, 2013 43.8 42.2 38.9 39.4 33.7 

Egypt DHS, 2014 69.5 75.8 64.2 68.5 59.2 

State of Palestine MICS 2014 49.2 46.5 52.3 49.9 50.0 

Sudan MICS 2014 80.9 77.3 84.4 83.8 70.4 

Bangladesh DHS 2014 59.0 82.3 70.9 72.0 66.2 

Afghanistan DHS 2015 50.9 52.3 55.5 58.9 53.1 

Indonesia DHS 2012 52.9 48.6 49.4 40.8 52.8 

Mean±SD  55.3±13.3 54.5±14.8 51.8±16.8 50.1±15.8 45.9±16.7 

Global database UNICEF, 2018 

Early Initiation of breastfeeding  

Early initiation of breastfeeding is defined as the 

percentage of newborns put to the breast within 

one hour of birth. It is closely associated with 

the type and place of delivery and practices of 

birth attendants and whether they were trained 

in the BFHI or in child birth mother friendly 

practices that encourage natural child birth, no 

mother infant separation and early initiation 

through skin-to-skin contact for one hour or up 

to the first suckle at the breast. 

 

Table VII.11. Early initiation of breastfeeding by wealth quintile in countries under study (2006 – 2015) 

Country Survey WQ1 WQ2 WQ3 WQ4 WQ5 

Afghanistan DHS 2015 45.0 40.7 41.0 42.5 35.4 

Egypt DHS 2014 27.9 28.5 30.9 24.8 22.3 

Indonesia DHS 2012 52.6 49.3 47.2 48.8 48.5 

Iraq MICS 2000 17.2 16.1 15.1 10.6 24.4 

Iraq MICS 2011 48.8 41.5 43.3 40.5 37.6 

Jordan DHS 2012 21.2 24.5 16.6 14.4 13.8 

Mauritania MICS 2015 64.9 65.8 63.8 55.4 58.5 

Pakistan DHS 2013 21.7 17.1 17.2 12.8 21.9 

State of Palestine MICS 2014 40.7 40.1 42.3 40.5 40.6 

Sudan MICS 2014 62.1 69.8 73.1 68.2 71.3 

Syrian Arab Republic MICS 2006 33.6 29.3 36.2 32.6 30.5 

Tunisia MICS 2011 45.5 45.3 38.6 37.4 32.1 

Yemen DHS 2013 55.2 49.1 52.8 52.4 54.5 

Mean±SD  41.3±15.2 39.8±16.0 39.8±16.8 36.9±16.9 37.8±15.9 
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LIC: Low Income countries included Afghanistan, Somalia, Syria and Yemen. LMIC: Low middle income countries included Algeria, 

Egypt, Mauritania, Sudan and Tunisia.HIC & UMIC: High & Upper middle Income countries included Jordan and Iraq. 

 

EIBF was highest in the LMIC and lowest in the 

HIC & UMIC countries. The LMIC showed 

initiation rates that were parallel with the LIC 

and were not influenced by quintile level. 

However EIBF in the UMIC decreased 

progressively with increasing quintile level 

indicating that the quintile level did influence 

EIBF. This is probably because those in higher 

quintiles of wealth are more inclined to give 

birth in private costly health services that 

practice more medicated births especially 

cesarean section and separate baby from mother. 

Also formula feeding and non Baby-friendly 

practices are more common in the private sector. 

This indicates that governments should be 

working on both the public and private sector in 

making all services abide by the ten Steps of the 

Baby-Friendly Hospital Initiative (BFHI). 

Particular attention should be given to university 

hospitals that play the double role of providing 

services and shaping the practices of the future 

health care force of the country (Abul-Fadl et 

al., 2018). 

Breastfeeding continuity 

The relationship between wealth, socioeconomic 

status and breastfeeding duration was studied by 

a team of research workers in Sweden who 

found that all socioeconomic factors; maternal 

educational level, maternal unemployment 

benefit, social welfare and equivalent disposable 

income, were strongly associated with 

breastfeeding when examined individually in 

mothers of preterm and term infants. They found 

that despite all the social welfare and support 

given to unemployed mothers, mothers of 

preterm babies weaned earlier than those with 

full term babies (Flaking et al., 2007).  

 

Table VII.12. Breastfeeding continuity to 12-15 months by wealth quintiles in the countries under study  

Country Survey National  WQ1 WQ2 WQ3 WQ4 WQ5 

Afghanistan DHS, 2015           78.4            86.1            75.1            79.6            77.5            74.5  

Algeria MICS 2012           46.7            45.1            47.0            46.4            50.7            44.2  

Bangladesh DHS 2014           96.0            97.8            98.4            95.1            93.3            95.7  

Egypt DHS 2014           80.0            86.4            77.9            85.0            76.5            72.7  

Indonesia DHS 2012           77.2            86.6            79.5            80.1            69.5            69.2  

Iraq MICS 2011           51.5            61.3            52.5            52.0            43.3            42.0  

Jordan DHS 2012           43.5            55.2            43.0            36.7            40.8            37.7  

Mauritania MICS 2015           85.6            81.7            90.5            86.6            92.0            76.1  

Pakistan DHS 2013           80.6            88.6            84.2            77.0            76.0            73.6  

Somalia MICS 2006           50.2            71.0            64.5            52.4            36.7            25.5  

State of 

Palestine MICS 2014           52.9            65.6            60.1            48.0            41.8            47.2  

Sudan MICS 2014           89.4            84.7            90.5            91.6            86.7            94.5  
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Figure VII.14. Early initiation of breastfeeding by wealth quintiles 
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Syrian Arab 

Republic MICS 2006           63.9            73.2            63.3            57.9            62.7            60.9  

Tunisia MICS 2011           49.2            61.3            46.0            45.0            57.4            40.0  

Yemen DHS 2013           71.2            76.3            69.3            74.1            67.1            67.3  

Mean±SD 

           

67.3±16.4 

          

74.7±14.1 

          

69.5±16.9 

          

67.2±18.8 

          

64.8±18.4 

          61.4±20.3 

 

 
CBF for one year (12-15 months) was highest in 

the LMIC (81% to 71.4%) compared to LIC 

(68% to 57%) and UMIC (54% to 41%) from 

WQ1 to WQ5 respectively (Figure VIII.4). 

However it was much lower among UMIC. All 

three categories showed a progressive decline 

with increasing socioeconomic class. However, 

breastfeeding continuity in the richest mothers 

(WQ5) in the LIC were almost one half that in 

UMIC and HIC. The decline by wealth status 

was double that in the LMIC and UMIC (i.e. 

CBF showed a decline by approx. 20 points in 

LIC vs. a decline of approx. 10 points in the 

UMIC and LMIC) as shown in figure VIII.4. 

Hence both wealth and developmental class of 

the country influenced this practice and not only 

the wealth per se of individuals. 

 
North African & East Mediterranean countries include Egypt, Algeria, Tunisia, Syria, State of Palestine and Jordan. 

West & Central African countries include Sudan, Somalia, Mauritania, Niger and Nigeria.  

East and Central Asia include Iraq, Afghanistan, Pakistan, Bangladesh and Indonesia.  
 

The discrepancy in CBF at two years between 

income groups and across quintile groups was 

even significantly greater. We noticed that 

countries in the EMR had the lowest CBF rates 

at 20-23 months. These countries differed from 

other countries in other regions particularly 

Central and West Africa and also Central and 

East Asia where CBF at this age was much 

higher as it doubled and tripled respectively, 

across the wealth quintiles. This may be related 

to limited access to other foods and reliance on 

breastfeeding as the main source of 
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nourishment. Hence the longer duration of 

breastfeeding is linked to its nutritional value as 

a food resource and its protective value against 

disease for these highly vulnerable children at 

this age. Their traditional experience and 

historical memory that was transferred from one 

generation to another showed them that children 

survive better, in their environment, when they 

are breastfed. Nature has been their teacher and 

guide in feeding their offspring and the 

marketing of industrialized foods did not alter 

this, but did influence the higher classes that 

could afford expensive foods and this explains 

the shorter duration of breastfeeding in the 

upper classes of wealth.  

Complementary Feeding 

Complementary feeding (CF) is assessed by 

three main indicators, timely introduction of 

foods at 6-8 months, meal frequency and meal 

diversity, among many other indicators for 

assessing iron consumption and other 

micronutrient intakes.  

Adherence to optimum CF practices is very 

important for child survival together with 

breastfeeding. A study in Uganda showed that 

only 40.1% (140/349) of all study respondents 

were adherent to CF guidelines. The odds of 

adherence to CF were higher among caregivers 

with children aged 6-8 months, children whose 

fathers had attained 8 or more years of formal 

education, caregivers with two children under 

five years, those living in the poorest 

households and those who showed willingness 

to recommend initiation of complementary 

feeding at six months to another mother (Aber et 

al., 2018). Al-Shookri (2011) in Oman showed 

that mothers play a pivotal role in providing 

adequate CF to their children. They showed that 

mothers with higher education but who were not 

working achieved high scores of adequate CF. 

However in countries of low income status 

which are prevalent in Central and West African 

countries, adherence to adequate CF is low 

especially in rural areas. Hence, this necessitates 

urgent interventions such as health education 

and raising awareness through social media and 

other communication strategies.  

Minimal Meal Frequency (MMF) 

MMF is defined as the percentage of children 6-

23 months of age who were fed solid, semi-solid 

or soft foods the minimum number of times or 

more during the previous day AND the number 

of non-breastfed children 6–23 months of age 

who received solid, semi-solid or soft foods or 

milk feeds the minimum number of times or 

more during the previous day in relation to all 

children (breastfed and non-breastfed) aged 6-23 

months at the time of the survey. Minimum is 

defined as: 2 times solid, semi-solid or soft 

foods for breastfed infants 6–8 months of age; 3 

times solid, semi-solid or soft foods for 

breastfed children 9–23 months of age; and 4 

times solid, semi-solid or soft foods and/or milk 

feeds for non-breastfed children 6–23 months of 

age.  

Table VII. 13.  Minimal Meal Frequency (MMF) by wealth quintiles in the countries under study

Country Survey WQ1 WQ2 WQ3 WQ4 WQ5 

Afghanistan DHS, 2015 54.1 53.3 49.5 51.4 48.2 

Algeria MICS, 2012 48.0 52.2 51.5 53.5 56.1 

Bangladesh DHS, 2014 55.2 61.8 65.3 67.8 68.9 

Egypt DHS, 2014 57.8 54.7 59.7 59.2 70.8 

Indonesia DHS, 2012 59.4 66.0 65.9 66.0 73.5 

Iraq MICS, 2011 50.2 52.4 53.7 59.7 60.9 

Jordan DHS, 2012 78.5 74.7 84.4 82.6 87.3 

Mauritania MICS, 2011 16.6 14.7 13.2 20.7 30.1 

Mauritania MICS, 2015 36.7 34.7 34.4 44.9 44.4 

Pakistan DHS, 2013 57.0 56.8 60.4 65.8 77.4 
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Niger DHS, 2006 38.3 42.0 42.4 42.5 45.2 

Niger DHS, 2012 44.9 50.3 51.7 56.6 51.7 

State of 

Palestine MICS, 2010 54.9 58.7 57.7 59.8 62.8 

State of 

Palestine MICS, 2014 74.0 79.0 75.8 83.9 83.6 

Sudan MICS, 2010 24.2 30.6 35.6 27.8 34.5 

Sudan MICS, 2014 34.3 35.3 45.3 47.5 49.8 

Tunisia MICS, 2011 29.5 49.2 44.1 56.9 60.8 

MMF in 

Mean±SD 

 

43.4± 18.5 50.6± 17.4 51.7± 13.9 55.2±18.2 58.3±16.1 

 
Eastern Mediterranean countries are represented in Egypt, Algeria, Tunisia, State of Palestine and Jordan. Central and West African 

countries are represented in Sudan, Niger, and Mauritania. Central and East Asia are represented in Afghanistan, Bangladesh, Iraq, 

Indonesia and Pakistan. 

The concept that foods can replace breastmilk 

and breastfeeding is a common and dangerous 

misconception that is unfortunately very 

common in many communities. Breastmilk 

contributes as a source for energy, proteins, 

vitamins and minerals, meeting up to 30% or 

more of the needs of children at this age. 

However its value is not limited to nutrition and 

its value goes beyond providing nutrients and 

energy to providing other immunological, 

metabolic and psychological and developmental 

benefits to both the child and the mother.  Hence 

it is important to make mothers aware of the 

importance of continuing breastfeeding while 

ensuring adequate food frequency and diversity 

given to the child.  

Another important misconception that always 

worries mothers is the quantity of foods given to 

the child. Weaning foods do not have to be in 

big quantities, rather it is important to 

emphasize frequency and diversity rather than 

quantity to these mothers. When big portions are 

given to children especially when it is diluted or 

forced to them by bottles and other forced 

feeding methods, this interferes with food 

uptake, utilization and digestion and has 

negative effects on breastfeeding and on thereby 

on the growth and development of children. 

Forced feeding has been shown to be linked 

with behavioural disorders and shortened 

duration of breastfeeding (. 

Minimum Dietary Diversity (MDD) 

MDD is defined as the percentage of children 6-

23 months of age who received a minimum diet 

diversity of at least >5 food groups (out of 8) in 

the previous day of the survey in relation to all 

children (breastfed and non-breastfed) aged 6-23 

months at the time of the survey. The eight food 

groups are: (i) breastmilk; (ii) grains, roots and 

tubers; (iii) legumes and nuts; (iv) dairy 

products (infant formula, milk, yogurt, cheese); 

(v) flesh foods (meat, fish, poultry and 

liver/organ meats); (vi) eggs; (vii) vitamin-A 

rich fruits and vegetables; (viii) other fruits and 

vegetables. 

Dietary diversity is one of the most important 

features of optimal complementary feeding. 

Dietary diversity refers to receiving foods from 
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at least four out of seven food groups. These 

seven food groups included grains, legumes and 

nuts; flesh foods; eggs; dairy products; roots and 

tubers; Vitamin A-rich fruits and vegetables; 

and other fruits and vegetables. MDD includes 

consumption of at least one fruit or vegetable, 

one animal-source food, and a staple food. 

Consuming a variety of foods has a critical role 

in responding to essential nutrient requirements 

needed to promote growth (Karimi-

Shahanjarini et al., 2017). 

Table VII.14.   Minimal Dietary Diversity (MDD) by wealth quintiles in the countries under study 

Country Survey WQ1 WQ2 Q3 WQ4 WQ5 

Afghanistan DHS, 2015           18.1            25.2            15.1            17.8            34.5  

Bangladesh DHS, 2011           12.6            17.1            25.8            31.6            34.8  

Bangladesh DHS, 2014           16.9            22.6            27.2            31.1            36.2  

Egypt DHS, 2005           45.6            55.0            59.1            56.2            66.3  

Egypt DHS, 2008           39.8            44.3            48.0            47.6            55.4  

Egypt DHS, 2014           37.2            32.1            34.9            34.1            35.7  

Indonesia DHS, 2012           35.0            47.1            55.0            58.3            69.5  

Jordan DHS, 2007           60.3            63.6            73.6            71.1            74.1  

Jordan DHS, 2012           27.0            36.7            38.0            46.0            53.0  

Mauritania MICS, 2015           14.1            20.3            28.4            35.1            45.4  

Pakistan DHS, 2013           10.6            13.7            16.7            22.6            28.6  

State of Palestine MICS, 2014           38.6            45.2            52.0            57.8            64.3  

Sudan MICS 2014              9.3            15.9            22.7            26.8            51.5  

Yemen DHS, 2013           11.8            12.2            19.2            30.5            38.3  

Niger DHS, 2012 10.0 13.5 8.0 10.5 3.5 

MDD in Mean±SD  25.8±15.4 31.0± 16.1 34.9±18.2 38.5±16.5 46.1± 18.0 

 
Eastern Mediterranean countries are represented in Egypt (2005, 2008, 20014), State of Palestine and Jordan (2007, 2012). Central West 

African and gulf countries are represented in Sudan, Niger, Mauritania and Yemen. Central and East Asia are represented in Afghanistan, 

Bangladesh, Indonesia and Pakistan. 

Minimum Acceptable Diet (MAD) and Wealth Quintiles (WQ)

MAD is defined as the percentage of children 6-

23 months of age who received a minimum 

acceptable diet i.e. who had at least the 

minimum dietary diversity and the minimum 

meal frequency during the previous day AND 

Non-breastfed children 6-23 months of age who 

received at least two milk feedings and had at 

least the minimum dietary diversity not 

including milk feeds and the minimum meal 

frequency during the previous day to all children 

(breastfed and non-breastfed) aged 6-23 months 

at the time of the survey. This is demonstrated 

in the table below by wealth quintile in the latest 

national survey for each country. 
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Table VII. 15.  Minimal acceptable diet (MAD) in percent by wealth quintiles  

Country  Survey WQ1 WQ2 WQ3 WQ4 WQ5 

Niger DHS 2012              2.7               3.1               3.5               5.5            12.9  

Afghanistan DHS 2015           12.4            17.9            10.9            13.1            23.3  

Bangladesh DHS 2014           14.3            17.8            22.3            27.7            32.9  

Egypt DHS 2014           25.0            21.3            22.7            22.5            25.8  

Indonesia DHS 2012           23.2            32.5            37.6            39.4            51.7  

Jordan DHS 2012           21.2            30.5            32.4            41.6            47.8  

Mauritania MICS 2015              7.2            10.9            10.9            21.3            22.0  

Pakistan DHS 2013              8.6               9.7            13.7            19.0            26.0  

State of 

Palestine MICS 2014           28.6            33.4            38.0            47.2            53.9  

Sudan MICS 2014              5.8            10.7            14.0            16.9            29.6  

Yemen DHS 2013              8.8               8.9            15.1            20.2            28.0  

MAD  Mean±SD    14.4± 8.4           17.9±9.9          20.1± 11.03           24.9±12.2            32.2±12.6  

 

 
Group I include Afghanistan, Bangladesh, Pakistan and Indonesia (mostly Central and East Asia, notice MAD doubled by 

increasing wealth). Group II include Egypt, State of Palestine and Jordan (These are mostly East Mediterranean and North 

Africa countries, notice MAD increased by less than double by increasing wealth). Group III include Mauritania, Sudan, 

Niger and Yemen (These countries are mostly in Central Africa and the adjoining gulf region, notice that MAD increased by 

3-4 times by increasing wealth). 

Wealth and regional differences related to 

feeding patterns are linked with environmental, 

traditional and climate factors that allow for 

growth and availability of different foods that 

are suitable for feeding children at this age. In 

the figure (VII.8) we notice that some regions 

were influenced by the level of wealth; as foods 

may be costly and beyond the affordability of 

communities in lower wealth quintiles. For 

instance in the rainy seasons in Central and 

West Africa draughts are common, whereas in 

the Mediterranean region foods are available all 

the year round. The latter countries may still be 

influenced by wealth as is the case of the EMR, 

where although Mediterranean foods as staples, 

tuber or root plants and legumes are accessible 

and affordable to all levels of the population yet 

the chronic emergencies and conflicts interfere 

with the growth of the economy and make such 

products scarce. While in regions which are 

mostly mountainous or where forests or deserts 

prevail and draughts or heavy rain are common, 

these natural disasters cause foods scarcity 

thereby only the wealthy can access them. This 

is shown clearly in group III countries and to a 

less extent in group I countries presented by 
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geographic location in figure VII.19. 

Unfortunately many LIC and LMIC rely on 

imported food products from upper income 

countries increasing the debt of these former 

countries and making living costly and 

unaffordable especially for poor people and 

thereby increasing the toll of poverty in the 

world. Hence it is important to consider means 

for encouraging populations to access means for 

producing their own foods and using their 

natural resources in their homes and encourage 

local production and consumption and 

commercial activities of exchanging products 

between neighboring countries. Moreover, food 

preparation classes are useful in teaching 

communities how to use local foods to their best 

possible potential for providing a diversified 

meal. In Egypt the Teaching kitchen program 

was very useful in changing food preparation 

practices by communities. Today the wide 

availability of online videos and social media 

can allow the dissemination of such information 

on awide scale with little cost.  

Conclusions 

Our review showed that the socioeconomic 

status of a country does influence breastfeeding 

patterns. EBF in countries with relatively higher 

EBF (>40%) decreased more by increasing WQ 

than countries with EBF<40%. The decline in 

PBF (19 points) by wealth was more evident 

than EBF (5 points). CBF for one year was 

highest in LMIC and decreased as the WQ 

increased from WQ1 to WQ5. CBF to one year 

was highest in the LMICs and decreased less 

across quintiles compared to other income 

groups. The decline between WQ1 and WQ5 

was especially high in LIC (76.6% to 57.1%) 

than in LMIC (81% to 71.4%) and UMIC 

(53.9% to 41.3%).  

There were more significant findings by region 

in relation to wealth quintiles and breastfeeding 

continuity. By region, CBF for two years 

between was lowest in the North Africa and East 

Mediterranean strip of countries decreasing 

from 26.7% in WQ1 to 16% in WQ5 compared 

to 56.6% and 67.1% in WQ1 for the West & 

Central Africa and the East and Central Asian 

countries. The decrease across the WQs was 

more significant for the West & Central African 

countries from 56.6% to 29.4% (26 points) 

compared to 8 points decrease from WQ1 to 

WQ5 in the East and Central Asian countries. 

These findings indicate that the problems of 

CBF for two years are highest in African 

countries particularly in North Africa and in 

particular among the high socioeconomic groups 

(WQ5).  

Women in Central & West African countries 

had the lowest practices in MMF and MDD and 

consequently in MAD. MMF and MDD was 

slightly higher in the countries of central and 

East Asia. However MMF and MDD and 

thereby MAD was highest in countries of North 

Africa and the East Mediterranean. All these 

complementary feeding practices increased by 

wealth level but the increase was highest –three 

fold (from 11.3% in WQ1 to 34.7% in WQ5) 

and two folds- from 18.7% to 40.7% in WQ5 in 

countries of Central and East Asia, and by 7 

points only – from 41.4% in WQ1 to 58.1% in 

WQ5. Hence the wealth difference was also 

lowest in the North African and East 

Mediterranean countries. This indicates that 

there is a high accessibility of a variety of foods 

in this region.   

In conclusion there is a high threat to 

Breastfeeding continuity to years as the 

economic standard of countries continues to 

improve. Breastmilk contributes as a source for 

energy, proteins and vitamins and minerals, 

meeting up to 30% or more of the needs of 

children at this age. However its value is not 

limited to nutrition and its value goes beyond 

providing nutrients and energy to providing 

other immunological, metabolic and 

psychological and developmental benefits to 

both the child and the mother.  Hence it is 

important to make mothers aware of the 

importance of continuing breastfeeding while 

ensuring adequate food frequency and diversity 

given to the child.  
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The success stories of North African and East 

Mediterranean countries in CF reflected by their 

high MMF, MDD and MAD should be used as 

lessons learnt to be disseminated to other 

countries with less privileged indicators in CF.  

 

 

V11.3 Summary and Conclusions 
Our review showed that the socioeconomic 

status and level of education of the mother can 

influence breastfeeding patterns.  

EBF was lowest in the UMIC with no 

significant differences between educational 

levels except for showing a slight trend to 

increase among women with secondary 

education. LMIC showed a marked decrease in 

EBF among the highly educated mothers. EBF 

tended to be decrease with increasing wealth in 

countries with relatively higher EBF (>40%) 

more than in countries with EBF<40%.  

PBF was highest among illiterate mothers and 

decreased with increasing level of education. 

The decline in PBF (19 points) by wealth was 

more evident than EBF (5 points). CBF for one 

year was highest in LMIC and decreased as the 

WQ increased from WQ1 to WQ5.  

EIBF was highest in Sudan, Mauritania and 

Sudan where natural and home deliveries are 

more common. It was lowest in Iraq and 

Pakistan. EIBF was lowest in the UMIC and 

particularly among mothers with higher levels 

of education (22.7% in the highly educated vs. 

33.5% in the illiterate mothers). It was mostly 

influenced by place of delivery being lowest in 

those in the highest wealth quintile and vice 

versa. 

CBF for one year (12 to 15 months) was highest 

in the illiterate mothers (74.46±11.21) and 

decreased progressively by increasing level of 

education to 63.4±20.4 in the highly educated. 

CBF to one year was highest in the LMICs and 

decreased less across quintiles compared to 

other income groups. The decline between WQ1 

and WQ5 was especially high in LIC (76.6% to 

57.1%) than in LMIC (81% to 71.4%) and 

UMIC (53.9% to 41.3%). CBF at 20-23 months 

that decreased by one half with increasing level 

of education from almost 40% in the illiterate to 

22% in the highly educated mothers. 

There were more significant findings by region 

in relation to wealth quintiles and breastfeeding 

continuity. By region, CBF for two years was 

lowest in the North Africa and East 

Mediterranean strip of countries decreasing 

from 26.7% in WQ1 to 16% in WQ5 compared 

to 56.6% and 67.1% in WQ1 for the West & 

Central Africa and the East and Central Asian 

countries. The decrease across the WQs was 

more significant for the West & Central African 

countries from 56.6% to 29.4% (26 points) 

compared to 8 points decrease from WQ1 to 

WQ5 in the East and Central Asian countries. 

These findings indicate that the problems of 

CBF for two years are highest in African 

countries particularly in North Africa and in 

particular among the high socioeconomic groups 

(WQ5).  

Women with higher levels of education 

(secondary and high) showed better 

complementary feeding practices than illiterate 

mothers or mothers with primary education. 

Women practices in countries of Central & West 

African showed the lowest practices in 

minimum meal frequency (MMF) and minimum 

dietary diversity (MDD) and consequently in 

minimum acceptable diet (MAD). MMF and 

MDD was slightly higher in the countries of 

central and East Asia. However MMF and MDD 

and thereby MAD were highest in countries of 

North Africa and the East Mediterranean with 

no differences between wealth quintiles  

indicating a high accessibility of a variety of 

foods in this region. However these indices were 

influenced by wealth status as they increased by 

wealth index in countries of Central Africa and 

East Asia indicating lack of accessibility to food 

variety in these regions.  
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In conclusion there is a high threat to 

Breastfeeding continuity to two years as the 

economic standard of countries continues to 

improve unless action is taken to support career 

women with higher levels of education to 

exclusively breastfeed and continue 

breastfeeding for two years.  

Governments seeking to boost their economy 

need to realize that breastfeeding working 

women are an important asset to the country that 

can boost its economy if policies and awareness 

campaigns are made to favour and support 

working breastfeeding women in breastfeeding 

for two years in public and in workplaces. 

The success stories of North African and East 

Mediterranean countries in complementary 

feeding practices reflected by their high MMF, 

MDD and MAD should be used as lessons 

learnt to be disseminated to other countries with 

less privileged indicators in complementary 

feeding. 
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A New Trend in Demographic Health Surveys with  

Integrated Data about Baby-Friendly Pracfices: 

The Pakistan Demographic Health Survey (2017-2018) of 2019 

 

For the first time the Demographic Health surveys have included extended data about Baby 

friendly practices at national and regional level. This was done by Pakistan. The chart shows 

the percentage of compliance of health staff with breastfeeding education, counseling and 

support provided to pregnant and breastfeeding mothers in maternity facilities before, during 

and after birth at national and regional level by EIBF. This trend can pave the way to a new 

vision to sustaining and comparing progress in Baby-friendly Hospital Initiative between 

regions and countries for reinforcement of the continuity of the warm chain of breastfeeding 

support. 
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&Kashmir, ANC: antenatal care, BF: breastfeeding, EBF: exclusive breastfeeding, EIBF: early initiation of BF, 
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 انخي حؤثز عهى أوماط حغذيت انزضعانمحذداث االخخماعيت : انظابع  انمقال

 انمهخص َ االطخىخاخاث

ٚا لزظىىبد٠خ ِٚغىىزٜٛ رؼٍىى١ُ األَ ٠ٍؼجىىْٛ دٚسا  ٘بِىىب  ػٍىىٝ مّٔىىبؽ مظٙىىشد اٌذساعىىخ مْ اٌؾبٌىىخ ا عزّبػ١ىىخ 

 راز٠خ اٌشػغ 

ىٟ اٌشػىبػخ اٌ ج١ؼ١ىخ اٌّ ٍمىخ ىىٟ ِغّٛػىخ ثٍىذاْ اٌىذخً اٌّزٛعىؾ األػٍىٝ ِىغ ػىذَ  ب  ىمذ ٚعذٔب إٔخفبػ

 ٛٞ   مٔٙب وبٔذ ِبئٍخ ٌٍض٠بدح ِغ اٌؾبطالد ػٍٝ رؼ١ٍُ صىبٔإث١ٓ اٌّغز٠ٛبد اٌزؼ١ّ١ٍخ  حق ِؤصشٚٚعٛد ىش

ىٝ ِؼذ د اٌشػبػخ اٌ ج١ؼ١خ اٌّ ٍمخ ث١ٓ  ب  ٍِؾٛظ ب  مِب ثٍذاْ اٌذخً اٌّزٛعؾ األدٔٝ ىمذ مظٙشد أخفبػ

األِٙبد اٌّزؼٍّبد رؼ١ٍّب  ػب١ٌب    وّب ٚعذٔب أخفبع ىىٝ اٌشػىبػخ اٌّ ٍمىخ ِىغ ص٠ىبدح اٌضىشٚح ىىٟ اٌجٍىذاْ 

اٌجٍىىذاْ اٌزىىٝ رمىىً ى١ٙىىب  إٌىىٝثبٌّمبسٔىىخ  ىىىٟ اٌّبئىىخ 72ٔغىىجخ اٌشػىىبػخ اٌّ ٍمىىخ موضىىش ِىىٓ  ٙىىبى١ اٌزىىٝ رشرفىىغ

  ىٟ اٌّبئخ 72اٌشػبػخ اٌّ ٍمخ ػٓ 

األِٙبد األ١ِبد ٚ وبٔىذ رمىً ِىغ اسرفىبع ىىٝ  ىٝ ىئخ ىمذ وبٔذ مػٍٝٚثبٌٕغجخ ٌٍشػبػخ اٌ ج١ؼ١خ اٌابٌجخ   

ٜٛ ِغزٜٛ اٌّؼ١شخ ىمذ أخفؼذ أخفبػب  شذ٠ذا  ِغ أخفبع ىٟ ِغز إٌٝ ٚػٕذِب لٛسٔذِغزٜٛ اٌزؼ١ٍُ  

ٔمبؽ ىمؾ ِىغ أخفىبع ىىٟ ِغىزٜٛ  1اٌشػبػخ اٌّ ٍمخ اٌزٝ أخفؼذ  إٌٝٔف خل ثبٌّمبسٔخ  .5اٌّؼ١شخ ل

 اٌّؼ١شخ 

اٌجذء اٌّجىش ثبٌشػبػخ اٌ ج١ؼ١خ مػٍىٝ ىىٟ اٌغىٛداْ ِٚٛس٠زب١ٔىب ٚاٌغىٛداْ ؽ١ىش اٌىٛ دح اٌ ج١ؼ١ىخ مْ وبْ 

راد ثٍذاْ ىٟ  ِٕخفؼخىٟ اٌؼشاق ٚثبوغزبْ  ٚوّب وبٔذ  ، ث١ّٕب وبْ مدٔٝ ِغز٠ٛبرٙبإٌّض١ٌخ موضش ش١ٛػب 

ىىٟ اٌزؼٍى١ُ اٌؼىبٌٟ  ىٟ اٌّبئخ 4 22ٚخبطخ ث١ٓ األِٙبد ثّغز٠ٛبد اٌزؼ١ٍُ اٌؼبٌٟ ل األػٍٝاٌذخً اٌّزٛعؾ 

ىىٟ األِٙىبد األ١ِىبدل ؽ١ىش رىزُ ِؼظىُ اٌىٛ داد ىىٟ اٌّغزشىف١بد ٚثىبألخض ىىٟ  ىىٟ اٌّبئىخ 1 ..ِمبثً 

زٟ   رٙزُ ثز ج١ك اٌّّبسعبد اٌزىٟ رغىبػذ ػٍىٝ ٔغىبػ اٌشػىبػخ اٌ ج١ؼ١ىخ ٠ٚىضداد اٌّغزشف١بد اٌخبطخ اٌ

 رٌه ِغ  األِٙبد اٌّمزذساد اٌالرٟ ٠فؼٍٓ اٌشػب٠خ اٌخظٛط١خ ثّغزشفٟ ٚ دح خبطخ  

ال مػٍىٝ ىىٟ األِٙىبد األ١ِىبد  51 إٌىٝ 52وبٔذ اٌشػبػخ اٌ ج١ؼ١خ اٌّغىزّشح ٌّىذح ػىبَ ٚاؽىذ لِىٓ  شىٙش 

ىٟ اٌّزؼٍّبد رؼ١ٍّب   7 22±  7 .6 إٌٝص٠بدح ِغزٜٛ اٌزؼ١ٍُ  ِغل ٚأخفؼذ رذس٠غ١ب  25 55±  76 47ل

ػٍىٝ ىىٟ اٌجٍىذاْ ِٕخفؼىخ ِٚزٛعى خ مؼبَ ٚاؽىذ ٌبٌشػبػخ اٌ ج١ؼ١خ ِؼذ د ا عزّشاس ثوبٔذ وّب ػب١ٌب   

اٌذخً ٚأخفؼذ ثٕغجخ ملً ػجش اٌُخّظ ِمبسٔخ ثفئبد اٌذخً األخشٜ  وبْ ا ٔخفىبع ثى١ٓ ُخّىظ اٌضىشٚح 

 6 46ل اٌّىٕخفغاٌىذخً ثٍذاْ ِشرفؼ ب ثشىً خبص ىٟ لاألة١ٕبءل  اٌخبِظُٚخّظ اٌضشٚح لاٌفمشاءل  األٚي

ىىٟ  7 45 إٌىٝ ىىٟ اٌّبئىخ 25لاٌّزٛعىؾ اٌّىٕخفغ ل ِمبسٔخ ثبٌجٍىذاْ اٌىذخً ىٟ اٌّبئخ 5 14 إٌٝ ىٟ اٌّبئخ

اٌشػىبػخ  مِىب اعىزّشاسل  ىىٟ اٌّبئىخ . 75 إٌىٝ ىىٟ اٌّبئىخ . .1ل األػٍىٝاٌىذخً  خل ٚثٍىذاْ ِزٛعى اٌّبئخ

ا  .2 إٌٝ 22ِٓ ػّش ٌؼب١ِٓ مٜ اٌ ج١ؼ١خ  إٌظف ِىغ ص٠ىبدح ِغىزٜٛ اٌزؼٍى١ُ ِىٓ  إٌٝأخفؼذ ، ىمذ شٙش 

 ىٟ األِٙبد اٌّزؼٍّبد رؼ١ٍّب  ػب١ٌب   ىٟ اٌّبئخ 22 إٌٝ بدىٟ األ١ِ ىٟ اٌّبئخ 72ؽٛاٌٟ 

وبٔذ ٕ٘بن ٔزبئظ موضش م١ّ٘خ ؽغت إٌّ مخ ى١ّب ٠زؼٍىك ثخّبعىٟ اٌضىشٚح ٚاعىزّشاس٠خ اٌشػىبػخ اٌ ج١ؼ١ىخ  

ىىٟ ِٕ مىخ شىّبي  ِزذ١ٔىخاٌشػىبػخ اٌ ج١ؼ١ىخ ٌّىذح ػىب١ِٓ ىٟ عزّشاس ذ ِؼذ د ا ىبٔىؾغت إٌّ مخ ، ى

ىىٟ اٌشثىغ األٚي  ىىٟ اٌّبئىخ 4 26ِىٓ  ذؽ١ش أخفؼ األخشٞ ، ِٓ اٌجٍذاْإىش٠م١ب ٚششق اٌجؾش اٌّزٛعؾ 

ىىٟ ُخّىظ اٌضىشٚح  ىىٟ اٌّبئىخ 5 64ٚ  ىىٟ اٌّبئىخ 6 16 إٌىِٝمبسٔخ  اٌخّغٟ األػٍٝ ىٟ  ىٟ اٌّبئخ 56 إٌٝ

 ِغىىز٠ٛبدبْ ا ٔخفىىبع ىىىٟ ع١ّىىغ ةىىشة ٚٚعىىؾ مىش٠م١ىىب ٚ دٚي شىىشق ٚٚعىىؾ  عىى١ب  وىىاألدٔىىٝ ىىىٝ ثٍىىذاْ 
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 26ل ىىٟ اٌّبئىخ 7 .2 إٌىٝ ىىٟ اٌّبئىخ 6 16موضش م١ّ٘خ ثبٌٕغجخ ٌذٚي ةشة ٚٚعؾ مىش٠م١ب ِىٓ  اٌخّبع١بد

ىٟ ثٍذاْ  ل1ل األػٍٝ خّبعٟ اٌضشٚح إٌٝ ل5األدٔٝ لاٌضشٚح  خّبعٟٔمبؽ ِٓ  2ٔم خل ِمبسٔخ ِغ أخفبع 

مْ ِشبوً اعزّشاس اٌشػىبػخ اٌ ج١ؼ١ىخ ٌّىذح ػىب١ِٓ ٘ىٟ األػٍىٝ  إٌٝششق ٚٚعؾ  ع١ب  رش١ش ٘زٖ إٌزبئظ 

ىىىٟ اٌجٍىىذاْ األىش٠م١ىىخ ، ٚ  عىى١ّب ىىىٟ شىىّبي إىش٠م١ىىب ، ٚخبطىىخ ثىى١ٓ اٌّغّٛػىىبد ا عزّبػ١ىىخ ٚا لزظىىبد٠خ 

  ؽ١ش ٠ٛعذ ىٛسق الزظبد٠خ وج١شح ث١ٓ اٌّغز٠ٛبد اإلعزّبػ١خ ل1اٌؼب١ٌخ لُخّظ اٌضشٚح 

لاٌضبٔٛٞ ٚاٌؼبٌٟل ِّبسعبد راز٠خ رى١ٍ١ّىخ مىؼىً ِىٓ األِٙىبد األ١ِىبد  ب  ّػٍٝ رؼ١ٍاألإٌغبء  ٚلذ مظٙشْ

ِّبسعبد إٌغىبء ىىٟ ثٍىذاْ ٚعىؾ ٚةىشة إىش٠م١ىب مدٔىٝ  عغٍذمٚ األِٙبد اٌؾبطالد ػٍٝ رؼ١ٍُ اثزذائٟ  

اٌّّبسعبد ىٟ اٌؾىذ األدٔىٝ ٌزىٛارش اٌٛعجىبد ٚاٌؾىذ األدٔىٝ ِىٓ اٌزٕىٛع اٌاىزائٟ ٚثبٌزىبٌٟ ىىٟ اٌؾىذ األدٔىٝ 

مجٛي ِٓ إٌظبَ اٌازائٟ  وبْ اٌؾذ األدٔٝ ٌزٛارش اٌٛعجبد ٚاٌؾذ األدٔىٝ ٌٍزٕىٛع اٌاىزائٟ مػٍىٝ لٍى١ال  ىىٟ اٌّ

ثٍىذاْ ٚعىؾ ٚشىشق  عى١ب  ِٚىغ رٌىىه ، وىبْ اٌؾىذ األدٔىٝ ٌزىٛارش اٌٛعجىىخ ٚاٌؾىذ األدٔىٝ ِىٓ اٌزٕىٛع اٌاىىزائٟ 

شىّبي إىش٠م١ىب ٚشىشق اٌجؾىش األثى١غ ٚثبٌزبٌٟ اٌؾذ األدٔٝ ِٓ إٌظبَ اٌازائٟ اٌّمجٛي ٘ٛ األػٍٝ ىٟ ثٍذاْ 

 األؽؼّىخ اٌؾظىٛي ػٍىٝإِىب١ٔىخ رىٛاىش ِٚغ ػذَ ٚعٛد ىشٚق ث١ٓ خّبعٟ اٌضشٚح ِّب ٠ىذي ػٍىٝ اٌّزٛعؾ 

ألٔٙىب صادد ثّؤشىش اٌضىشٚح ىىٟ ثٍىذاْ  ثبٌفمشىٟ ٘زٖ إٌّ مخ  ِٚغ رٌه ، رفصشد ٘زٖ اٌّؤششاد  ّزٕٛػخ اٌ

ّزٕٛػىخ ِىٓ اٌّىٛاد ػٍىٝ األةز٠ىخ اٌ اٌؾظٛيإِىب١ٔخ ٛاىش مٚ رػذَ  إٌٝٚعؾ إىش٠م١ب ٚششق  ع١ب ِّب ٠ش١ش 

  ٌغ١ّغ اٌّغز٠ٛبد ا عزّبػ١خ اٌازائ١خ ىٟ ٘زٖ إٌّبؽك

ٌٍغىٕز١ٓ اٌؾىشعز١ٓ ِىٓ ؽ١ىبح اٌ فىً ٚرٌىه ىٟ اٌخزبَ ، ٕ٘بن رٙذ٠ذ وج١ش  عىزّشاس٠خ اٌشػىبػخ اٌ ج١ؼ١ىخ ٚ

ة١ىش ِزؼٍّىبد مِىب األِٙىبد  اٌفمشاء ِؼظّٙٓىبٌٕغبء اٌّغزٜٛ ا لزظبدٞ ٌٍجٍذاْ ىٛاسق وج١شح ىٟ  ٌٛعٛد

شىٙٛس  6ٌّىذح  ٌٍشػىبػخ اٌ ج١ؼ١ىخ اٌّ ٍمىخ ٌّٛاطىٍخػُ اٌىىبىٟ ذػٍىٝ اٌى ٓاٌّزؼٍّبد ثزؼ١ٍُ ػبي   رؾظٍ

ؼض٠ىض الزظىبد٘ب اٌزٝ رغىؼٝ ٌز  اٌ ّٛؽخ رؾزبط اٌؾىِٛبدٌٚزا ٚاعزّشاس اٌشػبػخ اٌ ج١ؼ١خ ٌّذح ػب١ِٓ  

 ،غ ا لزظىبد اٌمىِٛٝاعىزاالٌٗ ٌشىىٌٍجٍىذ ٠ّىىٓ  ٘بَِٛسد  ٓاٌؼبِالد ٘ األِٙبد اٌّشػؼبدفْ ث اٌز١مٓ إٌٝ

اٌزٟ رٍجٟ  ٚؽّب٠زٙٓ ثغٓ اٌمٛا١ٔٓ ىٝ اٌشػبػخ اٌ ج١ؼ١خ  ٘ؤ ء األِٙبد إرا رُ ٚػغ ع١بعبد ٌذػُ ٚرٌه

 ٌٕشىىش اٌىىٛػٟ ػىىٓؽّىىالد ػّىىً ٚشىىٙٛس ٚا عىىزّشاسثٙب ٌؼىىب١ِٓ  6عىىبرٙٓ ٌٍشػىىبػخ اٌّ ٍمىىخ ٌّىىذح باؽز١

 ِّبسعبد اٌزاز٠خ اٌّضٍٝ ٌٍشػغ ىٟ مِبوٓ اٌؼًّ 

 مّٔىبؽ ِّٚبسعىبد ىىٟلظض إٌغبػ ىٟ ثٍذاْ شىّبي إىش٠م١ىب ٚشىشق اٌجؾىش اٌّزٛعىؾ ا عزفبدح ِٓ  ّى٠ٓ

ِٓ خالي اٌؾذ األدٔٝ ٌزىشاس اٌٛعجبد ، ٚاٌؾذ األدٔٝ ِٓ اٌزٕٛع اٌازائٟ ، ٚثبٌزىبٌٟ اٌؾىذ  اٌزاز٠خ اٌزى١ٍ١ّخ

ا األدٔٝ ِٓ إٌظبَ ا ٌازائٟ اٌّمجٛي ، وذسٚط ِغزفبدح ٌٕشش٘ب ىىٟ ثٍىذاْ مخىشٜ راد ِؤشىشاد ملىً اِز١ىبص 

 اٌزاز٠خ اٌزى١ٍ١ّخ  ىٟ 

 

 

  




