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One of the challenges around infant and young child feeding in emergencies, and to optimal infant and young child feeding practices in general, is breastfeeding in the context of HIV:


‘The HIV pandemic and the risk of mother-to-child transmission of HIV through breastfeeding pose unique challenges to the promotion of breastfeeding, even among unaffected families. Complex emergencies, which are often characterized by population displacement food insecurity and armed conflict, are increasing in number and intensity, further compromising the care and feeding of infant and young children the world over’. 


Global Strategy for Infant and Young Child Feeding. UNICEF/WHO, 2003.

Those responding to emergencies in HIV affected populations may be faced with many questions and dilemmas:  

- What are the risks of HIV transmission through breastfeeding?

- Should all mothers be advised not to breastfed their baby, given these risks of HIV transmission?

- What feeding practices should be recommended if the HIV prevalence is high in an emergency affected population?
1.0 What are the risks of HIV transmission through breastfeeding?

· HIV-infected mothers can transmit the virus to the baby through breastfeeding. This risk is about 5-20% if a baby were to receive any breastfeeding for 2 years and neither the baby not the mother receive any antiretroviral drugs [WHO, 2007].

However, not all patterns of breastfeeding carry the same risk of HIV transmission. Preventive actions – support to exclusive breastfeeding and provision of antiretroviral drugs  - can be taken to reduce the transmission of HIV through breastfeeding, thus making this feeding option even safer for infants and children:

· The risk of postnatal transmission through breastfeeding can be lowered to 1.3 - 4 % by exclusive breastfeeding for 3-6 months (Iliff, 2005; Coovadia et al, 2007;  Kuhn, 2007).

· The risk can be further lowered to about  1-2%, if also combined with maternal or infant anti-retroviral (ARV) prophylaxis (Mofensen et al, 2008; Palombi et al, 2007).

But HIV transmission cannot be the only consideration. HIV-free child survival considers the combined risk of HIV infection and the risk of death from any other cause. While breastfeeding by a HIV-infected mother or caregiver carries a risk of HIV transmission, not breastfeeding, poor breastfeeding practices, and the use of breastmilk substitutes all carry risks of illness and death, especially for people living in poverty. In fact, poor breastfeeding practices increase the risks of both HIV transmission and illness in HIV-exposed infants. For example:
· Mixed feeding before 6 months (combining breastfeeding and formula feeding and/or too-early introduction of complementary foods) increases both the risk of HIV transmission and infections due to other causes, like diarrhoea. (Coutsoudis et al, 1999; Illif, 2005; Kuhn, 2007) 


In one study, mixed breast and formula feeding before or after 14 weeks nearly doubled HIV transmission risk and the addition of solids increased the risk 11-fold (Coovadia et al, 2007)

Replacement feeding is feeding infants who are receiving no breastmilk with a diet that provides the nutrients infants need until the age at which they can be fully fed on family foods. During the first six months of life, replacement feeding should be with a suitable breastmilk substitute, usually with infant formula. After six months the suitable breastmilk substitute should be complemented with other foods. 


With complete breastfeeding avoidance, the risk of HIV transmission is nil. But in situations of poverty, the risks of death from other causes, like diarrhoea, rise when infants are not breastfed. Studies have found that:

· Avoidance or early cessation of breastfeeding in children of HIV-infected mothers has been associated with increased morbidity, especially from diarrhoea (Coutsoudis et al, 2008). 

· Mortality by 3 months of age for replacement-fed babies was almost double that of those who were exclusively breastfed (Coovadia et al, 2007). 

· In a study of the survival of 182 infants born to HIV-infected mothers in Uganda, by 1 year of age, 18% of replacement fed infants were likely to die, compared to 3% of breastfed infants (Kagaayi J et al, 2008).

It is important to also consider that children who are HIV-infected have better chance of survival if they are breastfed (Thior et al, 2006).
Considerations on HIV-free child survival and balancing the risks and benefits of different feeding options have informed current recommendations on infant feeding and HIV (WHO, 2007).

2.0 WHO Recommendations
HIV status of the mother is unknown or she is known to be HIV-negative: 

· Exclusive breastfeeding for the first six months of life. At six months, introduce nutritionally adequate and safe complementary foods while breastfeeding continues for up to two years of age or beyond. This recommendation is consistent with the recommendations for optimal (safe and appropriate) infant and young child feeding for the general population.
For a HIV-infected woman: 
· Exclusive breastfeeding for the first 6 months of life unless replacement feeding is acceptable, feasible, affordable, sustainable and safe (AFASS) for a woman and her infant before that time.

· At six months, if replacement feeding is still not acceptable, feasible, affordable, sustainable and safe, continuation of breastfeeding with additional complementary foods, while the mother and baby continue to be regularly assessed. 

· When replacement feeding is acceptable, feasible, affordable, sustainable and safe, avoidance of all breastfeeding by HIV-infected women is recommended.

· The most appropriate infant feeding option for a HIV-infected mother should continue to depend on her individual circumstances, including her health status and the local situation, but should take greater consideration of the health services available and the counselling and support she is likely to receive.

· Whatever the feeding decision, health services should follow-up all HIV-exposed infants, and continue to offer infant feeding counselling and support, particularly at key points when feeding decisions may be reconsidered, such as the time of early infant diagnosis and at six months of age.

· Breastfeeding mothers of infants and young children who are known to be HIV-infected should be strongly encouraged to continue breastfeeding.

· When an infant reaches six months of age, it is no longer recommended to rapidly or abruptly cease breastfeeding, because of the possible negative effects on the mother and infant.  

· The immediate safest recommendation for all newborns in an emergency is protection and support for early initation of exclusive breastfeeding, irrespective of the HIV prevalence in the population.

These recommendations reflect that breastfeeding – particularly optimal breastfeeding practices such as exclusive breastfeeding - has an important role to play in HIV-free child survival.
AFASS Conditions

The first alternative to prolonged breastfeeding consists of the complete avoidance of breastfeeding, which is then usually replaced by commercial infant formula (WHO, 2007). AFASS = acceptable, feasible, affordable, sustainable and safe.
UN definitions of AFASS conditions

· Acceptable: The mother perceives no barrier to replacement feeding. Barriers may have cultural or social reasons, or be due to fear of stigma or discrimination. According to this concept, the mother is under no social or cultural pressure not to use replacement feeding - she is supported by family and community in opting for replacement feeding, or she will be able to cope with pressure from family and friends to breastfeed, and she can deal with possible stigma attached to being seen with replacement food.
· Feasible: The mother (or family) has adequate time, knowledge, skills and other resources to prepare the replacement food and feed the infant up to 12 times in 24 hours. According to this concept, the mother can understand and follow the instructions for preparing infant formula, and with support from the family can prepare enough replacement feeds correctly every day, and at night, despite disruptions to preparation of family food or other work.
· Affordable: The mother and family, with community or health-system support if necessary, can pay the cost of purchasing/producing, preparing and using replacement feeding, including all ingredients, fuel, clean water, soap and equipment, without compromising the health and nutrition of the family. This concept also includes access to medical care if necessary for diarrhoea and the cost of such care.
· Sustainable: Support for adequate replacement feeding is needed throughout the period for which breastmilk is normally recommended and during which the child is at greatest risk of malnutrition, that is for the first two years of life (WHO, 2007). Availability of a continuous and uninterrupted supply and dependable system of distribution for all ingredients and products needed for safe replacement feeding, for as long as the infant needs it. According to this concept there is little risk that formula will ever be unavailable or inaccessible, and another person is available to feed the child in the mother’s absence, and can prepare and give replacement feeds.
· Safe: Replacement foods are correctly and hygienically prepared and stored, and fed in nutritionally adequate quantities, with clean hands and using clean utensils, preferably by cup. This concept means that the mother or caregiver:

— has access to a reliable supply of safe water (from a piped or protected-well source)

— prepares replacement feeds that are nutritionally sound and free of pathogens

— is able to wash hands and utensils thoroughly with soap, and to regularly boil the utensils to sterilise them

— can boil water for preparing each of the baby’s feeds

— can store unprepared feeds in clean, covered containers and protect them from rodents, insects and other animals.
Sources: HIV and infant feeding. 2003. A guide for health-care managers and supervisors. UNICEF, UNAIDS, WHO, UNFPA, 2003. WHO, 2007. HIV and infant feeding update
3.0 Lessons Learned

Lessons from Botswana (2006)
The risks of not breastfeeding are due not only to the loss of the valuable immunological protection that breastmilk provides, but because the alternative - replacement feeding with a breastmilk substitute – exposes an infant to great risk when AFASS conditions are not in place for an individual mother and infant. This is reflected in experiences from Botswana in 2005/06.  

In Botswana, replacement feeding using infant formula was offered to all HIV-infected mothers as part of a national programme to prevent transmission of HIV from mother to child (PMTCT). But flooding led to contaminated water supplies, a huge rise in diarrhoea and national under five mortality increased by at least 18% over 1 year. An investigation by the Centre for Disease Control (CDC) into admissions in one hospital found that non-breastfed infants were 50 times more likely to need hospital treatment than breastfed infants, and much more likely to die. Many of the children admitted had developed severe acute malnutrition during or after bouts of diarrhoea. Use of infant formula ‘spilled over’ to 15% of HIV-uninfected women, exposing their breastfed infants to unnecessary risk. 
As a consequence, Botswana modified its national policy in line with 2006 WHO recommendations on HIV and infant feeding, strengthening breastfeeding support and ensuring that conditions to minimise the risks of replacement feeding were in place for individual mothers before embarking on this feeding option.    (Creek et al, 2006).
The Botswana experience highlights the extreme vulnerability of non breastfed children. It reflects that a balance of benefits and risks of different feeding options are needed in a given context. It highlights the need to strengthen breastfeeding protection and support in HIV-prevalent populations. It describes a context where a considerable proportion of infants may not be breastfed and so are at immediate risk in an emergency. It reflects the high risks of artificial feeding in resource limited settings, both for non-breastfed infants and for breastfed infants if care is not taken to avoid ‘spillover’ of infant formula use.

Study in rural Uganda (2008)
In a study of the survival of 182 infants born to HIV infected mothers according to feeding mode, some of the key findings were:

1. The cumulative 12 month probability of mortality was 18% in artificially fed infants, compared to 3% in breastfed infants (adjusted for maternal age and use of antiretroviral therapy - ART).

2. There was no statistically significant difference in HIV-free survival between breastfed and non-breastfed infants, despite the fact that most infants were mixed fed. Only 25% of infants were exclusively breastfed at one month of age, and 18% at six months of age and had exclusive breastfeeding been achieved for more infants that HIV-free survival would have been higher in the breastfed group.

3. The survival of HIV–infected infants was severely compromised by artificial feeding. All 3/69 artificially fed infants who tested HIV positive at one month of age had died by 1 year of age but all 12/92 breastfed HIV infected infants were alive at 1 year. 
The challenges in the preparation and storage of artificial feeds, even with intensive counseling and support, are also illustrated in the experiences from Uganda. In this study, excess mortality in replacement fed infants had led to abandonment of this feeding as an option for HIV-infected mothers and had identified the need for heightened support to artificially fed infants. Even then, mothers failed to follow the minimum guidelines designed to minimize risk of artificial feeding in this context.
One of the actions taken was additional individual level support, targeted at mothers whose babies were established on replacement feeding. A household hygiene survey was conducted of these mothers (n=29) that found:

· All mothers reported using soap and water to wash hands and utensils. However 59% (n=17) reported reusing feeding utensils without washing

· Despite a ban on using bottles to feed, 86.7% (n=25) of mothers were using them

· 17.2% (n=5) mothers stored left over feed

· 31.1% (n=9) reported difficulties maintaining clean utensils

· 65.5% (n=19) reported difficulty measuring formula

· 31.1% (n=9) reported difficulty in keeping utensils clean for night feeds

· 59% (n=17) delegated feeding to caretakers, 47.1% (n=7) to older children and the remaining to the father or a relative

· 79.3% (n=23) had a toilet but only 47.8% (n=11) had handwashing facilities at the toilet

Kagaayi J et al (2008)
4.0 Recommendations of the Operational Guidance on IFE

In an emergency, it is likely that the risks of not breastfeeding and of replacement feeding to child survival outweigh the risks of HIV transmission – this is reflected in the recommendations of the Operational Guidance on IFE:

“The risks of infection or malnutrition from using breastmilk substitutes are likely to be greater than the risk of HIV transmission through breastfeeding. Therefore, support to help all women to achieve early initiation and exclusive breastfeeding for the first six completed months and the continuation of breastfeeding into the second year of life are likely to provide the best chance of survival for infants and young children in emergencies.” (Ops Guidance 5.2.8, v2.1, Feb 2007).
So to answer the questions posed at the beginning:

· What are the risks of HIV transmission through breastfeeding?


The majority of infants will not be infected by HIV through breastfeeding. The risk of HIV transmission depends on a number of factors, including the breastfeeding pattern, the use or not of anti-retroviral drugs, the health and nutritional status of the mother and the baby. The risk of transmission is about 5-20% if a baby were to receive any breastfeeding for 2 years and neither the baby not the mother received any antiretroviral drugs . The risk of HIV transmission has been found to be as low as 2% in infants under six months of age, with exclusive breastfeeding and anti-retroviral treatment.

· Should all HIV-infected mothers be advised not to breastfed their babies, given the risk of HIV transmission through breastfeeding?


It is important to consider not only the risk of HIV transmission but the risk of other causes of illness and death, if an infant is not breastfed. The most appropriate infant feeding option for a HIV-infected mother should depend on her individual circumstances, including her health status and the local situation, but should take greater consideration of the health services available and the counselling and support she is likely to receive. Early initiation, exclusive breastfeeding for six months, continued breastfeeding and safe and appropriate complementary feeding are recommended, unless replacement feeding meets all the AFASS conditions. 

· What feeding practices should be recommended if the HIV prevalence is high in an emergency affected population?


Where the HIV status of individual mothers is unknown, then recommended feeding practices are the same optimal feeding practices as for the general population - early initiation of exclusive breastfeeding (in the first hour after birth), six months of exclusive breastfeeding, continued breastfeeding for 2 years or beyond and safe and appropriate complementary feeding – irrespective of the prevalence of HIV in the population.
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