Opening Statement by Dr Connie Osborne MTCT Focal Point. On behalf of UNAIDS Executive Director, Dr Peter Piot. 

Colleagues and friends, 

First, may I present the apologies of Dr Peter Piot, Executive Director of UNAIDS, that unfortunately his schedule did not permit him to attend today. He looks forward to receiving an account of this meeting and its outcomes.

1.HIV and infant feeding: the dilemma 

Breastfeeding is best for babies and for mothers too. Nothing is more important for a mother than assuring the best start in life for her baby. 

But as we all know approximately one-third of all HIV infections in infants and young children may be attributable to breastfeeding. 

While avoiding breastfeeding seems the most logical (and ethical) course when the mother is HIV-infected, the means of achieving this outcome while avoiding other unintended risks is in fact more complicated. In many resource poor settings, the socio-economic and cultural situations are not optimal for safe replacement feeding. There is often no money, no clean water and no fuel. In addition, there are serious concerns about deterring mothers without HIV from breast-feeding if breast milk substitutes are offered population-wide as one of the options for reducing the risk of MTCT of HIV. To add to our troubles, the time period associated with the highest risk of breast milk transmission seems to be exactly the same time period when babies need breast milk the most (Ruth Nduati et al JAMA 2000;283:1167-1174) . 

Let us step back and see where we are with the epidemic in infants, children and women

2.The epidemic in infants, children and women: where are we? 

In 2001, an estimated 800,000 children (aged 0-14) were infected with HIV - the overwhelming majority through MTCT of HIV. 

In the same year 580,000 children died from AIDS

As we meet today, we have globally, 14 million AIDS orphans and 3 million children (0-14) living with HIV; 11 million of the orphans and 2,6 million of the infected children live in sub-Saharan Africa but the numbers in other regions – notably South East Asia are increasing. 

In 2001, an estimated 2.6 million pregnant women were HIV positive globally. Although this number is relatively small compared to the number of HIV negative women who fell pregnant in the same year (>150 million), in some high prevalence countries and among specific groups, the prevalence levels among pregnant women continue to be startlingly high – over 30% in women in large urban areas in Botswana, Zambia, Lesotho, Zimbabwe and Swaziland. 

3. Prevention of MTCT of HIV: A high priority 

The impact of AIDS on children was a core issue at the recent UN General Assembly Special Session on Children this year. In June last year, MTCT of HIV was a key concern during the UN General Assembly Special Session on HIV/AIDS. At each of these two historic events, all the 189 UN Member States unanimously committed themselves to the goal of reducing the proportion of infants infected with HIV by 20% by 2005, and by 50% by 2010.

Strategic approaches to prevent MTCT of HIV include: 

· prevention of HIV in general especially in women and young people; 

· prevention of unintended pregnancies among HIV infected women; 

· reduction of the risk of MTCT of HIV and 

· provision of care, treatment and support to HIV infected women, their children and families. 

The prevention of transmission through appropriate good and safe infant feeding practices is encompassed in the  3rd and 4th strategic approaches.

Prevention of MTCT of HIV is now not only a high priority in many countries but is increasingly becoming a rallying point for enhanced prevention and care efforts targeted at the survival of mothers, their children and families (MTCT Plus). Indeed the recommendations of this Colloquium, the first of its kind which brings together the “Breastfeeding community” and the “HIV community” will contribute significantly to child survival and health. 

We will all I hope return home with more clarity on issues surrounding what is believed to be one of the biggest barriers to child survival today – HIV infection through infant feeding. 

4. The Challenges and Windows of Opportunity 
In 1998, the technical evidence became available that the rate of HIV transmission from mother to child could be cut by 50% at a relatively affordable price. However, a sigh of relief that we could solve MTCT of HIV in the most affected regions was premature. 

It was premature to assume that women would easily accept being tested and if efforts were made to take care of the cost of breast milk substitutes some women would, if properly supported, opt to formula feed. 

The last 4 years have taught us differently!  

4.1 Increasing access to information 
Lack of access to information stands in the way of good infant feeding practices not only in the context of HIV but, in the context of child survival generally. 

According to the UNAIDS recent report on the global HIV/AIDS epidemic (2002), in the most HIV affected countries, the percentage of women who knew HIV could be transmitted from mother to child ranged from 37% in Sierra Leone to 88% in Zambia and Rwanda. Combating lack of access to information is a key element of any national AIDS plan. 

4.2 Increasing access to voluntary counselling and testing (VCT) 

Many women, in particular pregnant women and lactating mothers, do not know their HIV status. Lack of access to diagnostic services – is a major barrier. 

Whilst there is an urgent need to integrate VCT services in all Reproductive Health and Maternal and Child Health clinics, all women including pregnant and lactating women should be assisted in knowing where they can be tested when this is not available at their local clinic and why this is in their interest and that of their children

Even where services are available and women know where to have a test and why, they are often reluctant to use the services. Their reasons include: stigma and discrimination, fear of rejection by the partner and family, and feeling that there are no obvious tangible benefits for the mother. Only a tiny percentage of women in several African countries have been tested, despite the fact that a considerable larger percentage know where they can obtain the test (UNICEF (2000) Multi-Indicator Cluster Survey 2)

Overcoming the obstacles to increasing access to VCT and accepting it will go a long way in enabling pregnant women and mothers to make better informed decisions related to PMTCT and infant feeding in particular.

4.3 Increasing access to ANC services 
One of the benefits of routine antenatal care (ANC) is infant feeding counselling regardless of a woman’s HIV status. With increasing awareness of issues surrounding HIV, infant feeding counselling has become increasingly important and the antenatal clinic is often the only place where specialised infant feeding counselling in the context of HIV is done.

Furthermore, in high HIV prevalence countries, the ANC clinic is the venue where most women find out about their HIV status for the first time. It goes without saying therefore, that women with limited access to ANC services miss out on these additional PMTCT benefits. We know the barriers that make women not seek ANC services. They must be addressed.

4.4 Improving program uptake 

The events that stimulate women pregnant or non-pregnant, to learn their HIV status and seek information about infant feeding are complex. There are potential obstacles at every step even  after making the decision to be tested: women may not go back for their test results and they may not, if HIV positive, disclose to those who  might help them to decide on the best infant feeding option for themselves and their babies and or support them in their choice.

In settings where PMTCT programs have been introduced, the implications of having the test should be explained and women should be reassured that the results would not be revealed to anyone else without their permission. More importantly, if services are to be accepted and not place women under further jeopardy, women should be told that not accepting to be tested for HIV would not compromise their care. 

4.5 Antiretroviral Therapy and Infant feeding 

During this meeting, we shall be hearing about some of the ongoing research on HIV transmission through breastfeeding including research to improve the safety of breastfeeding for infants born to HIV-infected women. 

There is reason to be optimistic. During the International AIDS Conference this year in Barcelona we heard of more effective regimens including combination prevention treatment with zidovudine (ZDV) and nevirapine (NVP) and the use of highly active antiretroviral therapy (HAART) in ill women in breastfeeding populations to prevent MTCT of HIV whilst improving their health. There were also encouraging results which showed that newborn post exposure prophylaxis (PEP) with ZDV and or NVP might be a feasible option for women of unknown status who arrive at the clinic in labour and an HIV test could not be done. 

Universal NVP to pregnant women of unknown status has been shown to be cost effective in some studies but raises other concerns among which is the challenge of how to counsel women on infant feeding in the context of an unknown status and having received medication to prevent MTCT. A technical consultation organised by WHO to discuss the use of nevirapine in women of unknown status did not endorse the untargeted use of NVP to prevent MTCT except in research settings. 

4.6 Unclear messages about the infant feeding guidelines 

Even in high HIV prevalence countries, the majority of infants are born to women who are not infected with HIV. For these infants breastfeeding is the best feeding choice. For women who have not been tested for HIV, and in the absence of compelling evidence that they have HIV, breastfeeding remains the best choice.

HIV infected mothers should receive counselling, which includes information about the risks and benefits of different infant feeding options, and specific guidance in selecting the option most likely to be suitable for them. 

There have unfortunately been a lot of unclear and inconsistent messages in relation to the basic UNAIDS/WHO/UNICEF guidance on HIV and infant feeding and how to implement it. Indeed this colloquium will be addressing this issue and is expected to arrive at a common understanding of these guidelines which have been widely adopted / adapted by several low and middle income countries.

It is also important to note that: 

“Counselling women to make an informed choice requires deep understanding of the social issues, compassion, knowledge of the household situation, the ability to communicate complex concepts, and the ability to emotionally support women in a decision that affects themselves, their children and their entire family”

Ellen Piwoz, member of the Ndola formative research team. Source: HIV/AIDS and Infant feeding; risks and realities in Africa, AED, June, 2000

4.7 MTCT Plus : “HIV infected infants are at an 8 fold increase in risk of death whether they are HIV infected or not when their mothers die within a year of giving birth to the infants. (Nduati, Lancet 2001;357:1651-55)”.
We are at long last moving from regarding pregnant women as vehicles for infection and are finally recognising their own right to care. We are also now dealing with the fact, that unless this support is provided, infants who benefit from PMTCT programs are likely to be motherless by the time they walk. 

Providing care, treatment and support to HIV positive mothers, their partners, and children including HAART where indicated, will not only improve the health of the mothers but will improve overall program uptake, curtail the growing orphan problem and further reduce the risk of MTCT of HIV. 

4.8 Addressing the primary care needs of women
Beyond MTCT Plus, the primary care needs unique to women with HIV should also be addressed. Women living with HIV tend to have higher viral loads and lower CD4 counts. They are often diagnosed later and generally have poor access to care and medications. They are usually relied upon to meet the care needs of their partners, children and other family members, many of whom are also HIV-positive. Finally, they must also contend with the vulnerability related to reproductive issues and domestic violence. 

We know that gender inequity is at the bottom of this marginalisation of the primary care needs of women. Unless this is addressed, the status quo will remain. An integrated approach to PMTCT which aims at improving women’s status in society and their primary health care needs including “safe motherhood” is the route to child and family survival.

5. What is the UN doing? 
The UNAIDS Cosponsors and Secretariat are taking a number of steps to support the reduction of mother to child transmission of HIV, including reducing the transmission that occurs through breastmilk. We also share the concern of those who have noticed an apparent decline in support for breastfeeding in settings where the primary causes of infant deaths are infectious diseases
 – in many cases other than AIDS - and malnutrition 

Many programs have not formally trained health workers in infant feeding counselling in the context of PMTCT. In addition there has been concerns about the quality of training accounting for the apparent gap between the health worker’s knowledge and practice in this area.

In Botswana according to a recent report on an evaluation on infant feeding in PMTCT and non PMTCT sites. Key findings included:

· Over 80% uptake and adherence to exclusive formula feeding

· Low levels of exclusive breastfeeding in HIV positive mothers who choose to breastfeed

· Higher proportion of HIV negative mothers opting to formula feed

· Poor health worker knowledge and skills on infant feeding

I believe that Botswana is one of the countries that will be sharing their experience and in particular will be addressing the issue of how to promote breastfeeding in areas of high prevalence given their scenario.

Allow me to share with you some selected actions that UNAIDS, including our Cosponsors especially WHO and UNICEF, is undertaking to address the challenge of HIV and infant feeding.

The department of Child and Adolescent Health of the WHO is in the process of developing, in collaboration with the Academy for educational Development, UNICEF and the UNAIDS Secretariat, a set of HIV and infant feeding counselling cards. The set of cards is intended as a tool to help health workers in providing better infant feeding counselling and support to HIV-positive mothers. This is a step forward.

In addition, WHO and UNICEF are revisiting the WHO/UNICEF/UNAIDS HIV and Infant Feeding Modules (guidelines) for decision makers, program managers and supervisors. The revision will take into account the many lessons we have learnt in the last 4 years and the recommendations of this meeting. 

Again WHO, UNICEF and UNAIDS Secretariat are working on a framework for priority actions for HIV and infant feeding. A presentation on this will be given and this meeting’s input into the framework will be very useful.

To what extent can HAART reduce transmission during breast-feeding and at what stage of immunodeficiency would it be best to start this treatment considering the balance of risks and benefits? Both these questions are being addressed in a multicentre study being co-ordinated by WHO. The answers to these questions would be yet another step forward
But we have not done enough in supporting governments to deal with the local problems. Recently, UNICEF sent out an Infant feeding and Mother-to-Child Transmission of HIV Technical Guidance Note to all its country offices to guide UNICEF staff in assisting governments to address the issue of HIV and infant feeding by implementing the current UNAIDS/WHO/UNICEF guidelines. It is another step forward and I am sure there are many steps forward that we will hear about at this meeting and at the WABA Forum.

6. Way forward 
6.1 Removing stigma and discrimination

Stigma and discrimination is the theme of the World AIDS Campaign for this year and next year (2002 – 2003). The main objective of the campaign is to help to prevent, reduce or eliminate stigma and discrimination wherever it occurs and in all forms. We therefore have a window of opportunity here, for all of us in both the HIV and Breastfeeding communities, to work together in eliminating the specific stigma and discrimination related to HIV and infant feeding. 

In many Breastfeeding populations, exclusive breastfeeding is not a cultural norm. With increasing awareness of issues surrounding MTCT of HIV, it is unfortunate that women who opt to exclusively breastfeed are in some settings beginning to be stigmatised in a similar way as those who opt for other alternatives to breastfeeding. This campaign could put a halt to this if we all join hands and speak with one voice.

6.2 Community mobilisation and Male involvement


Respect for the community’s way of doing things including infant feeding should be one of the guiding principles when integrating PMTCT interventions in routine antenatal care services. In this context dialogue with the community leaders including the traditional birth attendants, must be the first step. The community should be involved in the planning and execution of all interventions that will enable it to not only have an HIV free generation but one in which the families are intact for as long as is possible. The importance of Infant feeding counselling as one of the vital components of the PMTCT intervention package should be explained and the community supported to deal with this in a positive manner.

Men in their own right need special targeting. A recent study in Kenya presented at the Barcelona conference on “Male involvement and Infant feeding choices in HIV infected women” showed that women who shared their HIV status with their partners were more likely to practice exclusive breastfeeding or to adhere to formula than to practice mixed feeding. 

6.3 Co ordination among PMTCT sites 
Although it is encouraging to note the continuing increase in the number of local and international actors joining efforts to reduce MTCT of HIV, in countries where PMTCT programs are running, the government has remained the main implementing organ. In some cases, government capacities need to be urgently improved so that they can take on program responsibilities. 

Beyond providing the enabling policy and legislative environment for programs to be accommodated, not only in the context of Reproductive and Maternal and child Health programs, but in the broader context of women’ sexual and reproductive health rights and all HIV prevention and impact mitigation programs, the government must see to it that appropriate co ordination mechanisms are in place for both the national response to MTCT of HIV and that of its partners.

Countries with no appropriate PMTCT policies, legislation and or no co ordination mechanisms should therefore be encouraged to develop these.

6.4 Consensus on the guiding principles relating to policy and practice concerning HIV and infant feeding
Our goal to protect, promote and support good infant feeding practices should be for all women and parents, whether or not they are HIV infected. We must increase our efforts to prevent HIV infection in general and particularly so in women and young people while at the same time recognising that HIV infected mothers and mothers of unknown status need special support. Everything must be done to encourage women and parents-to-be to know their HIV status, remain negative if they are not infected and avoid unplanned pregnancies. Women and parents to be who are found to be HIV positive should be equipped with the information on how to avoid being re-infected or infecting each other where one of the partners is negative. This should be done not only in the context of PMTCT but in the context of their own health and the health of their children and families. 

Finally, we have not learnt enough about the risks and benefits of all infant feeding options for HIV positive women. While we need to redouble our efforts in learning more we need not wait until we have all the answers. 

Thank you. 







�Is that what this sentence means? 
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