Colloquium Summaries - Groups 1 - 5 
Group 1: National Policy and Guidelines, presented by Felicity Savage King 

We based our discussion fairly closely on the questions spelled out in the program.  We were looking at policies and guidelines:

1. National Comprehensive Policy: Each country should be encouraged to develop a comprehensive national policy rooted in the goals of the WHO Global Strategy on Infant and Young Child Feeding.  

2. How can countries contribute to the normalisation of exclusive breastfeeding?  The core of any policy should include promotion, protection and support for exclusive breastfeeding for the first 6 months for the population as a whole.  This is a prerequisite for addressing infant feeding in the context of HIV. It was recognised that the adoption of policies could take a long time. But countries that do not yet have a national policy can proceed to start the development of guidelines while the policy is being developed. There is no need to wait until that process is complete.  A first step for each country should be a review of existing polices to assess gaps related to all aspects of infant and young child feeding as well as infant feeding and HIV.  Another step would be to plan for pre-service, in-service and community level training to implement national policies, guidelines and protocols and to acquire the practical hands-on skills necessary to support mothers.  WABA and partners should advocate for and assist in all these processes, so that these recommendations are not spoken into the air.  

3. The Implementation Guidelines on Infant and Young Child Feeding: they should address the needs of all mothers, irrespective of HIV status.  

Guidelines should include, but not be limited to these key issues: 

a. Consistent information and messages should be made available to all relevant sectors and levels (current difficulties are due to inconsistent information)

b. The need for community and facility based health care providers to have the skills necessary to provide effective counselling on infant and young child feeding and support for optimal breastfeeding techniques, including counselling for HIV-positive mothers for choice of infant feeding methods, and support for carrying out that choice.  

4. Research Question:  

a. Research should be locally generated, and free of conflict of interest in it's funding

b. Formative research is needed to assess barriers to optimal infant feeding and the accessibility, affordability, sustainability, safety and feasibility of the various feeding options.  Findings of this research should be used to form policy and guidelines and to reflect any new understanding regarding infant feeding and HIV and to help identify the most suitable infant feeding options that would be needed in individual localities.  

c. Some more specific suggested research topics:  

i. more research on effects of breastfeeding technique on transmission, including that related to mastitis and other breast conditions

ii. the effectiveness of different forms and duration of counselling 

iii. the optimal time for stopping breastfeeding for the HIV-positive mother

iv. non milk-based replacement feeding after cessation of breastfeeding (the solid food component) using locally available foods

DISCUSSION:

Comments made included:

· Some countries do already have strong guidelines and that should be recognised. Development of guidelines should be nationally based. Countries can learn a lot from each other. Which countries have comprehensive national IYCF strategies/policies? WHO Afro and UNICEF are  working on this. WHO AFRO will bring together the countries that have taken successful steps in developing policies. The process in these countries will be assessed, resulting in a guiding framework for policy development. Information should be shared more widely. Country level mechanisms are important. Co-ordination between organisations and partners is required to give proper guidance.

· WABA could be involved in assisting countries that do not have policies to move forward, but this would require resources.
Group 2: Breastmilk Substitutes and the International Code of Marketing of Breastmilk Substitutes, presented by Lida Lhotska

The following three differing positions were held by various members of the group: 

1. HIV-positive women should breastfeed. 

2. HIV-positive women should all be using infant formula.  

3. HIV-positive women should be provided with information on the basis of which they could make informed choice. This was the majority opinion.

One of the key disagreements was that some of the members of the group felt that the Code does not allow for use and distribution of infant formula or other breast milk substitutes. Others interpreted the Code as allowing it under specific controlled conditions. We agreed that " The Code is the best we have."

1. The discussion focused on 3 key issues

a. What are the conditions required in case governments do procure breastmilk substitutes?  

b. The need to ensure at national, implementation, and individual level that there is no spillover, no undermining of breastfeeding for the majority of babies that can benefit from it 

c. The need for research on how to provide information on replacement feeding in ways that avoid spillover.

2. Areas of agreement and outcomes:

a. We often speak from the perspective of human rights, women having the right to make an informed choice. Provision of formula skews the whole idea of informed choice.  When formula is offered for free or a subsidised price, there is already an incentive and favouritism towards that option.  We influence which direction an "informed choice" takes. 

b. Research:  Perhaps there would be less disagreement if there were a better process for analysis of research outcomes.  There is not a clear understanding of what is out there, in addition to the fact that we are lacking some key information.  We call for research to be done independent of pharmaceutical and infant feeding companies. 

c. Support for mothers: They need some level of support that we should demand is provided to them.  Regardless of the infant feeding option they choose, mothers should receive optimal support so that they can keep their health at the highest possible level under their circumstances.  

d. Financial support for mothers: Would we rather give money instead of formula? Should we give money for the nutritional support?  We came to the consensus that some financial support is needed.

e. Monitoring of health outcomes: Health outcomes for both the mother and the child for all infant feeding options need to be monitored.

f.  Situation Analysis: Before the government makes a decision to exclude any of the infant feeding options, there is a real need for a proper situation analysis of affordability, feasibility, accessibility, safety and sustainability at the national level.  

g. Creation of a national breastfeeding-friendly environment: We feel that in order to ensure that babies who should be, can be breastfed, there is a need for an environment on a national level that would help mothers to succeed in this important caring practice.  Substantial strengthening will be needed of training in lactation management, in counselling, and on Code matters at various levels (e.g.: most health workers have no idea that there is a Code or what it says.)  Provisions for mothers at the work place should be ensured by national level legislation.

DISCUSSION:

Group 3: Promoting and Supporting Breastfeeding in High HIV Prevalence areas, presented by Sallie Page-Goertz

1. Need to increase and sustain community capacity to support child bearing families related to the infant and young child feeding issues

Action: We want to ensure funding for the assessment, strengthening, and expansion of community capacity to provide sustainable support systems for child bearing families related to all of the infant and child and youth feeding issues from birth to age 2, including exclusive breastfeeding among HIV-positive women.  Importance of supporting women working outside of the home in accordance with the minimum standards set by ILO convention 183, but keeping in mind the needs of women working in the informal sector. Points to keep in mind include:

a. The HIV-effected woman has a triple burden: her illness, running a family and working

b. We recognize the vast differences in the situations of women, whether they be in rural or urban areas. The quality and size of the mother’s closest network appears to be critical for her success – thus the importance of community capacity building.

c. Linkages are needed between agencies and institutions, including health systems, networks, schools, and churches, in supporting childbearing families related to infant and young child feeding issues.

d. Community Counsellor: There is a need to value and support this work. Peer counselling may be more effective (eg, young woman more accepting of information from other young women). Why do we expect women to do this for free?

e. The roles of older women, men and fathers appear to be important in the promotion and support of exclusive breastfeeding.

2.
The faltering/stagnation of the Baby Friendly Hospital Initiative (BFHI) in the face of HIV/AIDS and the disappearance of a strong voice advocating for breastfeeding are of concern. There was astounding agreement: BFHI continues to be very relevant even in areas where HIV prevalence is high.  

Action:  The BFHI can serve as a base for knowledge and skill regarding infant and young child feeding.  We recommend updating and expansion of the content of BFHI to integrate the range of knowledge and skill on infant and young child feeding issues from birth to age two (including exclusive breastfeeding).  Regular reassessment of BFHI institutions is needed to sustain standards as staff come and go.  We also want to strengthen step 10, the community capacity building issue. (Too many resources have focused on the hospital, when the mother may only be there a few hours, vs a lifetime in the community context.)

3. Lack of sufficient health workers and resource persons with the capability to support childbearing families: Examples of resource people are social workers, nurses, doctors, teachers, community workers, pastors--each needs some level of training on infant and young child feeding. 

Action:  We need funding for the integration of infant and young child feeding content into appropriate educational curricula of health workers and community resource people using models for learning that are efficient (not requiring years to implement), cost effective and adaptable. Look at using existing materials in different ways – as self-study, shorter modules, short but frequent training sessions to complete a package, (eg, 2 days x 5 over several months).

Materials need to be easily updateable in this environment of rapid change. There is a need for truly effective trainers – in doing “train-the-trainer" activities, pre-select participants who have established roles within their institutions or communities. Link with WHO’s current project evaluating medical school curricula.

Areas of Current Agreement:

· All families need assistance in breastfeeding management (the clinical skill to help a woman to resolve problems and counselling skills to enable a mother to be confident in her ability to breastfeed). Hands on skills and counselling skills are critical to providing support. Knowledge-based skills are easier to acquire than clinical skills, which can be better learned in apprenticeship programs.

· Breastfeeding management training needs to be integrated into courses for PMTCT counsellors.  

Areas of Disagreement:  

· How to present fully informed choice.  

· Feasibility of using technological teaching tools in resource poor environments.

DISCUSSION:

Programs are fragmented. The community capacity development component can easily be linked into the Integrated Management of Childhood Illness (IMCI) program.

· There is a need for better sharing of tools and documents.

· A recent UNICEF ESARO nutrition network meeting pointed out that BFHI assessment tools urgently need to be revised in light of HIV/AIDS. They should reflect the reality of HIV/AIDS without abandoning the mission of the tools. IBFAN Swaziland is working on this.

WHO/UNICEF have developed an HIV and infant feeding counselling course 
Group 4: Supporting HIV-positive mothers in infant feeding, presented by Dorcas Lwanga

Our Guiding Points:

· The issue of infant feeding for HIV-positive mothers should be addressed in the context of improved care for women.  HIV-positive mothers need to be supported in many ways.  Infant feeding is only one of them.  We need to also look at the health of the mother.  Improving her health may be one of the most important things for reducing postnatal HIV transmission and improving child survival.

· Provision of anti-retroviral drugs may contribute to the reduction of transmission during the breastfeeding period and to the improved health of the mother and her child. 

· Guidelines should be reconsidered on a regular basis as new information becomes available.

· The goal should be a healthy child, not just preventing HIV transmission.

Providing HIV-positive mothers with support for infant feeding requires: 

· Trained and motivated counsellors 

· Breastfeeding promotion and support, lactation management, feeding options, complementary feeding, HIV prevention and transmission, counselling skills

· Enabling environment 

· antenatal and postnatal contacts

· VCT

· adequate space, time

· clear protocol for what information to provide/when, “job aids” (flipcharts, checklists, etc)

· Ability to conduct individual risk assessment

· mother, infant, family

· Supportive home/community environment

· partner & family support, disclosure

· community information, support groups

FOUR ISSUES:

Issue I.  Support for infant feeding in the context of HIV has been hampered by the lack of clear messages at various levels

Action:  There needs to be consensus on the information that should be provided for the following groups of people:


-Youth (young girls)


-Couples


-Community at Large


-Anti-Natal attendees before testing


-Women/families after testing and during post natal care

Suggestions:

1. In areas of high HIV prevalence, the community at large should know that HIV transmission can occur during pregnancy, delivery, and after birth through breastfeeding; that there are things that can be done to prevent/reduce the risk of HIV transmission; and that adults should be encouraged to learn their HIV-status in order to make the right decisions for themselves and their children.

2. All women should learn about how breastfeeding works and safer breastfeeding practices
.  The community should also be sensitised about safer breastfeeding practices.  

3. Both HIV-positive and HIV-negative women need to be provided with appropriate support.  For the HI-positive woman, the information and support will change over time.

· During the antenatal period,  HIV-positive women should be reminded, using visual aids, of the reasons for testing, the "window period," and the risks of HIV transmission. They should learn about the advantages and risks of different feeding options.  Risks include other outcomes in addition to HIV. They should be helped to make the best choice given her risk assessment.

· During the immediate post-delivery period, women should be supported to safely and immediately implement their feeding choice.  Early follow-up and support is important to address and correct any early feeding problems.

· During postnatal follow-up (well child, vaccinations, sick child) women should be provide with information on how to manage problems and changing feeding practices as the child grows older.
4. HIV-negative mothers need to learn about how to avoid becoming infected with HIV, how to breastfeed safely, how to manage and overcome common breastfeeding difficulties, and safe/appropriate complementary feeding.

5. HIV-negative mothers do not need to learn about feeding options for infected women since this information is not applicable to their own situation.  However, when infant formula is being provided to HIV-positive women in the health service, HIV-negative women and women of unknown HIV status should be advised of the reasons why some women are receiving infant formula and the risks/dangers of infant formula feeding when not specifically indicated.

6. In high prevalence areas, HIV-negative mothers should be advised of the benefits of periodic retesting.

Issue II: Human resources and capacity for infant feeding education and counselling are limited in most settings.

· Lactation management training should be integrated into PMTCT programs to reduce the risk of postnatal HIV transmission. 

· Misperceptions about exclusive breastfeeding and personal fears, attitudes, and beliefs about HIV hinder objective counselling by some health providers.

· In busy ANC/MCH clinics, existing staff may not have time to counsel HIV-positive women about a range of issues, including infant feeding.

· Maternal health and nutrition are important elements of PMTCT.

ACTION: 

· Roles and responsibilities for infant counselling should be defined.  Providers responsible for infant feeding education and counselling must be trained (requiring resource mobilisation). This training should be appropriate to their roles and responsibilities.

· Community and facility based group education should be done in all these areas to support providers. 

· Standard guidelines, tools and job aids should be developed and distributed with training and follow up.  Guidelines should include lactation management and training should be expanded to all providers at all levels (Traditional birth attendants, CBOs etc…) with appropriate adaptation.
· Counselling should include guidance for mothers to assist them to maintain their health and nutritional status. 
Issue III: Infant feeding support should be based on an assessment of the individual mother and assessment of the rationality of specific modes of infant feeding
Risk assessment should include an assessment of:

· The mother’s health status (including HIV status), her nutrition status and the availability of nutritional support for her

· The family context (socio-economic status)

· Prevailing social and environmental conditions   

Available data correlate risks of HIV transmission and mortality with maternal immune status (eg, CD4 count). Thus:

· If tests on immune status are affordable, they may greatly enhance health workers’ ability to counsel and support women on many issues, including infant feeding.

· More information is needed on clinical signs and/or nutrition indicators that can be used to assess maternal immune status and related risks.

ACTION:

Tools for carrying out individual risk assessment should be developed.  These tools need to assess maternal and infant risks for different feeding methods as well as the feasibility, acceptability, affordability, sustainability, and safety of feeding alternatives.

Measures also should be developed to address the risk factors identified.

Issue IV: The duration of and safe transition from exclusive breastfeeding
Safe transition from breastfeeding requires infant health and nutritional assessment, counselling of the mother, consideration of subsequent feeding options and the health impact on the mother (particularly breast problems).

The duration of exclusive breastfeeding needs to be 

· an informed choice of mothers, 

· undertaken from the beginning of breastfeeding, and  

· take into account community, family and partner views and support structures.

Research Needs:

· Assessment of optimal feeding options for safe transition from exclusive breastfeeding for example expressed breast milk, other milks, traditional foods, wet-nursing, etc.

· Additional study is needed on the impact of early breastfeeding cessation on child and maternal health outcomes.

· The impact of exclusive breastfeeding on postnatal transmission.

· How to reduce transmission during breastfeeding through lactation management and health and nutritional support for HIV-positive mothers. 

· The impact of HAART on transmission during breastfeeding.

· The impact of breastfeeding on health outcomes in HIV-positive mothers.

Unresolved Issues and Concerns

· What to do when women don’t want to test but fear or believe that they are infected or when testing is not available?  What advice should be given?

· In areas where ANC infrastructure is not available, what approaches can be used to reduce the transmission of HIV to infants during breastfeeding? 

DISCUSSION:

Comments made during the discussion included:

· Training should start pre-service and not just be in-servicve.

· More attention should be paid to the feeding period after cessation of breastfeeding.

· Guidelines are needed on how do we deal with untested mothers who have AIDS defining symptoms. Should they receive counselling on infant feeding options too?

· Informed consent needs to be further defined. Does informed choice really exist? There does not seem to be a magic bullet for this and it will differ between countries and even areas.

· How can we offer advice when we have so little evidence for which option is likely to be better under various circumstances? Isn't all this talk about "free choice" just a smoke screen for promoting formula?

· Does a free choice mean that all choices are as good? In South Africa a brochure says that whatever choice you make will be the best choice, but this is misleading. In certain situations some choices are likely to have much worse outcomes than others. There is a need for more data for evidence-based risk assessment of different options.

· Much depends on a well-functioning health system. Instead there has been a substantial degree of decay in the health system in recent years.

· Counsellors need adequate support as well.
· The UN has developed a training manual for a three-day course on HIV and infant feeding counselling. Although it might not be the perfect (for example, it largely ignores breastfeeding, assuming participants have taken the WHO 40-hour course on breastfeeding), it is a good start.
Group 5: Research, monitoring and evaluation, presented by Jean Burke

1. Agreed issues/recommendations

· Need to distinguish between Monitoring, Evaluation, and Research. The purpose, data needs, capacities etc for each vary considerably.

i. Monitoring is tracking and documentation of the progress of a program and its implementation and includes a rapid feedback loop.

ii. Evaluation is a view or assessment at periodic intervals of an activity so we can try to improve it.

iii. Research arises from a question or hypothesis in order to seek an answer.

· Research needs to be informed by programme needs, and must feed into policy/programme design.  This principle should not, however, rule out basic research on HIV and MTCT.

· Involve policy makers early in research, and make research results user-friendly for policy-makers and program planners.

· It must be ensured that research, monitoring and evaluation (M&E) findings are fed back to communities through a dialogue process

· There is a need for both quantitative and qualitative research to fully understand the issues.

· For issues such as MTCT, there is a need to learn from knowledge, experience and data from other disciplines/sectors and to disseminate this knowledge to inform future policy/program decisions.

· Need to prioritise, co-ordinate, and systematise MTCT research agenda (A re-prioritised agenda is attached).

· Need to access capacity of countries/regions to undertake research, M&E, and develop a capacity development plan at all levels, but especially focussing at country level.

· Need for a forum for policy makers, researchers and funding organisations to meet in order to prioritise research agenda, and to facilitate more rapid funding processes for MTCT research.

· There is an available pool of research tools that can be adapted for use in other settings (no need to re-invent the wheel each time).

· Need to document and share lessons. Facilitate publication of findings, dissemination, e-mail chats, and websites with a “governing” body; would allow greater sharing by NGOs (Could there be an organisation that does this for NGOs? WABA or other more crosscutting? BFHI News?  New and Noteworthy in Nutrition?) How do we get breastfeeding Research + issues to be appreciated/”heard”?

· Explore the use of small handheld computer/palm pilots, simplified data collection, and quick analyses for research

· Need to discuss and integrate routine monitoring for PMTCT into existing health monitoring systems in countries (instead of setting up separate vertical monitoring systems).

· Need a better and more manageable number of indicators for meaningful baseline data collection.

· In M&E the tension between going forward vs. setting up monitoring systems needs to be balanced.

· Capacity for monitoring needs to be strengthened before scaling up.  We may have existing M&E tools (UNAIDS). M&E should be standard in all programs – may be research-based.

· Combine logistics data with occasional observational studies to strengthen evaluation.

· In M&E, program assessment and monitoring data need not meet “statistical rigor” but do need quality assurance.

· We must ensure that nutrition indicators are included in HIV M&E.  An indicative list of indicators is: 

· Infant feeding practices (need better definition)

· diarrhoea/acute respiratory infection morbidity

· growth

· maternal weight

· counselling (disclose status, was she counselled on infant feeding, etc.)

· Breast and mouth pathologies (how to gather these?)

· Have men/families been counselled? When? Where? (“right to know”)

· Men’s knowledge, attitudes and practices (condom use)  

· Who are the caregiver(s)

· Age, socio-economic, etc. 

· dates identifier

· Monitoring should include elements of cascade (numbers of women who are contacted, # counselled, # tested, #infant feeding counselled, # accepting each choice, # succeeded with choice, was anyone else involved in counselling)?  Goals and indicators will differ, so the 3-4 essential measures selected from this list will vary accordingly.

· New/existing channels (such as regular Demographic and Health Surveys--DHS) should be used for adding MTCT indicators (need to identify appropriate indicators for inclusion in DHS).

· Need to ensure the comparability between studies on MTCT in populations where breastfeeding occurs through:

· Use of existing definition of breastfeeding patterns and when necessary, development of new definitions;

· Developing guidance on how to collect, analyse and interpret disaggregated data on infant feeding and timing of postnatal infection in a standardised way.

2.
Methodological issues for research and monitoring:

· Loss to follow-up; cascade of loss to follow up needs increased study to assess why loss occurs at each level - it may differ from setting to setting.

· Measurement issues around exclusive breastfeeding

· Alternatives to recall, including infant feeding diaries

· How do we avoid the right-answer-syndrome?

· Consistent use of definitions

· There can be rigorous research that does not meet the standards of double-blind randomised controlled trials. 

· Available tools should be put on a website for access to all interested.

3.
Dilemma: research rigor vs. urgency
· On one hand there is a need for rigor and high standards (e.g. sample size, design and methodological issues) to facilitate correct interpretation of results, and to guide policy on the basis of valid and reliable findings.

· On the other hand, there is good justification for quick research that may be imperfect but can rapidly provide guidance for critical action

· Can we find ways to overcome the lack of rigor – e.g. meta-analyses--without compromising the credibility of the research?

· More rigorous research results are slower so programs/policies may get established that may be relatively irreversible. How do we resolve this dilemma? When does HIV research become acceptable for programming? Are different “standards” being used for judging the quality of HIV research outcomes/findings compared to research on other issues?

· Which has priority: replication of major research or repetition of studies to convince country policy makers?  Perhaps a balance between the two?

· Is there a way we might mine research and programme data to increase our understanding of an issue, e.g. for understanding the feasibility and potential health impact of rapid cessation, there is a legitimate need for secondary data analysis 

4.
Research Priorities:

Identified needs for research, modified from WHO Geneva meeting of October 2000.

Highest priority issues are marked with an asterisk (*)

	Type, duration and efficacy of antiretroviral prophylactic regimens 

	
	Continue evaluation of long term efficacy and safety of antiretroviral regimens. 

	
	Evaluate the short term and long term efficacy and safety of combination antiretrovirals during the peripartum period (e.g. ZDV + NVP).

	
	Evaluate the efficacy and safety of antiretroviral drugs not yet assessed for PMTCT, e.g. non-nucleoside reverse transcriptase inhibitors such as Efavirenz, and nucleoside reverse transcriptase inhibitors such as Stavudine (d4T), Didanosine (ddI).


	Resistance to antiretroviral prophylactic regimens


	*
	Evaluate the development,  timing, and evolution of genotypic and phenotypic drug resistance induced by antiretroviral  prophylactic regimens,  including the relationship of resistance to viral subtype/subtype recombinants,  and specific drugs and drug classes

	*
	Assess the clinical significance of the occurrence of viral mutations in relationship to:

· The course of HIV disease in mothers and infants exposed to peripartum antiretroviral MTCT-prevention interventions;

· The treatment of HIV disease in mothers and infants exposed to peripartum antiretroviral MTCT-prevention interventions;

· Risk of transmission in current and subsequent pregnancies;

· Risk of sexual transmission following use of antiretrovirals for MTCT-prevention. 

	*
	Encourage surveillance for emergence of viral resistance in populations where antiretrovirals have been introduced for PMTCT and/or treatment.  This should be undertaken as part of an overall strategy for resistance surveillance, based for example on the WHO global strategy for antimicrobial resistance containment. 


	Risks and benefits of different patterns of infant feeding

	*
	Evaluate further the influence of infant feeding patterns (exclusive breastfeeding, exclusive formula feeding, mixed feeding and duration/timing of breastfeeding cessation) on MTCT, overall infant morbidity and mortality, and birth spacing, including long term outcomes (2 yrs +)

	*
	How to make safe breastfeeding, esp. exclusive BF, the normative practice

	*
	Optimal breastfeeding, support/management to prevent breast problems

	*
	How must complementary feeding guidance be modified/adapted in endemic areas: what is being done

	*
	Feasibility to improve complementary feeding?

	
	Evaluate the influence of breastfeeding on nutritional status, disease progression and mortality of HIV infected women.  Identify an appropriate package of nutritional support and care for HIV-infected women.

	
	Better quantify the rate of MTCT through breastfeeding among mothers who become infected with HIV after delivery.

	
	Conduct research on HIV in breastmilk to better understand the relationship between postnatal HIV transmission and HIV viral load, the presence of resistant virus in breastmilk, and other breastmilk components that influence transmission risk.

	*
	Define and study the feasibility, affordability, acceptability, sustainability, safety and cost-effectiveness of the various replacement feeding approaches, with special attention to milk banking, heat treatment and modified milks in different socio-economic and cultural settings.


	Reduction of MTCT during breastfeeding

	*
	Evaluate the efficacy of infant and/or mother ARV treatment (including full combination therapy for treatment of the mother) and immune based interventions (i.e. infant HIV vaccines and passive immune therapy) on the prevention of MTCT through breastfeeding.

	*
	Evaluate how best to ensure that the transition period between exclusive breastfeeding and no breastfeeding carries minimum HIV, nutritional and psychological risks for the infant and mother.

	
	Assess the feasibility and safety of heat treating expressed breastmilk in the home to inactivate the virus.

	*
	How to handle infant feeding in emergencies in HIV-prevalent areas

	*
	Evaluate further the role of mastitis and other breast pathology in HIV transmission through breastmilk and assess and develop strategies to prevent and manage such problems in HIV context


	Research Linked to Implementation, Monitoring and Evaluation

	*
	Research on scaling-up cost-effectively, including alternative training approaches, etc.

	
	Study approaches to enhancing community preparedness and communication strategies.

	*
	Study barriers to different steps of VCT in pregnant women in different settings. 

	
	Study barriers to antiretroviral adherence for MTCT prophylaxis.

	
	Study the acceptability and performance of rapid same day antenatal VCT.

	
	Study the acceptability and effectiveness of VCT and ARV prophylaxis starting in labour or soon after delivery in mothers who have not benefited from antenatal testing.

	
	Develop alternative methods to PCR for early diagnosis of HIV infection in infants suitable for use in developing countries.

	*
	Study the effects of infant feeding recommendations for HIV-infected mothers on general population behaviours related to breastfeeding. 

	*
	Determine ways to promote partner, family and community involvement to increase understanding and appropriate acceptance and support for infant feeding options and choices, and to reduce stigmatisation.

	*
	Evaluate existing and develop improved techniques for infant feeding counselling. Specifically: 

· How formula is used in household

· How free/subsidised formula influences choices

· What complementary/full feeding is needed following cessation at various ages


Questions:

1. Is this list adequate, or do we need to add/subtract from this list?

2. What progress has been made vis a vis this list since Oct 2000?

3. Can we prioritise further and possibly come up with a more “doable” list?

DISCUSSION:

Issues raised during the discussion included:

· Research should be independent, in particular from companies with vested interests in the outcome.

· Is anyone monitoring formula provision by Governments, particularly infant health outcomes? There is monitoring going on of spillover and of infant feeding counselling, but not much on outcomes. Resource constraints have led to compromises being made.

· We need some kind of body to monitor, guide and mobilise resources for research on HIV and infant feeding (e.g. like IVACG).

Much information in PMTCT is collected prenatally. Too little is done to collect health outcomes after infant feeding counselling. This has implications for scaling up PMTCT. Only if we improve on this will we be able to say three years from today, "this is what we’ve learned." There is a need for linking with existing strong programs like IMCI, EPI and growth monitoring and promotion. There is also a need to integrate among development agencies working on PMTCT. We do not want to create a separate health information system, but need to look carefully at why programme monitoring is still so weak.

· There is a need for strengthening monitoring and evaluation, including related to infant food marketing. People involved in PMTCT are too naïve in this respect. 

· Maybe WABA could co-ordinate some kind of fund for pushing ahead work on implementing the priority research agenda etc.

· WHO and the Ghent Group have initiated some kind of MTCT research co-ordination mechanism; the first meeting is planned for December 2002.

“Safer Breastfeeding”: � 





Exclusive breastfeeding


Good breastfeeding techniques to prevent engorgement, cracked nipples, mastitis, abscesses


Immediate treatment of breast problems, other infections


Safe sex during breastfeeding





� 	Resistance should be evaluated in the context of clinical trials or sub-studies within implementation projects.





