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Part I of this report provides information on selected global 
and regional trends in nutritional status and related indicators, 
with particular reference to women and children in developing 
countries. It includes a discussion of protein-energy malnutrition 
among preschool children^ and emphasizes the importance of 
disaggregating prevalence data in order to obtain a truly accurate 
picture. Prevalence data on iodine—deficiency disorders, nutritional 
anaemia, and vitamin A deficiency are also presented, together with 
information on recent national and international kction to prevent 
and control these specific nutritional deficiencies. Finally, the 
report takes a look at existing data on trends in breast-feeding 
prevalence and duration and their implications for health arid 
nutrition policy. 

Part II is presented in accordance with resolution WHA33.32, 
which requested the Director—General to report in even years on steps 
taken to promote breast-feeding and improve infant and young child 
feeding, and Article 11, paragraph 7, of the International Code of 
Marketing of Breast-milk Substitutes, which provides for a report at 
similar intervals on the status of its implementation. It follows 
the five-theme framework used in past progress reports: the 
encouragement of breast-feeding； the promotion of appropriate 
weaning practices with the use of local food resources; the 
strengthening of education, training and information on infant and 
young child feeding; the promotion of the health and social status 
of women； and the appropriate marketing and distribution of 
breast-milk substitutes. Activities described in this part of the 
report relate generally to the period 1986-1987; where WHO is 
concerned, they are part of its larger programme of support to 
countries in the areas of nutrition and maternal and child health, 
which are essential elements of the strategy for health for all. 

The Board is requested to transmit the report, with its 
observations and recommendations, if any, to the Health Assembly. 

Report by the Director-General 
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INTRODUCTION 

1. Problems of nutritional imbalance, or malnutrition, are essentially of two kind s : those 
of deficiency, which are typically associated with populations in developing countries, and 
those of excess, which are more commonly encountered in highly urbanized, industrialized 
environments. The most frequent examples of the former include inadequate intake or 
absorption of calories, protein, iron, iodine, and vitamin A, while the latter include 
excessive intake of fats, energy, sugar, and salt• 

2. Malnutrition is thus a state of disequilibrium, at the cellular level, between the 
supply of nutrients and energy - whether too little or too much 一 and the body's need for 
them to ensure maintenance, function, growth and reproduction. It is a major problem the 
world over. The consequences of faulty dietary habits are a real threat to health, and many 
countries are simultaneously threatened by a double burden of nutritional deficiency and 
excess. 

3. Food availability is undeniably a major factor for the promotion of proper diet, but an 
equally important element is the individual's ability to obtain full nutritional benefit from 
the food consumed. 

4. With the obvious exception of emergencies, data from nationally representative samples 
indicate that nutrient intakes for many persons in developing countries do not in fact vary 
significantly from that of people in industrialized countries. The critical difference often 
lies in nutrient absorption and use, and a major obstacle in this regard is the presence of 
infection, including foodborne diseases resulting from careless personal hygiene and faulty 
handling and storage of food. Moreover, the increased need for nutrients and energy to fight 
off infection only serve to worsen the effects of food-scarce situations. 

5. The health sector has a number of important responsibilities regarding the prevention 
and management of malnutrition, including: 
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一 identifying the major factors contributing to malnutrition in specific epidemiological 
circumstances - e.g. through growth monitoring and nutritional status surveillance 一 
and acting on those health factors that are responsible for modifying food intake, 
nutrient absorption and metabolism; 

一 using this monitoring and surveillance as a factual basis for drawing the attention of 
planners and decision-makers to nutrition problems and their consequences； 

-preventing communicable and noncommunicable diseases; 

-detecting and managing disease and malnutrition as early as possible, preventing 
further deterioration in health, and striving to reverse the process through primary 
health care, in particular its maternal and child health and family planning component； 

-advising other sectors on the probable consequences for nutritional status and health 
of action taken by them, and encouraging sectoral approaches to preventing and 
managing specific factors affecting nutritional status. 

6. The orientation of WHO'S nutrition policy, while geared primarily to using all the 
health-related means available for promoting proper nutrition and overcoming malnutrition, is 
thus by no means limited to the health sector. Close collaboration with all concerned 
sectors, organizations, agencies and bodies is a necessary condition for the successful 
implementation of the Organization's nutrition programme policy objectives at each of its 
three operational levels - national, regional and global. 

7. On the basis of this understanding of malnutrition, and WHO'S view of the role of the 
health sector, Part I of this report provides information on selected global and regional 
nutritional status trends ; Part II highlights some of the practical steps taken since 1986, 
by WHO and its Member States, to develop policies and implement action programmes for dealing 
with the multiple factors affecting nutrition, especially of infants and young children. 

Part I 

INFORMATION ON SELECTED GLOBAL AND REGIONAL NUTRITIONAL STATUS TRENDS 

8. Indicators of malnutrition and its dietary and non—dietary causal and contributing 
factors are useful analytical tools in the process of formulating, monitoring and evaluating 
health-for-all strategies. Irrespective of its level of application - whether local, 
national, regional, or global 一 such information is a prerequisite for assessing the relative 
influence of each of the various factors. It is also a necessary component for arriving at 
appropriate strategies and programmes, through primary health care, for overcoming their 
negative effects on nutritional status. 

9. In May 1983 information was presented to the Thirty-sixth World Health Assembly on 
selected global and regional trends in nutritional status (wasting among preschool children, 
low birth weight, goitre, vitamin A deficiency, and anaemia) for developing countries in 
Africa, the Americas, and Asia.^ This was followed in May 1984 with a report to the 
Thirty-seventh World Health Assembly that included complementary information on this same 
group of indicators.3 

10. What follows is a further update on global and regional trends in respect of 
protein-energy malnutrition among preschool children, and the prevalence of three specific 
nutritional deficiencies - iodine-deficiency disorders, iron deficiency anaemia, and 
vitamin A deficiency and xerophthalmia. Information is also presented concerning recent 
national and international initiatives to prevent and control these deficiencies - which, 

1 Development of indicators for monitoring progress towards health for all by the 
year 20ÔÔ]~Geneva, World Health Organization, 1981 ("Health for All" Series, No. 4)， 
pp. 32-33. 

2 

Document A36/7, Part I. 
3 Document WHA37/1984/REC/1, Annex 5， part I. 
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while also affecting adults, have particularly serious implications for the health of infants 
and young children. Finally, this section takes a look at accumulating data on the 
prevalence and duration of breast-feeding and the implications for health and nutrition 
policy. 

PROTEIN-ENERGY MALNUTRITION AMONG PRESCHOOL CHILDREN 

11. There has been substantial progress in the last two decades in the standardized 
application of anthropometry - the use of body measurements to assess the nutritional status 
of individuals and groups. Experience has shown that, by using the specific indices 
weight-for-height, height-for-age, and weight-for-age, it is possible not only to obtain a 
detailed picture of the overall nutritional situation in a given environment but also to 
calculate reasonably accurate estimates of the prevalence and magnitude of malnutrition among 
specific risk groups. Moreover, since the various indices express somewhat different 
biological processes, their use has permitted a clearer distinction between different types 
of undernutrition, each with its own etiology 一 e.g. wasting (acute non-compensated 
undernutrition) or stunting (partly or wholly compensated undernutrition) in preschool 
children. 

12. It is possible to evaluate changes and trends over time in the nutritional situation in 
cases where effective nutritional status surveillance systems (see paragraphs 25-28*) have 
been developed, or where representative cross—sectional surveys are conducted some years 
apart using identical, or nearly identical, methodologies and sampling techniques. It is 
reasonable to assume that these changes will reflect the impact - positive, negative or 
null ~ of overall development policies on the general health and nutritional status of the 
population. They will certainly also mirror other changes resulting from an array of factors 
having a direct or indirect effect on nutritional well-being. 

13. Most anthropometric surveys are conducted on preschool children for the simple reason 
that the younger the children are the faster they grow, and the more quickly discernible are 
changes in their nutritional status. In addition, this age group serves as a surrogate 
measure of the nutritional situation in the population as a whole. Experience has shown that 
it is an accurate barometer of general trends in this respect. 

14. Anthropometric data covering weight — for — height, height-f or-age and weight-f or-age are 
now available for evaluating nutritional status in more than 120 countries. In a number of 
cases they are also sufficient to permit an assessment of related trends over time. 
Prevalence figures for wasting, stunting, and low weight-f or-age have been prepared using a 
standardized method for data collection, analysis and presentation. An integral aspect of 
this exercise has been the statistical analysis of epidemiological information to determine 
which variables (social, environmental, dietary, economic, etc.) influence the nutritional 
status of which groups. This information is regularly shared with governments and others as 
a contribution to national food and nutrition policy formulation and related programme 
development.1 

Selected national and regional trends 

15. Although data for evaluating trends over time are limited, it is still possible to gain 
considerable insight into the nutritional situation and changes occurring in a number of 
countries. Since each case is unique - as much within as between countries 一 care should be 
taken in extrapolating on this basis. Figures 1-3 below present information on trends in the 
prevalence of underweight preschool children in selected countries in Africa, the Americas, 
and Asia, plotted on an axis that is scaled to survey years. By assessing several curves 
together it is possible to obtain an impression of overall nutritional status trends in the 
three regions, even if the data presented are not necessarily indicative of today's trends. 

16. Intercountry comparisons on this basis are both difficult and potentially misleading, 
since the time between surveys often varies. Also, individual prevalence figures that have 
been computed using different cut-off points are not directly comparable. Fortunately, the 

1 Weekly Epidemiological Record, 7: 37-38; 8: 45-50; 9: 57-59; 10: 64-66; 
11： 71-73; 12: 78-80 (1987). See also "Use and interpretation of anthropometric indicators 
of nutritional status", Bulletin of the World Health Organization, 64(6): 929-941 (1986). 
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FIG. 1. Trends in nutritional status： 
changes in the prevalence of underweight 

in selected countries in Africa 

% of preschool children below cut-off 
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о 
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Year 

As far as possible, results I rom 
available surveys have been standardized 
using below -2 SD as the cut-of f point. 

use of identical cut-off points is not essential for intercountry trend analysis, since it is 
the change in nutritional status over time that is being evaluated. The same cut-off point 
has been used within each country, and differences in the prevalence of underweight preschool 
children have been expressed relative to these figures. Despite the limited number of 
countries for which data are available and the fact that they may not be entirely 
representative of other countries in the same region, it is clear that dramatic, if not 
always statistically significant, changes have been occurring. 

17. The three countries for which data are available in Africa (Figure 1) show a positive 
trend in the prevalence of underweight preschool children, and this despite rapid population 
growth and the poor overall economic situation. This trend, coupled with decreasing infant 
and young child mortality rates since the early 1980s, is encouraging. It is clearly 
impossible, however, to estimate, on the basis of these data alone, the impact on nutritional 
status of economic and ecological stresses for other countries in the region. 

18. In the Americas (Figure 2), despite the countries heterogeneity, there is a distinct 
overall pattern of improvement. An important characteristic of the data is the relatively 
longer intervals between surveys, which is helpful in discerning longer-term changes. The 
prevalence of underweight in this region was in general already relatively low in the 1960s 
when the first surveys were conducted, but some countries have shown absolute changes over 
time in the prevalence of low weight-for-age similar to those in Africa and Asia (a reduction 
of 21-30%)• 
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FIG. 2. Trends in nutritional status： 
changes in the prevalence of underweight 

in selected countries in the Americas 

% oí preschool children below cut-off 
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using below -2 SD as the cut-of 1 point. 

19. In Asia the prevalence of underweight among preschool children is well above 50% 
(Figure 3) in several countries. In some countries the present percentage nevertheless 
represents a significant decrease since the 1970s 一 as much as 21%. 

FIG. 3. Trends in nutritional status： 
changes in the prevalence of underweight 

in selected countries in Asia 

% of preschool children below cut-off 

Year 

As far as possible, results from 
available surveys have been standardized 
using below -2 SD as the cut-olf point. 
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20. In spite of overall improvements in nutritional status in terms of national averages, 
the clumping of all preschool children into one age group, the use of a single composite 
nutritional status indicator, or the aggregation of national data can all be very 
misleading. Thus, age-grouping can mask important differences between ages; composite 
indices will fail to discriminate among their several components; and pockets of severe 
malnutrition can go undetected within regions, districts, and communities. These aspects 
have important implications for drawing policy conclusions and formulating intervention 
programmes. 

21. Figure 4 shows the corresponding prevalence of underweight among preschool children at 
one-year intervals for each of two surveys in three countries. This presentation 
demonstrates that the changes occurring over time do not affect all age groups in the same 
way. In the case of Bangladesh and Sierra Leone these changes occurred mainly after two 
years of age• Such an observation would not have been possible had the data remained 
aggregated for age. 

FIG. 4. Trends in nutritional status： 
changes in age-specific prevalence 

of underweight 

% oí preschool children 
100 

0-11 12-23 24-35 36-47 48-59 

age (in months) 

22. The data are expressed as changes in the proportion of preschool children at specific 
ages who are considered underweight relative to a reference population of the same age. 
Because these changes are attributable to different factors in each country, however, their 
impact oil the entire preschool population is not necessarily consistent for each age group. 
As noted above, data aggregation will hide potentially important differences between age 
groups. Furthermore, because weight-for-age is a composite index, it fails to differentiate 
between wasting and stunting. This differentiation is important for the development of 
appropriate nutrition programmes• 

23. Figure 5 presents data from three countries based on weight-for-height, height-for-age 
and weight-for-age. In all three countries there is a similar pattern of decreasing 
prevalence of underweight preschool children 一 a roughly 20% change between the two surveys. 
A closer look at trends in the distinct indices, however, shows that the reduction in 
weight-for-age in each country is attributable to different patterns of wasting and 
stunting• For example, in Bangladesh there has been less of a change in the prevalence of 
wasting (-11%), than that observed in stunting (-17%). In contrast, in Sierra Leone the 
change in wasting (-84%) is radically different from that for stunting (+2%). 
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FIG. 5. Trends in nutritional status： 
changes over time in the prevalence of 

underweight, wasting and stunting 

% of preschool children below cut-off 
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Sierra Leone 
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wasted К \ Ш stunted t I underweight 

24. Figure 6 illustrates just how misleading mean national averages by themselves can be 
when assessing levels of malnutrition. Data from a 1984 national nutrition survey in a 
Caribbean country are presented in three sets of bars representing national, district and 
community levels. It is evident that the single national average (far left bar) fails to 
convey the often marked differences between districts and communities. 

Food and nutritional surveillance 

25. Data for use in monitoring short- and longer-term changes in nutrition profiles and food 
availability are being routinely collected in increasing numbers of developing countries. 
Information gathered in many sectors is contributing to developing food and nutritional 
status surveillance systems, which permit policy-makers to assess more accurately the impact 
on nutritional status of the choices they make. This includes indicators of, particularly, 
child nutritional status and dietary intake; access to preventive and curative health care 
and other social services; and food availability calculated on the basis of, for example, 
food price indices, wage rates, and household surveys. 

26. These needs are being addressed jointly by FAO, UNICEF and WHO, which agreed in 1987 to 
harmonize and streamline their approach by combining experience and resources in an 
interagency programme for nutritional status surveillance. The purpose of the programme, 
which has been endorsed by the Subcommittee on Nutrition of the United Nations Administrative 
Committee on Coordination (ACC/SCN), is to ensure that governments receive appropriate and 
timely support in two areas : training in compiling, analysing, managing and applying 
information that has been gathered, and the establishment of functional surveillance systems 
that are directly linked to action through nutrition policy-making, planning, and programme 
management. A secondary objective is to generate information on trends in key human 
nutritional status indicators that can be used nationally and internationally to promote 
awareness of the impact of development and economic adjustment policies on health. It is 
planned to include information on breast-feeding and birth-spacing in routine surveillance 
activities in future, in view of the known effects of both on nutritional status. 
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27. WHO has also begun a comprehensive evaluation of dietary intake surveys, the primary 
objective being to obtain a clearer understanding of the relationship between diet and 
nutritional status by evaluating the nutrient adequacy of various diets. To ensure data 
compatibility, emphasis is being placed on evaluating survey methodologies, standardizing 
data presentation, and contending with the inherent limitations of dietary intake 
quantification. 

28. The European Region is taking a similar approach to dietary factors affecting health, 
including data on obesity, which differ considerably within and between countries. Work is 
under way to standardize the anthropometric description of obesity in preparation for 
national and regional assessments of its prevalence. In the African Region, where a regional 
data bank has been established, multidisciplinary teams from eight countries have been 
trained in surveillance system development, and additional nutritional status surveys have 
been carried out in 14 others. 

SPECIFIC NUTRITIONAL DEFICIENCIES 

Iodine-deficiency disorders 

29. Iodine, which is a component of thyroid hormones, is essential to the normal growth and 
development of the fetus, infant and child, and for the normal physical and mental activity 
of adults. Iodine-deficient populations suffer a variety of consequences that include 
goitre, reduced mental function, and widespread lethargy. Irreversible forms of severe 
mental and neurological impairment, commonly known as cretinism, are observed in marked 
deficiency states. 

30. While these conditions are the most dramatic evidence of iodine deficiency, they are 
only part of the picture. Recent field investigations in a number of countries have resulted 
in a dramatic breakthrough in knowledge concerning a wide range of readily preventable 
consequences, including stillbirths and infant mortality. Because of the dramatic impact of 
iodine-deficiency disorders (IDD) on the quality of life, productivity and educability of 
millions, their prevention and control contributes significantly to achieving the goal of 
health for all. It is estimated that in developing countries alone 800 million persons are 
at risk from IDD and some 190 million of these have goitre (see Table 1). 

FIG. 6. Prevalence of underweight 
preschool children at various 

levels of disaggregation 
(Data from a country in the Caribbean) 
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TABLE 1. PREVALENCE OF IODINE-DEFICIENCY DISORDERS IN DEVELOPING COUNTRIES, 
BY REGION, AND NUMBERS OF PERSONS AT RISK 

(in millions) 

At risk Goitre Overt cretinism 

Africa 60 30 0.5 
Latin America 60 30 0.25 
South-East Asia 280 100 1.5 
Asia (other countries) 400 30 0.9 

Total 800 190 3.15 

31. In Europe the prevalence of goitre due to iodine deficiency has been reduced through the 
introduction of iodination programmes. However, according to a reporté of the Subcommittee 
for the Study of Endemic Goitre and Iodine Deficiency of the European Thyroid Association 
(ETA), recent indications are that goitre remains a significant problem and that its 
prevalence has not decreased everywhere. The Subcommittee divides European countries into 
four categories : 

(1) no endemic goitre: Finland, Norway, Sweden, and probably Denmark, Iceland, 
Ireland, and the United Kingdom of Great Britain and Northern Ireland； 

(2) intermediate: Bulgaria, Czechoslovakia, the Netherlands, Switzerland, and possibly 
Belgium； these countries have had major problems with endemic goitre in the past but 
have introduced effective goitre prevention programmes and iodine intake is now adequate; 

(3) endemic goitre persists : Austria, Hungary, Poland, and Yugoslavia (iodine 
prophylaxis mandatory)； and the Federal Republic of Germany, the German Democratic 
Republic, Greece, Italy, Portugal, Romania, Spain, and Turkey (iodine prophylaxis not 
mandatory)； 

(4) adequate information unobtainable: Albania, France, the Union of Soviet Socialist 
Republics. 

The overall results of the ETA survey give grounds for concern and call for more 
epidemiological studies and comprehensive national iodination programmes, including 
appropriate monitoring. 

32. Following the Region of the Americas and the South-East Asia Region,^ the African and 
Eastern Mediterranean Regions have begun to develop regional IDD prevention and control 
strategies : Ethiopia, Kenya, Malawi, the United Republic of Tanzania, Zaire, and Zimbabwe in 
the African Region, and the Islamic Republic of Iran and Pakistan in the Eastern 
Mediterranean Region, have developed IDD control components as part of their national 
nutrition strategies, with support from WHO. Meanwhile, the Joint WHO/UNICEF Nutrition 
Support Programme (see paragraph 74) is providing technical and financial support to Bolivia, 
Ecuador and Peru to strengthen national programmes for the eradication of endemic goitre and 
cretinism. 

1 "Goitre and iodine deficiency in Europe: report of the Subcommittee for the Study 
of Endemic Goitre and Iodine Deficiency of the European Thyroid Association". The Lancet, 
8 June 1985, pp. 1289-1293. — 

2 Iodine-deficiency disorders in South—East Asia. New Delhi, World Health 
Organization, 1986 (SEARO Regional Health Papers, No. 10) • 
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33. Following the Health Assembly's adoption in May 1986 of resolution WHA39.31 on the 
prevention and control of IDD, WHO prepared on behalf of the ACC/SCN a global strategy and 
proposal-'- for a multi-agency 10-year programme of support to countries that is valued at 
US$ 10.9 million. 

34. WHO participated in the establishment of the International Council for Control of Iodine 
Deficiency Disorders (ICCIDD), which has received initial funding from the Government of 
Australia and UNICEF. ICCIDD has named six regional coordinators, established a global 
network of more than 400 members who are responsible for promoting IDD prevention and control 
activities, and begun disseminating widely information on latest developments in this field• 
Following a WHO/UNICEF/ICCIDD regional seminar (Yaounde, March 1987), the three organizations 
established an IDD task force for Africa to support governments in developing national 
prevention and control programmes. 

Anaemia 

35. Based on information from published and unpublished sources, and using the cut-off 
points for haemoglobin levels established by WHO some two decades ago,^ it is estimated 
that some 30% of the world1 s population of 5000 million is anaemic. Young children and 
pregnant women are the most affected groups, with an estimated global anaemia prevalence of 
43% and 51% respectively (see Table 2). They are followed by school-age children with 37%, 
non—pregnant women with 35%, and adult males with 18%. Although paucity of data precludes 
any precise estimates concerning the prevalence of anaemia in adolescents and the elderly, it 
is thought that the rate is near that for adult males and females for the first group and 
slightly higher than that of adult males for the second• 

TABLE 2. ESTIMATED PREVALENCE (%) OF ANAEMIA BY AGE AND SEX, 1980 

пи-лл пи-л л Women 15-49 years Children Children ,, J 
rv , cío Men 0-4 years 5-12 years Pregnant All 

Developed regions 12 7 3 14 11 
Developing regions 51 46 26 59 47 
World 43 37 18 51 35 

36. Anaemia is considerably more prevalent in developing than in industrialized countries -
36%, or about 1400 million persons of an estimated population of 3800 million in the former, 
compared with 8%, or just under 100 million persons of an estimated population of 
1200 million persons, in the latter. Africa and South Asia have the highest overall regional 
prevalence of anaemia. It is lower in Latin America, ranging from 13% in adult males to 30% 
in pregnant women. East Asia follows, with an estimated range from 11% in adult males to 22% 
in school-age children. 

37. Several factors play a role in the causation of anaemia, not all nutritional in origin. 
There is no doubt, however, that iron deficiency is the major cause of anaemia in todayf s 
world, affecting between 700-800 million persons according to conservative estimates. 
Despite an increased understanding in recent years of the epidemiology of iron deficiency 
anaemia and the availability of the technical means for dealing with it, there are few 
examples of the application of this new knowledge in the development of comprehensive 
prevention and control strategies. A guide^ was published in 1987 to help health 

1 A global strategy for the prevention and control of iodine-deficiency disorders； 
proposal for a ten-year programme of support to countries. Rome, ACC/SCN, document 
SCN 87/IOD A, January 1987. 

2 WHO Technical Report Series, No. 405, 1968. 
^ Joint WH0/UNICEF Nutrition Support Programme. Preventing and controlling iron 

deficiency anaemia : the contribution of primary health care. A guide for health 
administrators and programme managers. DeMaeyer, E.M. et al., World Health Organization, 
Geneva, 1987. 
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administrators and programme managers design suitable strategies based on primary health 
care； it includes sections on the condition's etiology and epidemiology, prevalence 
assessment, treatment and prevention, related economic considerations, and the development 
and implementation of control programmes. 

Vitamin A deficiency and xerophthalmia 

38. Vitamin A deficiency most commonly and prominently affects the eyes, particularly those 
of young children, and in its severe forms results in blindness and death. Recent studies 
also strongly suggest a close association between even a moderate vitamin A deficiency and 
increased morbidity and mortality. Multiple factors affect the vitamin A status of the 
individual, two of the most important being availability and adequacy of intake and 
absorption. Diarrhoea and other intestinal disorders, respiratory tract infections, measles 
and other febrile illnesses increase metabolic demands, interrupt normal feeding patterns, 
and thereby reduce vitamin A intake and absorption. Severe forms of protein-energy 
malnutrition are also known to interfere with absorption, storage and use of the vitamin. 

39. Vitamin A deficiency has been identified as a significant public health problem in the 
whole or part of the following countries: in Africa: Benin, Burkina Faso, Chad, Ethiopia, 
Ghana, Malawi, Mali, Mauritania, Niger, Nigeria, the United Republic of Tanzania, and 
Zambia; in the Americas: Brazil, El Salvador, Haiti, and Mexico; in South-Asia； • 
Bangladesh, India, Indonesia, Nepal, and Sri Lanka； in the Eastern Mediterranean: Somalia 
and Sudan; and in the Western Pacific; the Philippines and Viet Nam. In addition, there 
are other countries where indirect evidence strongly suggests that vitamin A deficiency is a 
significant public health problem, but where direct evidence, based on a formal assessment of 
the condition's prevalence and magnitude, is lacking. 

40. A worldwide projection made on the basis of estimates for Bangladesh, India, Indonesia, 
and the Philippines indicates more than 500 000 new cases of active corneal lesions annually, 
and 6-7 million cases of non-corneal xerophthalmia. These are conservative estimates, 
however; countless other children, although not presenting active signs of xerophthalmia, 
are deficient in vitamin A. 

41. In May 1984 the Thirty-seventh World Health Assembly adopted resolution WHA37.18 by 
which it requested the Director-General inter alia to support Member States in preventing and 
controlling vitamin A deficiency and xerophthalmia, and to coordinate with other 
intergovernmental and nongovernmental organizations the launching and management of relevant 
international action, including the mobilization of financial and other resources required. 

42. Accordingly, WHO prepared a proposal-1- for a 10-year programme of support to countries, 
which was formally presented in Geneva in March 1985 at a meeting of interested parties. The 
estimated annual cost of the proposed support programme is about US$ 5 million for the first 
five years of operation. Unfortunately, however, only modest contributions from one Member 
State and a single private concern have been made for this purpose, complementing action that 
was made possible by an initial contribution from the Director-General1 s Development 
Programme. 

43. Meanwhile, the ACC/SCN decided to launch a coordinated interagency programme for 
preventing and controlling vitamin A deficiency and nutritional blindness, for which WHO1 s 
programme of support was expected to serve as the health sector's contribution. In 
October 1985, at a meeting of representatives of interested multilateral and bilateral 
development agencies convened by the ACC/SCN, it was agreed that WHO should serve as the lead 
agency for the mobilization of international support by attempting to match resources to 
needs in affected countries, and by serving as focal point for the collection, analysis and 
dissemination of relevant technical and other information. 

44. Other organizations and bodies of the United Nations system, particularly FA0 and 
UNICEF, took a number of related steps in 1985-1986 to support governments in assessing their 
needs, developing prevention and control strategies and programmes, and increasing the 
production and consumption of vitamin A-rich foods. In addition they provided record numbers 

1 Document NUT/85.6 Rev.1 (Prevention and control of vitamin A deficiency, 
xerophthalmia and nutritional blindness : proposal for a ten-year programme of support to 
countries)• 
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of 200 000 IU vitamin A capsules.1 A set of guidelines for the use of vitamin A 
supplements in the treatment and prevention of vitamin A deficiency and xerophthalmia, which 
was prepared by an IVACG/WHO/UNICEF^ task force for the benefit of health system managers, 
will be available early in 1988. 

45. At a joint consultation in May 1987, WHO and IVACG reviewed the rationale for vitamin A 
supplementation during diarrhoea, and discussed possible approaches, including the linking of 
vitamin A supplementation to national immunization programmes. Epidemiological research to 
determine the effect of vitamin A deficiency on the incidence and severity of acute diarrhoea 
and the impact of improved vitamin A status on these parameters was identified as a high 
priority. Of particular interest are studies to evaluate the impact of vitamin A 
supplementation at the time of a diarrhoeal episode on the subsequent risk of diarrhoea and 
xerophthalmia. Guidelines for the preparation of research proposals in this regard have been 
issued, 

46. Finally, WHO has distributed in some 40 countries 10 000 copies in English, French and 
Spanish of a press information kit on vitamin A deficiency and xerophthalmia that is intended 
to increase awareness of the problem and its consequences. 

47. WHO has made eve”/ effort to play the catalyst and lead-agency role that was assigned to 
it in 1984 by the Health Assembly and subsequently ratified by other concerned governmental 
and nongovernmental organizations and groups. A certain amount of progress has been 
achieved, nationally and internationally, including first and foremost the sensitizing of 
policy-makers, health care professionals, and the general public about the nature of the 
problem and ways of dealing with it. It is clear, however, that these steps are only the 
start of what must be, by definition, a sustained effort on an appropriate scale if the 
programme's primary objective - the reduction of the worldwide prevalence of vitamin A 
deficiency to a point where it is no longer a significant public health problem 一 is to be 
achieved• 

48. The question that now arises is whether, under present circumstances, it is realistic to 
expect that additional significant headway can be made. The answer is conditioned by the 
degree of validity of the following assumptions: 

(a) that increased efforts are made in those countries where vitamin A deficiency is a 
significant public health problem to develop and implement appropriate prevention and 
control strategies and programmes, with or without external support； 

(b) that the countries that have already provided technical or financial support to the 
first group of countries continue to do so, and that the other countries that have 
expressed an interest in providing such support actually do so; 

(c) that the concerned organizations and bodies of the United Nations system are able 
to continue providing technical, managerial and financial support to countries where 
vitamin A deficiency is a significant public health problem; 

(d) that mechanisms are created in countries to harmonize and maximize the 
effectiveness of all internal and external support for the prevention and control of 
vitamin A deficiency. 

49. As so well stated in the report of the October 1985 interagency meeting, it would be a 
terrible irony, at a time when all of the major ingredients for success are at hand 一 
scientific knowledge, inexpensive and effective technology, and accumulated practical 

1 From 3 million in 1981, the number of vitamin A capsules provided by UNICEF soared 
to 80 million in 1985. Procurement was higher still in 1986, although the exact figure is 
not yet available. By way of comparison, it is estimated that 420 million capsules would be 
needed annually to meet global vitamin A needs. 

2 The International Vitamin A Consultative Group (IVACG), whose secretariat is the 
International Life Sciences Institute-Nutrition Foundation in Washington, D.C., is a forum 
that provides access to international expertise on a volunteer basis. It forms technical 
task forces to deal with specific issues, holds regular meetings to update knowledge on the 
subject, and has an active publications programme. 



EB81 /2 1 
Page 14 

experience 一 if the world development community were prevented from taking concerted action 
for want of a modest shift in resources. It is indeed possible to envision a time when 
vitamin A deficiency will rank among the nutritional scourges of the past; but this will be 
possible only if the countries, individuals and organizations most directly concerned can 
collectively muster the necessary political will to seize this historical opportunity. 

PREVALENCE AND DURATION OF BREAST-FEEDING 

50. The major health problems of mothers and children result from three interrelated 
conditions : malnutrition, infection, and the consequences of ill-timed and closely spaced 
pregnancies without necessary health care. These problems do not occur in isolation from 
other unfavourable social and environmental factors, but are often associated with poor 
sanitation, low educational level, and poor socioeconomic conditions, including a scarcity of 
health and other social services. Breast-feeding has an important role to play in preventing 
such health problems and attenuating their consequences. 

51. Because adequate nutrient intake is more critical in early infancy than at any other 
time of life, breast-feeding is an important contribution to the healthy growth and 
development of infants and young children. In addition to forming a unique biological and 
emotional basis for the health of mother and child, the anti-infective properties of breast 
milk help to protect infants against disease, while there is an important relationship 
between breast—feeding and child spacing (see paragraphs 102-103). Breast-feeding is thus a 
key element of primary health care as a means of achieving health for all. 

52. Changes in breast-feeding behaviour have direct and indirect implications for infant and 
maternal health, nutritional status, and general well-being. It is for this reason that 
monitoring infant—feeding trends, in association with other maternal and child health 
indicators, is widely recognized for its value as a health policy and programme planning tool. 

53. In 1981 WHO published the results of the first phase of a two-phase collaborative study 
on breast-feeding, dealing in particular with the prevalence and duration of breast-feeding 
in nine countries.1 Three main patterns emerged from this study, which were characterized 
as follows : 

category I; breast-feeding is rarely continued beyond six months post partum and there 
is a general tendency to terminate it considerably sooner; 

category II: breast-feeding falls midway between categories I and 工II; 

category III: breast-feeding is prolonged and almost universal, with about half of 
mothers still breast-feeding at 18 months post partum and not more than 2% of mothers 
failing to initiate breast-feeding. 

54. The collaborative study was followed in 1982 by a critical review^ of available 
evidence on breast—feeding prevalence in Africa, Asia, Oceania, Latin and Northern America, 
and Europe, attempting to quantify breast-feeding levels and identify gaps in knowledge. By 
collating the results of multiple surveys, it was possible ^o derive a broader, if still 
general, picture of global breast-feeding patterns. 

55. Later in the decade, as reported to the Thirty-ninth World Health Assembly in 
May 1986,3 results of the application of WHO'S simplified methodology for the determination 
of infant and young child feeding patterns^ suggested that the tendency noted in the WHO 
collaborative study 一 namely, for rural mothers to breast-feed longer than urban mothers 一 
continued, for example in Jamaica, Paraguay, Portugal, and Sri Lanka. 

1 Contemporary patterns of breast-feeding, report on the WHO collaborative study on 
breast—feeding. Geneva, World Health Organization, 1981. The countries were Chile, 
Ethiopia, Guatemala, Hungary, India, Nigeria, the Philippines, Sweden, and Zaire. 

2 "The prevalence and duration of breast-feeding： a critical review of available 
information". World Health Statistics Quarterly, No. 2, 1982. 

3 Document WHA39/1986/REC/1, Annex 6, part 1, pp. 103-104. 
4 Document MCH/BF/SUR/81.1. 
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56. In 1986 WHO established an international breast-feeding data bank as part of its global 
nutritional status surveillance programme. The bank thus far contains information on the 
prevalence and duration of breast-feeding in 126 countries and territories, or about 75% of 
the Organization1s 166 Member States, that has been culled from more than 1000 surveys and 
studies. To facilitate the systematic translation of information on infant-feeding patterns 
into appropriate health and nutrition policy and programme alternatives, this information and 
related analyses will be shared periodically with governments and others as new data 
permitting the detection of trends become available.1 

Current patterns and trends 

57. The following is a reading of indicative trends in breast-feeding based on information 
in the WHO data bank. Despite the impressive number of surveys and studies collected thus 
far, they permit an identification of trends in a total of only 35 countries. The countries 
are from all the WHO regions except Africa, but other data nevertheless tend to confirm 
Africa's paramount position regarding breast-feeding prevalence and duration, particularly in 
rural areas• 

58. A word of caution is in order. Because available information is not always nationally 
representative, trends for certain countries are described on the basis of individual 
population group- or study-specific results, which may or may not be typical of broader 
regional or national patterns. Given the limited comparability of some data drawn from both 
longitudinal and cross-sectional studies, care must be taken in drawing conclusions on the 
basis of derived trends and prevalences. 

59. Region of the Americas. Data concern 10 countries, or 30% of those in the Region, with 
74% of the total population:^ Barbados, Brazil, Canada, Costa Rica, Honduras, Jamaica, 
Mexico, Panama, Paraguay, and the United States of America. Most of the countries in this 
Region fall into category II, meaning that prevalence rates tend to decline linearly up to 18 
months post partum. 

60. The following situations are observed: 

-recovery in breast—feeding prevalence rates: most common in Canada, Costa Rica, 
Jamaica, Panama, and the United States of America, where data are available from 
nationally representative surveys covering different periods. Findings for urban 
Honduras (Tegucigalpa) may also be included in this group; generally speaking, rates 
for urban low-income groups have risen only modestly during the 1980s； 

-decline in breast-feeding prevalence rates : observed in Barbados and Brazil, based on 
national surveys in the former and sub-national surveys in the latter; 

-stabilization of breast-feeding prevalence rates: in Mexico and rural Paraguay. 
Results of a nationally representative sample in rural Paraguay suggest that 
breast-feeding levels (category II) have not changed since the second half of the 
1970s, especially for very young infants. 

61. South-East Asia Region. Data concern two countries, or 18% of those in the Region, with 
69% of the total population: India and Thailand. Trends observed in these two countries 
suggest that breast-feeding is less common among urban populations than in the past, and both 
prevalence and duration appear to have been on the decline for some years - particularly in 
high-income groups. In the Region as a whole, breast-feeding rates are high during the first 
six months post partum and the regional breast-feeding level is between categories II and III. 

62. European Region. Available data concern 13 countries, or 41% of those in the Region, 
with 38% of the total population: Belgium, Czechoslovakia, Denmark, Finland, France, German 
Democratic Republic, Italy, Malta, the Netherlands, Poland, Spain, Sweden (see paragraph 78), 
and the United Kingdom of Great Britain and Northern Ireland. 

1 Readers wishing to participate in ensuring the completeness of this data bank are 
invited to send their contributions to the World Health Organization, Nutrition unit, 
1211 Geneva 27, Switzerland. 

о Population figures in this section all refer to 1985. 



EB81 /2 1 
Page 16 

63. Data for Belgium and Poland have been excluded, since they concern only the pre-1970 
situation. Representative data are available only for France and part of the United 
Kingdom. The remaining data concern particular settings 一 for example those obtained from 
hospital surveys. While breast — feeding levels remain moderate, available results indicate 
that rates have begun to rise after a period of falling in the second half of the 1970s. In 
general, the Region falls into category I, 

64. Eastern Mediterranean Region. Data concern three countries, or 12% of those in the 
Region, with 35% of the total population： Jordan, Pakistan, and Sudan. In urban areas of 
Jordan and Sudan breast—feeding appears to be declining, while it is still quite high in 
rural areas of Jordan and Pakistan, with apparently no change over time. Overall the Region 
has breast-feeding rates falling between categories II and III, 

65. Western Pacific Region. Data concern seven countries, or 37% of those in the Region, 
with 92% of the total population: Australia, China, Japan, Malaysia, New Zealand, Papua New 
Guinea, and the Philippines. The Region as a whole has intermediate breast-feeding rates, 
corresponding to category II. There are also sub-regional differences, for example in Laos 
and Papua New Guinea, where breast-feeding levels are high, or category III. 

Policy implications 

66. The relatively limited information summarized above indicates that worldwide 
breast-feeding trends have remained more or less constant over the last decade: rates in 
urban areas of developing countries are continuing to decline, though perhaps less rapidly 
than before, while those in industrialized countries are still rising slowly. 

67. Inevitably there are exceptions to these two very broad tendencies in both groups of 
countries. For example, in Honduras (Tegucigalpa) breast-feeding rates among low-income 
groups rose from 84% in 1981 to 97% in 1985 overall; from 72% to 94% at three months, 52% to 
90% at six months, and 36% to 70% at 12 months. There are also clear regional variations 
within countries, as in the case of Canada where breast-feeding rates are higher in the 
western provinces than in the east. 

68. In short, groups that were prone to breast-feed 10 years ago appear to be breast-feeding 
today, and those that were not are still not. This basic conclusion gives rise to a number 
of observations. First, it is probable that the various breast-feeding promotional 
initiatives undertaken in the last 10 years have at least helped to forestall a further 
decline in the overall prevalence and duration of breast-feeding. At the same time, however, 
it seems - at least at present - that in most instances these initiatives have not served, as 
intended, to increase breast-feeding rates. 

69. A second observation concerns the implications of the above conclusion for the number of 
mothers who are still breast-feeding. If the proportion of breast-feeding women in rural and 
urban areas, and the period during which they are breast-feeding, appear to be essentially 
unchanged, there remains to be assessed the impact of urbanization on the absolute number of 
women who are breast-feeding. This includes the effects of accelerating rural-to-urban 
migration and the simultaneous expansion of urban population centres with all that these and 
related factors imply for changes in infant-feeding patterns. 

70. Finally, there are important health and nutrition policy implications that Member States 
and WHO must address if meaningful action is to be taken to protect breast-feeding where it 
is the norm, and to promote the practice where it is at risk of declining. This includes a 
renewed emphasis on identifying and examining the relative influence of the full spectrum of 
socioeconomic determinants of infant and young child feeding and related rearing practices. 
There is a parallel, and equally important, need to investigate the changes that should be 
made in health and nutrition policies which, collectively, will promote and facilitate 
breast-feeding, and protect pregnant and lactating mothers from any influences that may 
disrupt it. 

71. WHO, in close collaboration with UNICEF and other interested parties, is actively 
studying the implications of the current worldwide breast-feeding situation for its own 
programme of work and the type of concerted and sustained action in support of Member States 
that should be taken to protect, promote and support breast-feeding (see paragraphs 75-76). 
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Part II 

INFANT AND YOUNG CHILD FEEDING 

72. This represents the fifth in a series of progress reports prepared in accordance with 
resolution WHA33.32, which requested the Director-General to submit to the Health Assembly in 
even years a report on the steps taken by WHO to promote breast-feeding and to improve infant 
and young child feeding. 

73. The five—theme framework that has been used in past progress reports serves as the basic 
outline. These five themes are: 

-the encouragement and support of breast-feeding； 

-the promotion and support of appropriate and timely complementary feeding (weaning) 
practices with the use of local food resources; 

-the strengthening of education, training and information on infant and young child 
feeding; 

-the development of support for improved health and social status of women in relation 
to infant and young child feeding； 

-the appropriate marketing and distribution of breast-milk substitutes. 

Information with respect to this last theme is presented in accordance with Article 11， 
paragraph 7, of the International Code of Marketing of Breast-milk Substitutes, which 
provides for a report to the Health Assembly in even years on the status of its 
implementation. 

74. The Joint WHO/UNICEF Nutrition Support Programme (JNSP) is making its mark as a 
collaborative effort between the two organizations in support of 17 participating 
governments-̂ - in four regions for protecting and improving the nutritional status of young 
children and women of child-bearing age. The JNSP is providing an unusual opportunity on a 
significant scale to field-test a coordinated multisectoral approach to formulating and 
implementing plans for nutrition according to the principles of primary health care. It is 
providing invaluable insights into how a multisectoral perspective can strengthen the 
capacity of governments to allocate effectively the resources of many sectors to improve 
nutritional status. Mid-term reviews of many of the JNSP1 s activities confirm that countries 
have made substantial progress in developing models for incorporating improved nutritional 
status into national development policy and in bringing the health and other sectors into a 
dynamic relationship for achieving it. 

ENCOURAGEMENT AND SUPPORT OF BREAST-FEEDING 

Towards the development of a global initiative for breast-feeding and a strategy of action 
for the 1990s 

75. On the occasion of the March 1987 meeting of the ACC/SCN, representatives of WHO, 
UNICEF, and a number of bilateral development agencies discussed informally the worldwide 
situation regarding breast-feeding (see paragraphs 50-71) and the types of concerted and 
sustained action that should be taken to protect, promote and support it. Subsequently a 
WHO/UNICEF working group met in September to discuss constraints and opportunities in this 
programme area. It concluded that it was essential to accelerate support to Member States1 
efforts to protect and promote breast-feeding. The time was ripe to move forcefully to 
identify more precisely what was actually occurring in respect of breast-feeding prevalence 
and duration and the results of breast-feeding promotion, and to decide on what steps were 

1 The JNSP, which is fully funded by the Government of Italy, is operating in the 
African Region： Angola, Ethiopia, Mali, Mozambique, Niger, and the United Republic of 
Tanzania; in the Region of the Americas: Dominica, Haiti, Nicaragua, Peru, Saint Vincent 
and the Grenadines, and, for eradication of endemic goitre and cretinism, Bolivia, Ecuador, 
and Peru (see paragraph 32)； in the South-East Asia Region; Burma and Nepal； and in the 
Eastern Mediterranean Region； Somalia and Sudan. 
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required to build a sustainable base for future action. What emerged was the outline of a 
two-year (1988-1989) process for developing a step-wise global initiative for breast-feeding 
on the basis of policies already agreed by the Health Assembly. 

76. The initiative1 s main features include a thorough review of breast-feeding prevalence 
and duration; development of case studies on the work of breast-feeding mothers1 support 
groups； a study of the effects on parental feeding choice of such sociocultural influences 
as the mass media, labour policies, and health-care practices; and a close linking of the 
process with other concurrent international and regional breast-feeding initiatives. 

Examples of national and regional action, including collaboration with nongovernmental 
organizations 

77. Because the JNSP is being implemented primarily in rural areas where almost all mothers 
breast — feed their children as a matter of course, the focus is mainly on action to protect 
breast-feeding. One exception in this regard is Haiti, where failure to breast-feed has been 
identified as a major contributor to diarrhoeal diseases in infants 0-6 months of age. A 
planned phase two includes a campaign to encourage breast-feeding by using a combination of 
mass-media techniques, outreach through community groups, and personal contact between health 
service providers and mothers. The JNSP is also supporting the work of national 
breast-feeding committees in Dominica and Saint Vincent and the Grenadines, for example the 
preparation of related manuals for health workers and the conduct of public education 
programmes to illustrate the health benefits of breast-feeding. 

78. The Swedish National Board of Health and Welfare decided to reinstate as from 
January 1987 annual regional and national reporting on breast-feeding, which had been 
interrupted in 1975 after more than 100 years of continual record-keeping. This decision was 
taken in recognition of breast — feeding as an important child-health indicator and of the need 
to have up-to-date information on which to base government policies affecting mothers and 
families• 

79. Representatives of some 30 health workersf organizations in the European Region met in 
Copenhagen in October 1986 to discuss their responsibilities for encouraging and protecting 
breast-feeding. They reviewed the results of a study of related practices in 145 health care 
institutions in 18 countries in the Region and considered the feasibility of developing a 
regional breast-feeding strategy. 

80. Such a strategy was among the items subsequently taken up in February 1987 at a workshop 
in Wageningen, Netherlands, organized jointly by the WHO Regional Office for Europe and the 
International Courses in Food Science and Nutrition on assessing, planning and evaluating 
breast-feeding promotion. The workshop brought together a multisectoral group of 
representatives of mothers1 support groups, nurses, midwives, paediatricians, community 
physicians, and health promotion specialists from 14 European countries who reviewed and 
analysed current breast-feeding trends, developed national action plans designed to increase 
breast-feeding rates, and formulated a draft European Strategy for Breast-feeding Promotion. 

81. The International Baby Food Action Network (IBFAN)l is a cooperating coalition of more 
than 100 nongovernmental groups in some 60 countries in all regions that are promoting 
improved health and nutritional status for mothers and children. IBFAN fosters appropriate 
infant and young child feeding practices through its social support activities on behalf of 
women, breast—feeding promotion including implementation and monitoring of the International 
Code of Marketing of Breast-milk Substitutes, and action-oriented research. In 1987 WHO 
provided technical and financial support for national and regional training workshops 
organized by IBFAN Africa on breast-feeding management, counselling of mothers, and community 
health education (in Botswana, Lesotho, Mauritius, Uganda, the United Republic of Tanzania, 
Zambia, and Zimbabwe). 

82. Many other examples of national action to encourage and support breast-feeding are 
highlighted in information provided by Member States in regard to the appropriate marketing 
and distribution of breast-milk substitutes (paragraphs 130-172). 

1 IBFAN provides inter alia breast-feeding and appropriate weaning support services 
within the secretariat in Penang, Malaysia, of the International Organization of Consumers 
Unions (IOCU), which was admitted into official relations with WHO iri January 1986. 



EB81 /2 1 
Page 19 

Breast-feeding/breast milk and human immunodeficiency virus (HIV)l 

83. In view of the importance of breast milk and breast-feeding for the health of infants 
and young children, and of the increasing prevalence of human immunodeficiency virus (HIV) 
infection in many parts of the world, a consultation oil breast-feeding /breast milk and HIV 
infection was organized by WHO from 23 to 25 June 1987. Its purpose was to review currently 
available information on the possible relationship between breast-feeding/breast milk and HIV 
transmission, and to identify further research needs in this area. Twenty participants from 
15 countries attended the consultation, representing the fields of epidemiology, immunology, 
virology, paediatrics, and nutrition. 

84. The consultation noted that the possibility of HIV being transmitted through 
breast-feeding/breast milk is supported by a report that HIV can be cultured from breast milk 
from infected mothers. At present the risk of HIV transmission has not been defined, but 
available information suggests that, if such transmission occurs, the relative contribution 
of this route is probably small as compared with in utero and intrapartum transmission. 

85. The immunological, nutritional, psychosocial and child-spacing benefits of breast 
milk/breast-feeding are well recognized, as reflected increasingly in national and 
international policies on maternal and child health. The importance of breast milk and 
breast-feeding for the survival and development of infants and young children, as well as for 
child-spacing and hence maternal health (see paragraphs 102-103), should continue to be 
emphasized in all health and nutrition policies. 

86. Breast milk may also be important in preventing intercurrent infections, which could 
accelerate progression of HIV-related disease in already infected infants. Additional 
epidemiological and laboratory research is needed on the risks of HIV transmission through 
breast milk and on the potential benefits of breast milk in situations where infants have 
been exposed to HIV or are already infected. 

87. The consultation recommended that, in the interim: 

(a) Breast-feeding should continue to be promoted, supported and protected in both 
developing and developed countries in view of the overall above-mentioned benefits. 

(b) If, for whatever reason, the biological mother cannot breast-feed or her milk is 
not available, and the use of pooled human milk is considered, the report of isolation 
of HIV in breast milk should be taken into account. Pasteurization at 56 С for 
30 minutes has been reported to inactivate the virus. Further research on the 
effectiveness of different methods of pasteurization is needed, however. As an 
additional precaution, the possibility of screening donors (in accordance with WHO 
criteria^ oil HIV screening) should be considered, especially in areas where the 
prevalence of HIV infection is known to be high. Similarly, if, for whatever reason, 
the biological mother cannot breast-feed, or her milk is not available, and where 
wet-nursing is the next obvious choice, care may need to be taken in selecting the 
wet-nurse, bearing in mind her possible HIV infection status and that of the infant who 
is to be fed. 

(c) In individual situations where the mother is considered to be HIV-infected, and 
recognizing the difficulties inherent in assessing the infection status of the newborn, 
the known and potential benefits of breast-feeding should be compared with the 
theoretical, but apparently small, incremental risk to the infant of becoming infected 
through breast-feeding. Consideration should be given to the socioeconomic and 
ecological environment of the mother-child pair and the extent to which alternatives can 
safely and effectively be used. In many circumstances, particularly where the safe and 
effective use of alternatives is not possible, breast-feeding by the biological mother 
should continue to be the feeding method of choice, irrespective of her HIV infection 
status• 

1 Information drawn from a report of the Special Programme on AIDS on 
breast-feeding/breast milk and human immunodeficiency virus (HIV) (WHO/SPA/INF/87.8). 

2 Document WHO/SPA/GLO/87.2. 
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Environmental pollutants in breast milk 

88. As part of its overall efforts to ascertain the health risks of chemical pollution, WHO 
is investigating the possible adverse effects on infant health of potentially toxic chemical 
compounds that may be found in breast milk as a result of environmental contamination. Of 
particular concern are polychlorinated biphenyls (PCBs), polychlorinated dioxins (PCDDs), and 
polychlorinated dibenzofurans (PCDFs), because of their high level of toxicity and their 
chemical stability. 

89. There is no scientific evidence of any undesirable effects in infants resulting from the 
ingestion of these pollutants via breast milk, which are usually found in low 
concentrations• However, not enough experience has been gained to exclude the possibility of 
long-term effects, particularly resulting from prolonged breast-feeding. 

90. To respond to these questions the WHO Regional Office for Europe, in collaboration with 
headquarters, has launched a project for assessing possible risks to the health of infants 
associated with contamination of breast milk by toxic chemicals, and developing guidelines on 
preventing exposure to them. For example, the Regional Office has initiated an international 
collaborative study oil levels of PCBs, PCDDs and PCDFs in human milk, with the participation 
of 12 European countries and research groups in Canada and the United States of America. 
Furthermore, epidemiological studies on health effects in infants associated with exposure to 
these compounds in human milk are being designed and their feasibility examined by WHO and 
the Commission of the European Communities. A planning meeting held in Copenhagen in 
November 1986 designed the outline of these studies, and a draft protocol is being prepared 
by the Regional Office. 

91• In February 1987 WHO convened a working groupé to assess the health hazards in infants 
associated with exposure to toxic chemicals in human milk. The working group considered 
that, at the concentrations at which the compounds in question were usually found, 
breast-feeding did not significantly increase the infant's risk of contamination as compared 
with exposure in utero via the placenta and later in life by the consumption of other foods. 
It recommended inter alia a series of actions for reducing exposure to toxic chemicals and 
identified further research needs. At the same time, it concluded that, based on present 
knowledge, there was no justification for limiting breast-feeding because of the presence of 
these compounds in breast milk. On the contrary, breast-feeding should continue to be 
protected and promoted, given the convincing evidence of its benefits for the overall health 
and development of the infant. 

PROMOTION AND SUPPORT OF TIMELY COMPLEMENTARY FEEDING (WEANING) PRACTICES WITH THE USE OF 
LOCAL FOOD RESOURCES 

92. Following its discussion of a previous biennial report^ on infant and young child 
nutrition, the Thirty-seventh World Health Assembly (May 1984) adopted resolution WHA37.30 in 
which it referred inter alia to products that are unsuitable for infant feeding but that are 
nevertheless being promoted for this purpose, and to infant foods that are being promoted for 
use at too early an age. It urged action by all interested parties to put into effect 
measures to improve infant and young child feeding, with particular emphasis on foods of 
local origin. 

93. In a similar vein, after its examination of the last biennial report-^ on infant and 
young child nutrition, the Thirty-ninth World Health Assembly adopted resolution ША39.28 
requesting the Director-General inter alia to direct the attention of Member States and other 
interested parties to the fact that "any food or drink given before complementary feeding is 
nutritionally required may interfere with the initiation or maintenance of breast-feeding and 
therefore should neither be promoted nor encouraged for use by infants during this period"; 
and that "the practice being introduced in some countries of providing infants with specially 
formulated milks (so-called 1 follow-up milks*) is not necessary". 

1 Document ICP/CEH 533(S): summary report of a working group on assessment of health 
hazards in infants associated with exposure to PCBs, dioxins and related compounds in human 
milk (World Health Organization, Copenhagen, 1987). 

2 Document WHA37/1984/REC/1, Annex 5. 
3 Document WHA39/1986/REC/1, Annex 6. 
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94. In addition to emphasizing these messages in a circular letter-̂ - to Member States, WHO 
drew this and related information to the attention of the Codex Committee on Foods for 
Special Dietary U s e s w h e n it was considering a proposed draft Standard for Follow-up 
Foods for Older Infants and Young Children. 

95. WHO pointed out that the provision of complementary foods implied certain risks for 
infant health unless careful attention was paid to the types of food given and the timing of 
their introduction, as a function of infants1 specific state of physiological development, 
and taking into account their corresponding nutritional needs. When breast milk alone was rio 
longer sufficient to satisfy the nutritional requirements of the infant, a mixed diet was 
called for, one that was composed of a variety of foods that could be procured locally and 
prepared easily virtually everywhere. 

96. Industrially prepared food products, which were suitable as part of a mixed diet to 
complement breast milk in order to satisfy the nutritional requirements of the infant, might 
be a convenience under certain circumstances. They provided an option for some mothers who 
had both the means to buy them and the knowledge and facilities to prepare and feed them 
safely to their children. However, it was clear that a balanced diet for the vast majority 
of the world1 s infants from around the age of six months could and should be effectively and 
economically ensured by using a variety of locally available foods in addition to breast milk. 

97. With regard to the draft Codex standard, WHO noted that simply because a product was 
judged "not necessary" on nutritional grounds did not mean a priori that it should not be the 
subject of a Codex standard to ensure the appropriateness of its essential composition and 
quality factors. Therefore, as long as the products covered by the proposed draft standard 
were intended and correctly labelled for introduction as part of the infant weaning diet, the 
continued development of the draft standard would not, strictly speaking, be in conflict with 
resolutions of the Health Assembly on infant and young child feeding and nutrition. 

98. In discussing the draft standard the Codex Committee on Foods for Special Dietary Uses 
decided on a number of changes, including the title (now the Codex Standard for Follow-up 
Formula)； its scope (the food products covered by the standard are now defined as being 
"intended for use as a liquid part of the weaning diet for the infant from the sixth month on 
and for young children" (instead of the earlier four to six months))； and a statement to the 
effect that follow-up formula shall not be introduced before the sixth month of life 
(replacing a statement that it may be used from four to six months of age onwards). The 
Codex Standard for Follow—up Formula was formally adopted by the Codex Alimentarius 
Commission at its meeting in Rome from 29 June to 10 July 1987. 

Examples of national action 

99. Timely and appropriate weaning practices are supported by virtually all JNSP country 
projects through training to increase health workers' technical competence and commitment in 
this area. In the United Republic of Tanzania the JNSP is promoting the use of "power flour" 
as a means of reducing the excessive bulk of traditional foods, which studies have identified 
as a particular problem during the weaning period. Preparing ugali, a stiff porridge made 
from maize, with a small amount of germinated flour increases the energy density of this 
standard weaning food, thereby making increased consumption possible for young children. A 
weaning-food manual and companion education programme have been developed parallel to the 
conduct of field trials using the new flour. 

100. In three sub-districts of the project area in Ethiopia, meanwhile, the JNSP is 
introducing appropriate technology for the low-cost production of nutritionally balanced 
weaning foods made from ingredients of local origin. A nutrition education programme is 
being implemented simultaneously to promote the use of these new food mixtures. 

101. A booklet^ on weaning was prepared; it provides a simply written, non-technical 
explanation of the topic that is suitable for adaptation and use in training health and other 
community workers and in public education programmes. 

1 C.L.21.1986 of 1 September 1986. 
2 Now called the Codex Committee on Nutrition and Foods for Special Dietary Uses, 

following a decision of the Codex Alimentarius Commission in July 1987. 
3 Joint WHO/UNICEF Nutrition Support Programme. Weaning; from breast milk to family 

food• World Health Organization, Geneva (in press). 
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STRENGTHENING OF EDUCATION, TRAINING AND INFORMATION ON INFANT AND YOUNG CHILD FEEDING 

Breast-feeding and fertility 

102. As part of WHO'S global research and programme policy promotion on breast-feeding and 
fertility, which is partially funded by the United Nations Fund for Population Activities 
(UNFPA), a variety of educational and promotional materials are produced for adaptation and 
use in countries. For example, an overview of materials that are currently available in the 
field of infant and young child feeding, especially breast-feeding, has been prepared in the 
form of an annotated bibliography•1 

103. Lactation amenorrhoea is a highly effective contraceptive mechanism and an important 
means of child-spacing. In many developing countries, for example, breast-feeding still 
makes a greater contribution to child-spacing than all other family planning methods 
combined. To aid maternal and child health and family planning administrators in identifying 
the most appropriate timing of the introduction of other family planning methods, WHO has 
developed a simplified methodology for community—based calculation of the proportion of 
mothers at risk of conception by breast-feeding status.^ Its purpose is twofold : to 
provide quickly and inexpensively data that can be used to determine the statistical 
distribution of the duration of lactation amenorrhoea and how breast-feeding frequency and 
duration affect it in a given setting; and to provide health workers with information that 
they can use in determining when best to advise women on family planning matters, given their 
probable postpartum conception risk. 

Training materials 

104. Profiting from the field-testing of a popular first edition and suggestions made by 
numerous trainers in developing and developed countries, WHO published in 1986 a revision of 
its Guidelines for training community health workers in nutrition.^ The guidelines present 
a task-oriented approach for use by trainers in the guidance and on-the-job training of 
health workers under their supervision. They are intended as a model for adaptation to suit 
local needs by introducing relevant examples of nutrition problems and exercises. This was 
done with the first edition, which is now available in Arabic, Burmese, English, Farsi, 
French, Hindi, Malay, Spanish, and Thai. The revised edition's training modules include 
measuring and monitoring the growth of children; breast：-feeding promotion; nutritional 
advice oil the feeding of infants and young children; nutritional care of mothers； 
identification, management, and prevention of common nutritional deficiencies； and 
nutritional care during diarrhoea (see paragraph 109). 

105. As a complement to the training guidelines a nutrition learning package^ was prepared 
for teachers of community health workers. The package provides a variety of 
teaching/learning materials that correspond to the health and nutrition themes developed in 
each of the nutritional guidelinesf modules• 

The effects of hospital and other health care practices on breast—feeding 

106. WHO and UNICEF are encouraging countries to review the role that hospital and other 
health-care practices play in promoting or hindering breast-feeding. The purpose is to 
identify policies, practices and routines that might be interfering with breast—feeding so as 
to enable administrators and health care personnel to make appropriate changes to promote 
breast-feeding. 

1 Document WHO/MCH/86.12 (Educational materials on infant and young child feeding, 
especially breast-feeding: an annotated bibliography). 

2 Document MCH/85.15 Rev.l. 
3 World Health Organization. Guidelines for training community health workers in 

nutrition， second edition. Geneva, 1986. 
“ Joint WH0/UNICEF Nutrition Support Programme. Nutrition learning package. World 

Health Organization, Geneva (in press). 
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107. To help hospitals undertake such an assessment, WHO has prepared an experimental 
guided with four components: observational field work, interviews with mothers, staff 
questionnaires, and a chart review of infant feeding records. Each component investigates a 
different perspective of the hospital environment and, taken together, they are intended to 
provide a multidimensional understanding of the full impact of the institutional context on 
breast-feeding. The draft guide will be revised, taking into account comments received from 
a number of interested parties, in preparation for its adaptation and testing in specific 
environments. 

108. As a practical follow-up guide for health programme managers, administrators, trainers, 
and supervisors, WHO is preparing a booklet describing the main action to be taken by and 
through health services to promote and facilitate breast-feeding effectively. It will 
concentrate on the relatively brief, but critical period for the successful initiation and 
maintenance of breast-feeding: prenatal, delivery, and perinatal care provided in hospital 
maternity wards and clinics. 

The physiological basis for infant-feeding practices 

109. In adopting resolution WHA37.30 (see paragraph 92), the Thirty-seventh World Health 
Assembly requested the Director-General to support Member States in examining the problem of 
the promotion and use of foods unsuitable for infant and young child feeding, and to report 
to the Thirty-ninth World Health Assembly, in 1986, on progress achieved. Accordingly, WHO 
prepared a technical review^ of current scientific knowledge about the nutrient 
requirements and physiological development of the infant and their implications for 
complementary feeding. Member States and other interested parties were invited to use this 
technical review, highlights of which were given in the 1986 progress r e p o r t i n their 
efforts to ensure timely and appropriate complementary feeding practices, on the basis of 
their particular health, nutrition and socioeconomic circumstances. In view of the highly 
positive response WHO decided to expand the document so as to cover the physiological basis 
for infant-feeding practices during the first full year of life. It refers to the prenatal, 
perinatal and neonatal periods; lactation; infant- and maternal—health factors influencing 
breast-feeding； feeding the low-birth-weight infant； when to begin complementary feeding; 
and feeding during diarrhoea and other acute infections• 

110. The document is intended for health professionals, including general practitioners, 
paediatricians, gynaecologists, nurses, and medical and nursing schools, but it should later 
provide the basis for WHO, UNICEF and other interested parties to produce appropriate 
guidelines for the nutritional care of infants, for adaptation and use in countries. 
Prospects are also good for meeting the immediate needs of health workers and parents by 
further adapting the contents of such guidelines to suit this audience. 

111. A guide oil the prevention of malnutrition in young children following diarrhoea has 
been prepared.^ It is concerned with fitting traditional feeding practices during periods 
of acute diarrhoea in young children into scientific knowledge of digestion and absorption of 
foods during and after diarrhoea. The guide is directed towards doctors, nurses, 
nutritionists, and other health personnel whose functions include managing health services 
and training and supervising personnel who are responsible for preventing and treating 
undernutrition and infection in children. 

1 A guide for the study and critical analysis of the role of hospital practices in the 
promotion of breast-feeding， with a plan for a companion workshop (draft experimental 
version). Geneva, World Health Organization, 1987. 

2 Document raO/MCH/NUT/86.2 (Physiological development of the infant and its 
implications for complementary feeding). 

3 Document WHA39/1986/REC/1, pp. 105-107. 
4 Joint WHO/UNICEF Nutrition Support Programme. Dietary management of young children 

with acute diarrhoea: a practical guide for district programme managers. World Health 
Organization, Geneva (in press). 
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112. A major component of the JNSP in Burma is the development of a national nutrition 
education programme whose central focus is breast — feeding and weaning. Manuals have been 
developed, a poster campaign initiated, and experiments with non-traditional training begun, 
for example a "weaning food game" that is being used to train assistant midwives. Using a 
novel "cascading" training model, whereby each level of the health system is responsible for 
sharing information with the one immediately following it in the hierarchy, training teams 
have been established at state and division levels to ensure the wide dissemination and 
appropriate use of materials that have been developed centrally. 

DEVELOPMENT OF SUPPORT FOR IMPROVED HEALTH AND SOCIAL STATUS OF WOMEN IN RELATION TO INFANT 
AND YOUNG CHILD FEEDING 

113. The Organization has defined the interrelationship between the status of women, health 
and development in order to create awareness of the health priorities of women and their role 
in health care and socioeconomic development. It has done this by asking how the social, 
educational, employment, and political factors influencing the status of women affect, or are 
affected by, health; and what kinds of societal, community, and family action are needed to 
ensure equity for women as mothers and a better balance of men's and womenfs responsibilities 

114. In this context, WHO prepared the major sectoral review paper on health and nutrition 
that was discussed in Nairobi in 1985 at the World Conference to Review and Appraise the 
Achievements of the United Nations Decade for Women (1976-1985). An important outcome of the 
Conference was the adoption by consensus of Forward -looking Strategies for the Advancement of 
Women, including health-specific strategies and numerous provisions concerning women1 s health 
and nutritional status. 

115. Action taken by WHO to incorporate women's perspectives into the medium-term programmes 
of its Eighth General Programme of Work (1990-1995) and to implement the Nairobi 
Forward-looking Strategies for the Advancement of Women was reported to the Fortieth World 
Health Assembly.1 

116. One group of Nairobi recommendations concerned the key role women play as food 
producers and their contribution to agricultural development, and their access to land 
resources and technology, especially those that can free them from energy—consuming tasks. 
This is a main action theme of the JNSP, which includes a focus on women's specific needs and 
the needs of those who are dependent oil them. 

117. The JNSP organized two workshops in 1986： one on household food security, held at 
Sidama Awraja, Ethiopia, for its national coordinators and representatives of women's 
organizations from Ethiopia, Mozambique, Sudan, and the United Republic of Tanzania； and the 
other on the role of women in food production, held at Niamey, for participants from Angola, 
Burkina Faso, Chad, Mali, Mauritania, Niger, and Senegal. The results of the former included 
policy guidelines, which are intended for use by national legislators and programme 
administrators, and ail inventory of follow-up activities designed to strengthen JNSP country 
plans of action. The latter workshop formulated a series of recommendations addressed to 
governments and external development agencies concerning food policy, appropriate technology, 
marketing, farming inputs, and technical support, and the important role of women in 
establishing community food security. 

118. The conference on safe motherhood held in Nairobi in February 1987 constituted a 
landmark and offered convincing evidence of the priority accorded to the problem of maternal 
mortality. WHO, UNFPA and the World Bank, with the support of UNDP and many bilateral 
development agencies and private foundations, co-sponsored the conference, which was attended 
by ministers of health and numerous other senior decision-makers from some 60 countries. It 
reviewed the extent of maternal mortality, its causes and contributory factors, including the 
role of the mother's nutritional status and the prevention and control of anaemia (see 
paragraphs 35-37). In addition to recommending immediate action for strengthening maternal 
health and family planning programmes, the conference stressed long-term intersectoral 
strategies for improving the health, nutritional and social status of women and girls as a 
means of confronting the root causes of maternal death. One of the conference1 s major 
practical outcomes was the creation of a fund in support of operational research on safe 
motherhood, which WHO is executing with pledges of support thus far from the World Bank, 

1 Document A40/19. 
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UNDP, the Rockefeller Foundation, and bilateral development agencies. WHO and UNICEF, 
meanwhile, have issued a joint statement supporting a wide range of health, including 
nutrition, activities to ensure women's health as a basic right for themselves and as a 
guarantor of the healthy survival of their new-born infants.I 

119. A report prepared by WHO for an international conference on better health for women and 
children through family planning (Nairobi, October 1987) reviewed the effects of women1 s 
working patterns on the health and nutritional status of their children; although there is a 
positive correlation between increased maternal income and the nutritional status of children 
in some populations, the absence of the mother can also result in less time devoted to child 
care, including reduced frequency and duration of breast-feeding and longer intervals between 
complementary feeding of young children. 

Examples of national action 

120. In Mozambique the JNSP is providing support in the form of supplies and training to 
women's agricultural cooperatives. At the same time it is working through the General Union 
of Cooperatives to support the creation of creches where working mothers can leave their 
children under trained supervision. Meanwhile, the health sector is engaged in training 
mothers regarding appropriate infant and young child feeding and rearing practices by using 
such techniques as grjup meetings and puppet shows. 

121. In Niger the JNSP is providing training and equipment for village-based women1 s groups 
to facilitate their operation of grain—grinding mills for their own and surrounding 
villages. Revenue generated from these operations remains under the control of the women1 s 
groups, which are using it to promote other health and nutrition activities. 

122. WHO is providing technical and financial backing for studies being undertaken in 
Argentina and Kenya on social support measures for women. Factors affecting women1 s 
child-care roles, among others, are being analysed with a view to designing appropriate 
programmes and activities. 

123. There are numerous other examples of support services for women (including advice on 
preparation for childbirth and infant and young child feeding practices) provided by 
governments. These are often complemented by community—based nongovernmental women's 
organizations that conduct related education and information programmes 一 for example, 
La Leche League (cited by many governments, including those of Australia, Canada, 
New Zealand, and Switzerland, for its important support for mothers and contributions to 
breast-feeding promotion), the Breast-feeding Information Group in Kenya, the Nursing Mothers 
Group in Fiji, and the Maori Women1 s Welfare League in New Zealand. 

APPROPRIATE MARKETING AND DISTRIBUTION OF BREAST-MILK SUBSTITUTES 

124. The appropriate marketing and distribution of breast-milk substitutes is one of several 
actions required in order to protect healthy infant and young child feeding practices. For 
this reason the Thirty-f ourth. World Health. Assembly (May 1981) 9 through, its resolution 
WHA34.22, adopted the International Code of Marketing of Breast-milk Substitutes in the form 
of a recommendation, and urged all Member States inter alia to translate it into national 
legislation, regulations or other suitable measures; to involve all concerned parties in its 
implementation； and to monitor compliance with it. 

125. The Code provides for regular reporting by Member States to the Director-General 
(Article 11, paragraph 6) and by the Director-General to the Health Assembly in even years 
(Article 11, paragraph 7) on the status of its implementation. The Thirty-fourth World 
Health Assembly also requested the Director-General to report to the Health Assembly in 
May 1983 on the status of compliance with the Code at country, regional and global levels, 
and to make proposals for action, if necessary. Accordingly, the Director-General reported 
to the Thirty-fifth, Thirty-seventh, and Thirty-ninth World Health Assemblies (in 1982, 1984, 

1 Eternal care for the reduction of perinatal and neonatal mortality: a joint 
WHO/UNICEF statement.~Geneva, World Health Organization, 1986. 
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and 1986 respectively)1 on steps taken by Member States to give effect to the Code, and to 
the Thirty-sixth World Health Assembly (in 1983)^ on the status of compliance with it. The 
following is thus the fifth report on the subject, as well as the fourth consecutive biennial 
report, since the Code's adoption nearly seven years ago. 

126. Most of the information has been supplied by Member States themselves, whether in 
direct communications to the Director-General, via the regional offices, in statements made 
during the Thirty-ninth World Health Assembly,^ or in discussions at a meeting of a 
regional committee. An overall picture of progress in this regard since 1981 can thus be 
obtained by referring to this and previous reports by the Director-General, which together 
provide a detailed account of the steps taken by nearly 140 countries and territories 
individually, and in some cases collectively through regional and interregional forums, to 
give effect to the principles arid aim of the Code. 

127. The Thirty-ninth World Health Assembly (1986) adopted resolution WHA39.28, which 
requested the Director-General inter alia "to propose a simplified and standardized form for 
use by Member States to facilitate the monitoring and evaluation by them of their 
implementation of the Code and reporting thereon to WHO, as well as the preparation by WHO of 
a consolidated report covering each of the articles of the Code". 

128. The process of preparing a proposed report form in response to the Health Assembly1 s 
request included informal consultations with a number of interested parties as to its 
structure and content. The completed form was dispatched to Member States^ as a 
complementary monitoring and reporting framework to that already contained in a set of 
guiding principles,^ covering the five interrelated themes referred to above, that were 
first prepared at the Health Assembly's request in 1981. In drafting their replies Member 
States were invited to comment on both the structure and content of the overall reporting 
framework. 

129. The guiding principles and the proposed report form were dispatched under cover of 
circular letter C.L.15.1987 dated 3 July 1987, and Member States were requested to send their 
replies by 10 October 1987. As of 31 October 1987 a total of 14 replies had been received, 
most following the five-theme framework; only four Member States chose to avail themselves 
of the proposed article-by—article report form in respect of the Code. One Member State 
formally expressed the view that the guiding principles constituted an adequate outline for 
reporting on the subject. 

African Region 

130. The Malawi Ministry of Health's Subcommittee on Infant and Young Child Feeding 
organized a workshop in Lilongwe in June 1987 for the purpose of drafting a national code of 
marketing of breast-milk substitutes. Participants included nutritionists and others active 
in nutrition and public education； representatives of the justice, trade and industry, and 
tourism ministries; and staff of the Malawi Bureau of Standards. They were also charged 
with reviewing existing national laws in relation to the provisions of the International 
Code, and preparing a mechanism for the national code's implementation. 

131. Among the workshop1s main recommendations were that the resulting draft national code, 
which closely resembles the International Code, be declared compulsory by the Minister of 
Trade, Industry and Tourism under the powers of the Malawi Bureau of Standards Act 
(Amendment) 1987; that meetings be organized for health professionals, extension workers, 

1 Respectively documents WHA35/1982/REC/1, Annex 5; WHA37/1984/REC/1, Annex 5, 
part II; and WHA39/1986/REC/1, Annex 6, part 1. 

2 

Document A36/7. 3 Document WHA39/1986/REC/3, pp. 96-118. 
“ Document WHO/MCH/NUT/87.2 (Proposed report form concerning action taken to give 

effect to the International Code of Marketing of Breast-milk Substitutes). 
5 Document WHO/MCH/NUT/87.1 (Guiding principles for facilitating reporting by Member 

States on action taken in the field of infant and young child feeding). 
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educators, manufacturers and distributors of products within its scope, and other relevant 
personnel to make them aware of the code and ensure its enforcement; that the Government 
promote working conditions for women that facilitate breast-feeding, including fully paid 
maternity leave for 90 days in both the public and private sectors; and that a commission be 
established to monitor production, importation, and distribution of breast-milk substitutes 
and weaning foods. 

132. The results of retail shop surveys in Swaziland conducted by the National Nutrition 
Council (NNC) have shown that artificial foods and feeding bottles being sold do not always 
conform to the International Code. Some feeding bottles are deemed to be a positive health 
hazard, especially those which are opaque or so shaped as to make cleaning difficult, and the 
NNC has worked with the Ministry of Commerce on banning them. Labels contain many-
exaggerated claims and ambiguities. Following negotiations with a large breast-milk 
substitute manufacturer, the latter agreed to change the labelling of its products sold in 
the country so as to emphasize the superiority of breast-feeding. Because of a violation of 
the Code by another large manufacturer the importation of the product concerned was stopped. 
Companies have been prohibited from donating milk or teaching materials unless specifically 
authorized by the director of health services or the NNC. 

133. Although no legislation has as yet been adopted in the United Republic of Tanzania to 
give effect to the International Code, guidelines in this regard have been issued by the 
Ministry of Health and Social Welfare and disseminated to all medical units. There is no 
advertising of breast-milk substitutes, which are sold to the national food company based on 
product approval furnished by the MinistryTs Drugs and Pharmaceutical Committee. 

134. The Ministry of Health in Zambia reports that the Zambian Code of Ethics for Marketing 
of Breast-milk Substitutes is being enforced by all concerned parties (industry, Government, 
health institutions, and retailers) on a voluntary basis. Any labelling violations, or those 
relating to product quality, are dealt with in accordance with the Food and Drugs Act, under 
which they are punishable. Monitoring of the Code's implementation is undertaken by the 
Ministry of Health, food inspectors, the Bureau of Standards, and the National Food and 
Nutrition Commission, in cooperation with food industry representatives, the National Council 
for Scientific Research, and interested nongovernmental organizations including the Zambia 
Breast-feeding Association, the Women1 s League, and the Consumers Protection Association. 

Region of the Americas 

135. The Ministry of Social Welfare and Public Health in Bolivia has created a national 
breast-feeding programme with the aim of protecting the health and nutritional status of 
infants and young children. The programme includes an information and education campaign via 
the mass media for the general public and the preparation of manuals for health workers• A 
national code for the marketing of breast~milk substitutes has been prepared on the basis of 
the International Code, with the participation of the ministries of health, industry and 
commerce, and education and culture; the Bolivian Paediatric Association; the Bolivian 
Obstetric Association; the National Social Security Administration; and the infant-food 
industry. Six thousand copies have been distributed nationwide. 

136. A number of steps have been taken in Canada, at provincial and federal government 
levels and through professional associations, to alert health workers to the existence of the 
International Code and to its endorsement by the Government. These efforts have been 
complemented by citizen action groups such as the Infant Feeding Action Coalition. The 
Minister of National Health and Welfare stresses dialogue and consultation with the 
infant-food industry, and brings contraventions of the Code to the attention of both 
individual manufacturers and the Canadian Infant Formula Association (CIFA). In 1986 the 
Minister issued a national press release outlining the Governmentfs remaining concerns about 
industry1 s compliance with the Code. CIFA responded with a draft set of policies and 
practices to ensure that industry as a whole is working in concert with the aim of the Code 
as adopted in the national context. The Government is reviewing this policy statement and 
anticipates that CIFA's response will overcome the final barrier to achieving full national 
support for the International Code. 

137. The Ministry of Health in Colombia is promoting appropriate infant and young child 
feeding practices through a national coordinating body, which includes representatives from 
the National Health Institute and the National Economic and Social Policy Council, and health 
education provided directly by health workers. The Government has introduced into national 
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health legislation regulations concerning the marketing of breast-milk substitutes, including 
measures for the monitoring of their application, 

138. Since the adoption of the International Code, Mexico has enacted legislation to comply 
with its provisions. For example, labels on products have to provide adequate information on 
their preparation and use, and nothing is allowed on them which might discourage 
breast-feeding or encourage the use of breast-milk substitutes. Words such as "humanized" or 
"maternalized" have been banned, as are gifts or similar inducements to buy such products. 
Literature sent to doctors is regarded as publicity, arid regulated as such. 

139. Paraguay is examining its food standards in relation to Codex Alimentarius standards, 
and the International Code has been taken as a model for the marketing and distribution of 
breast-milk substitutes. Legislation will provide for the banning of the distribution of 
samples of breast-milk substitutes for infants under six months of age in both the public and 
private health sectors； the banning of promotion to the general public of infant formula -
information being provided solely to health staff ； and consideration of breast-milk 
substitutes as medicaments, their sale being regulated as such. 

140. Workshops on breast-feeding were organized in three regions of Suriname by the end of 
1982 to bring the International Code to the attention of interested parties and their 
organizations, including health workers from different levels of the health system,* social 
workers, agricultural extension agents, and representatives of trade unions and women1 s 
organizations. No specific legislative measures have been adopted concerning the marketing 
and distribution of products within the scope of the Code, which are all imported. Given 
overall import restrictions since 1983 due to the countryfs financial position, however, the 
Government has indicated that measures are required to ensure a supply of these products for 
those who need them. 

141. In Trinidad and Tobago the Food and Drug Regulations were amended in 1985, notably by 
the insertion of a new regulation on the labelling of breast-milk substitutes .1 The 
addition requires the display on the outer label of the container of a statement proclaiming 
the superiority of breast—feeding over other methods of infant feeding and advising that the 
substitute should be used only on proper medical advice having been attained as to the need 
for, and the proper methods of, its use. There is to be no display on the container or label 
of any statement, picture or other visual impression of a person that would tend to encourage 
the use of the substitute in preference to breast milk, or the words "humanized" or 
"maternal i zed " or any such words that may tend to extol the substitute's virtues. In 
addition, every food product which is not a breast-milk substitute, but which is capable of 
being modified to become one, is to include on the label a warning that the product is not to 
be used as the sole source of nourishment for babies. Finally, condensed milk is not 
permitted to include on the label instructions for its modification as a baby food. 

142. The Food and Drug Administration (FDA) in the United States of America has announced an 
import alert that provides for continued close surveillance of beverages that purport to be 
infant formulas (complete or partial substitutes for human milk), but that do not provide 
adequate nutrition for infants or are otherwise in violation of the infant formula provisions 
of the Federal Food, Drug, and Cosmetic Act.^ 

143. The FDA is also proposing, in accordance with the 1986 amendments to the Federal Food, 
Drug, and Cosmetic Act, to amend its recall regulations for infant formulas.^ These 
proposed amendments would: (1) specify mandatory recall procedures to be used by 
manufacturers in removing from the market an infant formula that is adulterated and/or 
misbranded and that the agency has determined may present a risk to human health; 
(2) require a manufacturer recalling an infant formula that presents a risk to human 
health to request each retail establishment at which such infant formula is sold or available 
for sale to post a notice of such recall； and (3) establish requirements for the retention 
of infant formula distribution records. 

1 International Digest of Health Legislation, 37(3): 579-580 (1986). 
2 Federal Register, 8 July 1987, Vol. 52, No. 130, pp. 25636-25637. The Infant 

Formula Act of 1980 was covered in the International Digest of Health Legislation, 32(1): 
94-98 (1981). 一 

3 Ibid. , 13 August 1987, Vol. 52, No. 156, pp. 30171-30174. 
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South-East Asia Region 

144. By Order of 19 December 1983, the Government of India had adopted the Indian National 
Code for the Protection and Promotion of Breast-feeding, which closely resembles the draft 
regulation version of the International Code as originally presented to the Health Assembly 
in May 1981.1 In mid-1987 the federal parliament was reported to be considering a draft 
Infant Milk Foods and Feeding Bottles Act as one aspect of the measures being taken to 
protect and promote the healthy growth and development of infants and young children. 

European Region 

145. A meeting is held every February in Denmark for all parties to the 1984 voluntary 
agreement giving effect to the International Code. Representatives of health professional 
organizations, consumer groups, and the infant-food industry use the opportunity to evaluate 
observance of the agreement and its overall effectiveness. Cases of alleged non-compliance 
by manufacturers are usually reported directly to the manufacturers1 organization (SEDAN), 
which takes corrective action vis-à-vis its members. 

146. Order No. 51 of Ю February 1986 permits the sale in Denmark of dummies and teats for 
infant-feeding bottler provided that they do not release a quantity of N-nitros amines greater 
than 5«Mg/kg of rubber or a quantity of "nitrosatable" substances higher than 50 ̂ ig/kg of 
rubber, as specified in the method defined in the Annex.^ 

147. The Government of Ireland reports that its Code of Practice for the Marketing of Infant 
Formulae, although working well, needs to be reviewed and updated. It hopes that it can be 
brought closer to the International Code without occasioning unnecessary conflict and taking 
due account of the country's specific circumstances • 

148. Legislation in Monaco provides for additional leave time and a cash benefit for mothers 
who breast-feed their infants. The only publicity for breast-milk substitutes, which is 
described as highly restricted, occurs oil television or in newspapers. 

European Economic Community 

149. In January 1986 the European Parliament1 s Committee on the Environment, Public Health 
and Consumer Protection adopted a report in which it recommended that the draft Council 
Directive on the approximation of the laws of Member States^ relating to infant formula and 
follow-up milks be amended by the addition of the major provisions of the International 
Code. The report also stated that, where other articles of the Code were not specifically 
mentioned, they should nevertheless be implemented by Member States, including those 
addressed to health workers. 

150. In the light of these views the Commission of the European Communities reconsidered its 
approach and agreed, in March 1986, to propose a strengthening of the Community commitment to 
the International Code, first enunciated by the Presidency at the time of the approval of the 
instrument in May 1981According to an explanatory note in the Commission's modified 
proposal, the strengthening is found in the areas of marketing generally, the 
responsibilities of health care authorities, and advertising. 

151. In the first two of these areas the provisions set out follow the principles of the 
International Code, whereas in the third the Commission was unwilling to propose a 
prohibition on advertising to the general public of infant formula. It preferred, in the 
light of the constitutional, legal, social and other considerations applicable within the 
Community and its Member States, a solution consisting of confining advertising to media 

1 Document A34/8. 
2 International Digest of Health Legislation, 37(4): 808 (1986). Teats are included 

within the scope of the International Code, under Article 2. 
3 Belgium, Denmark, France, Federal Republic of Germany, Greece, Ireland, Italy, 

Luxembourg, Netherlands, Portugal, Spain, United Kingdom of Great Britain and Northern 
Ireland• 

4 Document WHA34/1981/REC/3, p. 192. 
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specializing in baby care. Given the scope of the amendments involved, the text of the 
proposal was revised in its entirety.1 

Eastern Mediterranean Region 

152. In Kuwait the distribution of breast-milk substitutes has been banned in hospitals and 
other health centres. Manufacturers are required to promote breast-feeding, even when 
explaining the merits of breast-milk substitutes. Donations of breast-millc substitutes have 
also been prohibited. Representatives of the national committee responsible for implementing 
the International Code visit hospitals and health centres to ensure that these decisions are 
being implemented• 

153. The Ministry of Health in the Syrian Arab Re public has taken a number of steps to 
reinforce breast—feeding practices, including issuing instructions to distributors of 
breast-milk substitutes concerning their relations with health services; to birth attendants 
encouraging them to combat the practice of withholding the breast until 24 hours after 
birth; and to health centres, clinics and pharmacies discouraging the display of placards or 
posters concerning artificial feeding. 

154. The marketing of breast-milk substitutes has been prohibited in hospitals and 
dispensaries in the United Arab Emirates since 1980. Manufacturers are also prevented from 
advertising their products. At the same time, a campaign to promote breast—feeding has been 
undertaken through national institutions and women1s organizations, involving work with 
mothers in their homes• Relevant promotional campaigns have been launched in collaboration 
with other countries in the Gulf area. 

Western Pacific Region 

155. In compliance with resolution WPR/RC33.R16, the thirty-eighth session of the Regional 
Committee for the Western Pacific, in September 1987, had before it a report on infant and 
young child nutrition and implementation of the International Code. Relevant portions of 
this report are summarized below; in some cases they have been complemented by information 
received directly from Member States. 

156. There is no commercial advertising of breast-milk substitutes or weaning foods in 
American Samoa, and the health care system is not involved in any way in their distribution 
except in the retailing of some medically prescribed infant formulas. While the 
International Code has not been acknowledged, the practice is to comply with United States 
federal policies concerning appropriate breast-milk substitutes• There is a growing interest 
reported among health professionals and some members of the community in support of local 
legislation to adopt elements of the International Code. 

157. The Government of Australia reports that the 1983 National Code of Practice for the 
Marketing of Infant Formulas was reviewed and revised in 1985 to bring it more closely in 
line with the International Code. Where practices not consistent with the Code are reported, 
the infant-food industry is requested to take appropriate steps• "Sampling" has reappeared 
in clinics and nurseries in some states, and the authorities there have been requested to 
take action, which is outside Federal Government jurisdiction. 

158. New orders of the Export Control Act have taken into account and incorporated relevant 
articles of the International Code. Similarly, the National Health and Medical Research 
Council1 s Food Standards Committee has incorporated relevant articles (labelling and quality) 
into the draft Standard for Foods for Infants and Young Children, which will be referred to 
the National Food Standards Council for acceptance. 

159. A working party comprising representatives of state and territory health authorities, 
the Australian College of Paediatrics, and the Australian College of Obstetricians and 
Gynaecologists has developed guidelines to promote breast-feeding and to implement the 
International Code in Australia. Copies of the Code, the Industry Code of Practice, and 
related documents have been widely distributed within the Australian community. All 
concerned groups and individuals, including manufacturers, consumer groups, and professional 
associations, have been requested to assist the Federal Government in its efforts to monitor 
application of the International Code. 

1 Official Journal of the European Communities, No. C285, 12 November 1986, pp. 5-19. 
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160. There is a considerable variation in the pattern of breast-feeding in Brunei 
Darussalam, ranging from 12% of infants under 10 days in urban areas to 77.5% in rural 
areas- At six months the respective percentages vary between 4% and 42% One of the reasons 
given for the low level of breast-feeding is the introduction of bottle-feeding in hospitals 
where 80% of deliveries occur. Another is the fact that breast-feeding is more demanding, 
and that it is more convenient for working mothers to start their babies on bottle-feeds. 
Post-^delivery maternity leave lasts one month. 

161. Infant formulas are said to be readily available and within the means of the majority 
of the population. Action has been taken to ban advertising of milk foods on television, 
distribution of milk samples in clinics, and the sponsoring of baby shows by milk companies. 
All promotion of infant formulas is expected to carry the caption "breast milk is the best 
milk for baby". Health services are reported to be unable to compete with the aggressive 
marketing strategies of milk companies. 

162. The representative of China at the thirty-eighth session of the Regional Committee 
reported that a code concerning breast-milk substitutes was being prepared in his country. 

163. According to data available in clinics in the Commonwealth of the Northern Mariana 
Islands (Trust Territory of the Pacific Islands), 53.9% of infants are breast-fed at the time 
of discharge from hospital, and 29% are breast-fed at four months. All types of formula are 
available, but the cost is prohibitive for the majority of women. Although the Commonwealth 
has not implemented the International Code, the Department of Public Health and Environmental 
Services has set a number of priorities for infant and young child feeding including the 
drafting of a marketing code or introduction of a resolution to adopt the International Code, 
developing infant-feeding policies, adopting legislation to extend maternity leave, and using 
audiovisual aids to provide basic information oil infant—feeding practices. 

164. A survey of infant-feeding practices in Fiji in 1983, based on a nationally 
representative sample of 735 children between 0-23 months of age, showed that 37% had been or 
were being exclusively breast-fed, 49% were partially bottle-fed, and 14% were fed 
exclusively by cup and spoon. In 1984, when there were 19 181 live births, 226 tonnes of 
infant formula (or enough to feed approximately 11 300 infants exclusively for the first six 
months of life) were imported. In the light of these findings the Ministry of Health, with 
the assistance of the National Food and Nutrition Committee, convened a working group to 
review the situation and formulate appropriate recommendations. One of the results of this 
exercise - feeding guidelines for newborn babies 一 will soon be distributed to all health 
workers and to the general public. In September 1986 the Ministry of Health also advised all 
hospitals, maternity ward s, consultants, and private medical practitioners not to accept the 
donation of breast-milk substitutes from any manufacturer. 

165. The Department of Public Health and Social Services in Guam strongly supports and 
promotes breast-feeding through its health education programme, particularly for pregnant and 
postpartum women• Government is aware of the need to focus more attention on the development 
of programmes to improve infant and young child feeding practices and to implement the 
International Code• Measures are now being developed to improve the situation in the light 
of Guam1 s needs and resources. 

166. The Government of Japan has instructed manufacturers of breast-milk substitutes not to 
advertise in the mass media or to carry out marketing in hospitals and other health care 
facilities. 

167. The second revision of the 1979 Code of Ethics and Professional Standards for 
Advertising, Product Information and Advisory Services for Infant Formula was implemented in 
Malaysia in 1986. In addition a disciplinary committee was set up, composed of government 
members only, to investigate alleged code violations. The country continues to promote 
appropriate infant-feeding practices through this code and reports that it has no plans to 
adopt legislation in this regard. The 1985 Food Regulations of Malaysia include detailed 
standards for infant formula. It is laid down, for instance, that the legend "Breast milk is 
the best food for infants" must appear in a prominent position on the label； furthermore, no 
label may display "any picture of infants or babies or parts of infants or babies ..."). 

1 International Digest of Health Legislation, 39(1) (in preparation). 
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168. The Monitoring Committee set up in New Zealand in 1983 to oversee application of the 
International Code by receiving complaints on alleged violations and inquiries regarding its 
interpretation, and making recommendations on the Code1s application, reports that breaches 
have grown progressively fewer in number• All interested parties, including the infant-food 
industry and consumers, are aware of the adoption of the Code and its implications for their 
activities• 

169. The Philippines' National Code of Marketing of Breast-milk Substitutes, Breast-milk 
Supplements and Related Products, which closely resembles the International Code, was signed 
into law in October 1986.1 The Department of Health informed all of its personnel in this 
regard through information circulars and articles in a number of national newspapers. An 
inter—agency committee, composed of representatives from the departments of health, justice, 
trade and industry, and social services and development, was established under the code. It 
is now finalizing the rules and regulations that will govern the advertising and promotion of 
the products covered by it, and establishing a framework for their implementation. 

170. The CitizensT Alliance for Consumer Protection in the Republic of Korea has submitted a 
draft code of marketing of breast-milk substitutes to the Ministry of Health and Social 
Affairs. 

171. The Government of Singapore continues to apply its local Code of Ethics on the Sale of 
Infant Formula Products that was formulated in 1979 and implemented since then by a formal 
monitoring authority. It reports that it has no plans as yet to adopt the International Code 
as such. 

172. The Ministry of Health in Vanuatu has been actively promoting breast-feeding, 
particularly in urban areas where bottle-feeding is known to be common among working 
mothers• There is no legislation to regulate the sale of breast-milk substitutes or feeding 
bottles, but the introduction of separate chapter headings in 1986 now permits direct sales 
monitoring. Import duties were imposed on breast-milk substitutes and feeding bottles in 
January 1987 so that they are no longer, in effect, subsidized by Government• There is no 
distribution of breast-milk substitutes in hospitals or maternity clinics, where rooming-in 
is practised, and no related advertising through the mass media. 

Continued cooperation with concerned parties in the implementation and monitoring of the 
International Code 

173. In adopting the International Code the Health Assembly requested the Director-General 
"to use his good offices for the continued cooperation with all parties concerned" in its 
implementation and monitoring.^ Accordingly, and as part of its overall collaboration with 
interested parties on matters relating to infant and young child nutrition, WHO maintains 
regular contact with other agencies of the United Nations system and cooperates with 
professional groups, consumer organizations (see paragraph 81), and manufacturers of products 
that are within the scope of the Code. 

174. Regarding this last group, the International Association of Infant Food Manufacturers 
(IFM), which is a member of ISDI, ̂  has confirmed to the Director-General the commitment to 
supporting the principles and aim of the International Code of its 33 national and 
international member companies from 17 countries. In practice, IFM has explained, this 
individual, voluntary commitment by its members is carried out by conforming to the Code in 
its entirety in developing countries, except where specific national measures are implemented 
by governments. In developed countries IFM members are said to comply with national codes 
and regulations and/or voluntary industry codes that have been established in consultation 
with the relevant authorities• 

1 International Digest of Health Legislation, 39(1) (in preparation). 
2 Resolution WHA34.22. 
3 The International Society of Dietetic including all Infant and Young Child Food 

Industries (ISDI) was admitted into official relations with WHO in Januaray 1987. 
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175. To ensure effective implementation of its commitment, an IFM complaint procedure has 
been announced, which allows concerned parties to draw the attention of member companies to 
activities that are considered to be incompatible with the principles and aim of the 
International Code Д IFM has explained that complaints and any accompanying materials will 
be transmitted to the companies concerned and investigated promptly, and that the companies 
will notify the IFM secretariat within 60 days of the results of their investigations and any 
remedial steps taken. IFM will then notify complainants of their findings and action taken, 
and will issue a yearly summary of all complaints and their disposition. 

176. WHO made a technical contribution to a meeting convened by IFM in Paris in 
November 1987 to study what forms of cooperation 一 among its member companies and with other 
groups 一 could be envisaged to promote safer infant — feeding practices. 

1 Complaints alleging non-compliance with the Code or the applicable national measures 
may be notified to: the Secretary General, International Association of Infant Food 
Manufacturers, 194, rue de Rivoli, 75001 Paris, France. 


