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It's my pleasure to be here today to present a talk prepared by Dr. Doreen Mulenga at the UNICEF headquarters.  
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These are the 11 countries that were among the first to have UN supported pilot PMTCT programmes.  As you can see, they are mostly in Eastern and Southern Africa, but also India, Honduras and the Ivory Coast.  

Policy Guidelines

· The general recommendation is for international guidelines to be adapted locally through assessment, analysis and action with dialogue

· National guidelines for infant feeding or HIV and infant feeding have been developed in 7 of the 11 pilot countries

Infant Feeding Counselling Providers

· There were different modalities.  Providers differed from country to country but included:

· Nurse/midwives (most commonly used) 

· Infant feeding counsellors, e.g., Ivory Coast

· Separate nutrition centre, e.g., Rwanda

Many others have been included in the counselling and follow up of women in the VCT settings.  

Approaches to Training on HIV and Infant Feeding Varied 

· Separate training specifically for HIV and Infant Feeding was conducted in several countries, e.g., Zambia, Zimbabwe, Uganda, Ivory Coast

· In the other seven countries, the training was integrated into PMTCT training

· Various evaluations of pilot programmes suggest that only a minority of PMTCT providers have received training on HIV and infant feeding

· The assumption that all trainees had already been trained in breastfeeding counselling proved incorrect.   Generally, the only training they received was specifically on HIV and infant feeding.  They lacked the broader general training on breastfeeding that we are now saying is necessary prior to the initiation of PMTCT sites.

Counselling and Follow-up

These were some of our initial observations: 

· Observation of services in rapid assessments in India, Honduras, Rwanda and Zambia found:

· Programmes are not succeeding in presenting complex information about pros and cons of a range of choices.  Only breastfeeding and commercial formula were talked about.  The many other alternatives and replacement approaches were ignored.

· Counselling for HIV positive women tends to promote one feeding method over others.  The method that tended to be chosen was formula if this was provided for free.  Those of you who have worked in clinical settings may share this experience--if you have something you can give free to your patient, you want to do it.  If the patient can get something for free, they want it.  Thus to say that there is unbiased equal informed choice in the 7 sites where formula was given for free is not quite accurate. 

There is more to infant feeding counselling than the initial “choice”, and mothers certainly were not getting a lot of help to continue with those initial choices as time went on.  I have to say this is not necessarily the fault of the training or its intensity.  But there are few programme activities to support women to implement their choice. A positive exception was in a low-prevalence setting (Honduras) with few clients to follow-up.

Infant Feeding Practices

The infant feeding practices were variable:

· In principle, exclusive breastfeeding with early cessation was promoted for HIV-positive women who chose to breastfeed in all pilot programmes. 

· Breastfeeding and replacement feeding with either formula or modified animal milk are virtually the only three options practised.  It tended to be only the first two except in India where animal milk was advised.

· Formula is used by a number of women but mainly in sites with free supplies. 
Infant Feeding Practices: 0-6 months, 24 hour recall, Botswana

As shown in Table 1 below, in Botswana, 88% of the HIV-positive women who were counselled accepting exclusive formula feeding.  The HIV negative women didn't vary much from those of unknown status.  Among HIV-positive women, exclusive breastfeeding went down to 2%.  This is somewhat sad because exclusive breastfeeding alone may have an impact on the transmission rates.  What happened is that with counselling and free formula, all groups moved towards exclusive formula feeding.  

The HIV-negative women who knew their HIV-negative status tended to be moving from exclusive breastfeeding to mixed feeding.  We cannot say it is definitely a result of the programme, but this appears to be what had happened.  

[image: image1.wmf]Table 1. Infant Feeding Practices: 0

-

6 

months, 24 hour recall, Botswana

158

157

186

N

10%

77%

60%

Mixed feeding

88%

6%

8%

Exclusive 

formula feeding

2%

17%

32%

Exclusive 

breastfeeding

HIV+

HIV

-

Unknown 

Status

Finally, one of the good things about the programme is that there was a real decrease in mixed feeding among those who were HIV-positive.  We also have data from other countries, which show similar findings.  

Infant Feeding Practices: 3 months, 24 hour recall, PMTCT site, Lusaka, Zambia
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In Zambia, mixed feeding went down slightly.  There was a shift was from exclusive breastfeeding to replacement feeding.  Mixed feeding remained high, but the counselling was definitely was reducing it.

Infant Feeding Practices: 6 weeks, 24 hour recall, PMTCT site Homa Bay, Kenya

As Table 3 shows,  in Kenya, whether women were of unknown status, knew that they were HIV-positive or knew that they were HIV-negative, there was little difference in the percentage of women who were exclusively breastfeeding.  Thus counselling on exclusive breastfeeding within VCT was insufficient. Although free formula was offered replacement feeding increased only from 1-14 percent. Mixed feeding declined marginally but remained high. 
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Infant Feeding problems

· Adherence

· There were obstacles to both exclusive breastfeeding and exclusive infant formula (e.g., 29% adherence to exclusive breastfeeding in Botswana, 37% adherence to any kind of exclusivity in Kenya)

· Stigma

· Neither exclusive breastfeeding nor infant formula are normative practices in developing countries.  The stigma that may be developing with exclusive breastfeeding may, however, not be the same sort of stigma that we see with formula. This needs to be looked at in more detail. 

· Spillover

· Results in dissimilar feeding patterns for untested women and HIV-negative women

· Honduras has a strategy to prevent this.  Their solution is to follow up with women on their choice.  The shift from supporting only the HIV-positive woman to supporting ALL women results in a better impact overall. Greater support for breastfeeding must be there at national level as we deal with this special case of HIV.  

One thing that is not here is the issue of feasibility, particularly in the case of rapid cessation of exclusive breastfeeding.  We can't say if it is feasible, and we cannot say it is safe.  Yet, it is recommended in all of these pilots.  This is an area that needs more research in all of these pilots. 

Monitoring and Evaluation

· All 11 countries are track feeding options selected at time of delivery.

· Follow-up studies in Botswana, Kenya and Zambia have documented low adherence to exclusive breastfeeding and exclusive formula feeding.

· Lack of safety data on use of infant formula as well as all other replacements (India and Botswana are examples of collection and use of such data).  We also have a lack of any true understanding of the motivations driving all of these different counsellors; are they swayed by the availability of free formula? 

Targeted, comprehensive and innovative approaches needed to address these issues

· Peer counsellors/support/community support is needed for the women in these areas.

· To reduce spillover, we need to have national programming and support.  Discussion of replacement feeding options should be reserved for individual post-test counselling with HIV-positive women.

What next?

· There must be increased emphasis on all aspects of counselling and NOT just a supply of free formula.

·  We have to emphasise that those who are selected to counsel HIV-positive women on their feeding choices already be well trained in breastfeeding or receive training in optimal feeding at the time they receive their HIV and infant feeding counselling training.  We have not been as diligent about this as it would merit.  

· Provide counsellors with scripts and other job aids to facilitate consistency and minimise confusion.  Algorithms might take them through the questions and help them decide on the best approach for each woman based on local circumstances.

· Introduce a postnatal follow-up protocol, which includes support for the mother and child, including feeding, as well as more general health. 

· A great deal could also be achieved in voluntary postnatal testing and counselling.  When a mother comes to the clinic with her child is a good time to test her if she has not yet been tested, instead of waiting for the next pregnancy.  In some settings and at certain ages it may be possible to test the child at the same time and this could inform the follow up advice given in a way not possible during pregnancy.
· Obtain and analyse any information we can find on the health impact of alternative feeding approaches. 
Thank you, also on behalf of Doreen.
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Table 3. Infant Feeding Practices: 6 weeks, 24 hour recall, PMTCT site Homa Bay, Kenya

Source: unpublished data from NARESA, Horizons cohort study  
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