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OF MARKETING OF BREAST-MILK SUBSTITUTES) 

Report by the Director-General 

Part I of this report focuses on the following aspects of nutrition, 
which are vital not only for infants and young children but also have 
direct implications for the health and nutritional well-being of their 
mothers and other family members : the prevalence and duration of 
breast-feeding, with information covering the period 1980-1989； 
breast-feeding and child-spacing, with a discussion of the relationship 
between lactational amenorrhoea and birth interval and health policy 
implications； and prevention and control of iodine deficiency disorders, 
with a report on recent progress. 

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 
with 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 1988-1989; 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, including family planning, which 
are essential elements of the strategy for health for all. 

The Board is requested to transmit the report, with its observations 
and recommendations, to the Health Assembly. In particular, the Board may 
wish to consider what recommendation would be appropriate in the light of 
recent progress achieved in the prevention and control of iodine 
deficiency disorders (IDD) and the development of a draft global action 
plan for eliminating IDD by the year 2000. 
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INTRODUCTION 

1. There are essentially two types of malnutrition: related to lack or excess of 
certain dietary components (for example, calories, vitamins and nutrients). In both 
cases the body's demand for the raw materials needed to sustain life is compromised by an 
inappropriate supply. However, nutritional status is considerably more than a question 
of the quantity and quality of dietary intake； it is the result of a complex interaction 
between overall health status, diet, and the physical, social and economic environment. 

2. Thus children's growth and adult body mass and composition also reflect the body's 
capacity to transform food into nutrients that can be used to ensure maintenance, growth 
and functioning. Food availability is obviously a major factor in promoting an 
appropriate diet, but an equally important element is the individual's ability to obtain 
full benefit from whatever food is consumed. A major obstacle to nutrient absorption and 
use is the presence of infection. Consequently, the health sector's overriding concern 
with regard to nutrition is to prevent infection or control it when it occurs. 

3. Monitoring child growth and changes in adult body weight is an effective means of 
detecting imbalance between the supply of energy and nutrients and the body's demand for 
them. For the detection of deficiencies in iodine, vitamin A, and iron, which are both 



widespread and serious, clinical or biochemical assessment is required. Current 
information 011 the prevalence of underweight among children - a reliable indicator of the 
health and nutritional status of the population in general - demonstrates a distinct 
improvement in many developing countries in Africa, the Americas and Asia. Similarly, 
many developed countries in the Americas, Europe and the Western Pacific have made 
significant progress in dealing with problems related to dietary excess. 

4. Significant improvements in food availability over the last three decades, coupled 
with global advances in sanitation, education, national income and communicable disease 
control, have led to corresponding improvements in nutritional status. For example, 
whereas in 1960 one-third of the world's population had a daily intake of less than 1900 
calories, by 1970 only 5% were below that level. Unfortunately this improvement has not 
been maintained in some developing countries, so that in 1985 130 million people were 
still below the 1900 calorie level. 

5. During the 1960s an average of 24% of children had weights which were less than the 
value corresponding to 2.5 standard deviations below the median for their height, which 
signifies wasting, or thinness. Today, only 14% are below this level, with less than 10% 
below the cut-off point for most of the Region of the Americas and the European, Eastern 
Mediterranean and Western Pacific Regions. These same regions have a rate of less than 
10% for low birth weight (< 2500 g). Of 20 selected countries in Africa, the Americas, 
Asia and Oceania for which trends have been followed, 17 showed a decrease in the 
incidence of low birth weight, two showed no change, and only one Central American 
country showed an increase. Stunting, or low height-for-age, has decreased in some 
countries with very large populations, although it remains widespread. On the other 
hand, the factors mentioned above as contributing to improved nutrition have led to 
excess weight and a variety of related ills in both developed and developing countries. 

6. In the light of this positive, if still uneven, global evolution in nutritional 
status, Part I of this report focuses on selected aspects of human nutrition that are not 
only of particular importance for the health of infants and young children but also have 
direct implications for the health and well-being of their mothers and other members of 
the family: the prevalence and duration of breast-feeding, breast-feeding and 
child-spacing, and the prevention and control of iodine deficiency disorders. Part II 
highlights some of the practical steps taken by WHO and its Member States, in particular 
since 1986, to develop policies and implement action programmes for dealing with the 
multiple factors affecting nutrition, especially of infants and young children. 

1 See inter alia information on selected global and regional nutritional status 
trends featured in progress reports presented to the Health Assembly in 1988 (document 
EB81/1988/REC/1, Annex 10) and 1984 (document WHA37/1984/REC/1, Annex 5). 

2 Agriculture: toward 2000. document С 87/27, July 1987, Food and Agriculture 
Organization of the United Nations, Rome. 



Part I 

RECENT TRENDS IN SELECTED ASPECTS OF HUMAN NUTRITION OF PARTICULAR 
IMPORTANCE FOR THE HEALTH OF INFANTS AND YOUNG CHILDREN 

PREVALENCE AND DURATION OF BREAST-FEEDING: UPDATED INFORMATION, 1980-19891 

7. There has been a noticeable improvement in the prevalence and duration of 
breast-feeding in a number of developed countries where a combination of public 
education, social support and greater awareness on the part of health workers has made 
breast-feeding both more attractive and more feasible. In many developing countries, on 
the other hand, there are indications that the situation is deteriorating in terms both 
of the proportion of mothers who breast-feed and of the duration of breast-feeding. The 
stabilization or even reverse of the previous decline in breast-feeding in a few 
countries is probably due to active promotion and support activities. 

8. In 1981 WHO published the results of the first of a two-phase collaborative study on 
breast-feeding in nine countries. This was followed in 1982 by a critical review 
of available evidence on breast-feeding prevalence in Africa, Asia, Oceania, Latin and 
North America, and Europe； and brief reports to the Thirty-ninth (1986)^ and 
Forty-first (1988)5 World Health Assemblies. In 1986 WHO established an international 
data bank on breast-feeding, which now contains data from more than 1000 surveys or 
studies (covering national and local situations as well as trends) from more than 140 
countries and territories. 

9. Despite differences in breast-feeding prevalence and duration between and within 
countries, data suggest that patterns of breast-feeding and duration can be defined along 
regional lines. Table 1 summarizes information on the prevalence and duration of 
breast-feeding, by WHO region, for the period 1980-1989. 

African Region 

10. Available data (from 23 countries of the Region - 52%) indicate that the national 
average of infants still breast-fed at 12 months ranges between 55% and 85%, with 
internal differences according to the degree of urbanization and socioeconomic position. 
In Nigeria, for example, the percentage of fully breast-fed infants at one month varies 
between 68% in one village to less than 1% among the urban elite of Ibadan city. 

1 Adapted from information appearing in the Weekly Epidemiological Record. 64• 
321-324 and 331-335 (1989) (In No. 42 and 43 of 20 and 27 October 1989 respectively), 

о Contemporary patterns of breast-feeding. Geneva, World Health Organization, 
1981. The countries were Chile, Ethiopia, Guatemala, Hungary, India, Nigeria, the 
Philippines, Sweden and Zaire. 

3 
"The prevalence and duration of breast-feeding: 

information." World Health Statistics Quarterly. 35 : 
Document WHA39/1986/REC/1, pp. 103-104. 
Document EB81/1988/REC/1, pp. 139-142. 5 

6 The data bank is managed by the Nutrition Unit, 
Switzerland. Contributions and inquiries are welcome； 
request. 

a critical review of available 
92-116 (1982). 

WHO, 1211 Geneva 27, 
references are available on 



TABLE 1. SUbtlARY OF MAIN CHARACTERISTICS OF BREAST-FEEDING PREVALENCE AND DURATION" 
BY WHO REGION, 1980-1989 

The South-East Eastern Western 
Africa Europe 

Americas Asia Mediterranean Pacific 

Number of countries 

Percentage- of countries reporting data 

Percentage of countries for which data are available for 
period 1980-1989 

Percentage" of infants breast-fed 

Ever 
At 3 months 
At 6 months 
At 12 months 

Range of duration— of breast-feeding in months 

Average 
Median 

Urban population as percentage of total 

4A 

70% 

ЗА 

52X 68Z 

92-98% 
79-98% 
59-97% 
53-86% 

1A-2A 
5-21 

29% 

-19 
-14 

71X 

23 

91% 

34 11 

6-19 
2-20 

Al% 

65X 

2-9 
2-6 

55% 

3-25 
A-24 

2A% 

20 

95X 

81-93X 84-97% 67--86% 73-94% 63. 
56-70Z 27-93% 35--61% 73-93% 72 
A2-59Z 29-83% 9--37% 56-83% 46-
16-A6Z 31-66% 12--2A% 35-76% 52 

10-1A 

1-18 

29% 

—Only surveys based on the observation of 100 infants or more are included. 

—Number of countries reporting data to total number of countries included in the respective WHO Region. 

“Range of average values obtained from breast-feeding data for each region and population group. 

~ Range of figures reported by countries irrespective of the population group. 



11. In general the proportion of breast-fed infants is higher in rural areas and among 
low-income groups in urban areas than among high- and middle- income groups in urban 
areas. In Ethiopia, for example, the percentage of breast-fed infants at six months is 
99% for rural areas, as compared with 94% and 83% respectively for low-income and 
high-income groups in urban areas. 

12. Supplementation generally starts between three and six months of age, and earlier 
still in urban areas. In Lagos, for example, 87% of the urban group starts supplementary 
feeding by the end of the first month, and only 2% of them breast-feed exclusively for 
three months. On the other hand, breast-feeding often continues until 15 months of age 
and over, especially in rural settings and among low-income groups in urban areas. 

13. While breast-feeding practices are more or less homogeneous throughout the Region, 
there are a few countries in which prevalence and duration differ widely from the 
regional average； in Mauritius and Nigeria, for example, the percentage of infants 
breast-fed at six and 12 months is much lower and the duration of breast-feeding is 
shorter, especially in urban areas. 

Region of the Americas 

14. Differences in breast-feeding practice are clearly apparent from available data (68% 
of countries in the Region). Initial prevalence of breast-feeding is generally high, 
with great variations in duration. Urban infants are breast-fed for shorter periods than 
are rural infants, but the proportion of infants breast-fed declines rapidly during the 
first three months in both cases, irrespective of the population group studied. At 12 
months of age nearly 50% of infants are still breast-fed in rural areas, while in urban 
areas the proportion is only 16%. Supplementary feeding begins early: at three months 
only 4% of infants were being exclusively breast-fed in Great Recife (Brazil) in 1981, 
although 31% of all infants were still receiving some breast milk. 

15. The countries fall into two main groups : 

-Those with a more or less extensive breast-feeding practice, where a certain decline in 
prevalence has been observed for some time (i.e. almost all countries of Latin America). 
Breast-feeding duration rarely exceeds one year - the exceptions being the rural and more 
traditional population groups of Guatemala, Honduras and Peru, where it can be 18 months 
or more. 

-Those with a previously low level of breast-feeding, but where the practice has 
increased since the mid-1970s (e.g. Canada and the USA). The upward trend in the USA 
peaked in 1984, with 63% of mothers breast-feeding when leaving hospital. Since then, 
the percentage has dropped by about 1 point or more a year, and in 1987 it was 57%. In 
the same year, only 22% of mothers were still breast-feeding their infants at six 
months. Clear regional differences can be seen, with rates higher on the west coast and 
lower in the south-east. In general, breast-feeding is increasing more rapidly among 
whites than among Latin, Asian or black populations. 

South-East Asia Region 

16. Available data (from 55% of countries in the Region) show that breast milk remains 
an important source of food for infants. Although many national studies claim that 
breast-feeding is universal, more recent local studies from Bangladesh and India indicate 
that bottle-feeding is increasing and exclusive breast-feeding decreasing. This is 
occurring in both urban and rural areas, but more so in the former. A 1984 study in 
India showed that the proportion of fully breast-fed infants declined at the end of the 
fourth month to 66% in Bombay, 45% in Madras and 35% in Calcutta. In Bangladesh 98% of 
mothers breast-feed their infants at three months, but mixed feeding is common even in 
rural areas. 



17. In most countries the percentage of breast-fed infants appears similar (average 
rates) during the first six months of age, after which there is a decline, especially in 
urban population groups. In Thailand, although the percentage of infants breast-fed is 
high in both urban and rural areas, exclusive breast-feeding declines rapidly after the 
first month； only 22% of infants are fully breast-fed in Bangkok at three months (1984). 

18. Although the duration of breast-feeding may be as much as 20 months or more in rural 
settings, in urban areas it may be as low as four months (e.g. in Bangkok). The 
situation appears to be stable in some countries (e.g. Indonesia, Myanmar and Sri Lanka). 

European Region 

19. Data from 65% of countries in the Region show an overall trend towards an increase 
in breast-feeding, rural infants being more commonly breast-fed than urban infants. The 
prevalence varies greatly: the percentage of infants ever breast-fed ranges from 95% in 
Scandinavia to 35% in Ireland. 

20. However, the percentages fall quickly after birth: by three months of age, on 
average no more than half of the infants initially breast-fed are still being fed this 
way. The proportion is lower still for the six- to twelve-month age group. On the other 
hand, 90% of infants in Portugal and 87% of those in Hungary are still breast-fed at 
three to four months. Variations between countries in the duration of breast-feeding are 
pronounced. Some infants are apparently being breast-fed for nine months, but the more 
frequent figure reported is closer to four months. There are also large variations 
within countries (e.g. in France, Ireland, Italy and the Netherlands). 

Eastern Mediterranean Region 

21. Breast-feeding prevalence is similar to that reported for the African Region. In 
the 16 countries (or 70% of the Region) for which data are available, more than 91% of 
newborns are breast-fed. During the first three months of life there is a decline in 
prevalence and a marked shift from exclusive to partial breast-feeding and early 
supplementation. The percentage of mothers practising exclusive breast-feeding is low, 
especially in Jordan, Pakistan and Yemen: only 10% of urban infants are fully breast-fed 
at three months in Yemen, arid in Jordan 25% of infants receive supplementary foods by 
three months. In Pakistan there has been a marked decrease in the percentage of infants 
ever breast-fed (from 95% in 1975 to 86% in 1986), and in the proportion of infants 
exclusively breast-fed at four months, especially in urban areas. 

22. While differences in breast-feeding practice between population groups and 
socioeconomic levels are slight as regards newborns, they become more marked at three, 
six and 12 months of age. A study in Pakistan shows that by three months 58% of mothers 
with low socioeconomic status and 40% of those with high socioeconomic status are 
breast-feeding； by 12 months the percentage was 34% among the former and nil among the 
latter. 

23. The regional average duration of breast-feeding is close to 15 months. However, 
durations as short as six months are reported among high-income groups in Cairo, and as 
long as 19 months among rural traditional groups in Upper and Lower Egypt. A duration of 
seven months is also reported in middle- and low-income groups in Aden, and two months in 
high-income groups in Kuwait. 

Western Pacific Region 

24. Available data (from 85% of countries in the Region) indicate that the proportion of 
mothers breast-feeding newborn infants is usually high, but a more or less rapid decline 
occurs during the first year, depending on the population group. Among low-income 
mothers surveyed in Manila, nearly all started breast-feeding; however, the drop-off 
rate was approximately 10% by the end of the first month, and over 30% by three months. 



The patterns are very varied within Malaysia, the Philippines and the Republic of Korea. 
In general, the prevalence of breast-feeding is high in rural areas but alarmingly low in 
some urban areas. 

25. In Japan and Singapore, following a decline in the mid-1970s, data show a clear 
increase in breast-feeding, especially among the upper classes, which is similar to 
trends in other developed countries in Western Europe and North America. The rates in 
Australia and New Zealand are also rising; in the former a 1984-1985 survey showed that 
88% of mothers were breast-feeding on discharge from clinic or hospital, and 55% three 
months later. 

26. Information on partial or supplemented breast-feeding is scarce； available data 
suggest that supplements are generally introduced around three months of age, but that 
there are intra-regional variations. In China only 20% of infants were fully breast-fed 
at three months of age in Shanghai (1982), while in Beijing (1984) the figure was 17% at 
four months. 

27. Available data show great variations, especially between urban and rural areas. 
Infants are seldom breast-fed for more than 11 months, while at the other extreme a 1986 
survey in Macao indicated one month as the median duration of breast-feeding. 
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28. The relatively limited information summarized above indicates that the prevalence of 
breast-feeding, especially after three months of age, is highest in Africa and Asia, and 
lowest in Europe and the Americas. In developed countries extended breast-feeding is 
more common among educated, economically advantaged mothers, whereas in developing 
countries both the prevalence and the duration of breast-feeding are greatest among the 
rural poor. 

29. Inevitably there are exceptions to these two broad tendencies in both groups, and 
geographical variations within individual countries. There are large disparities between 
regions, countries and population groups within countries. In general, rural populations 
tend to breast-feed more than do urban populations, so that the overall prevalence of 
breast-feeding tends to be much lower in the Region of the Americas, where the majority 
of the population resides in cities, than in the African Region, where the majority of 
the population is rural. 

30. Although breast-feeding prevalence is still higher in developing than in developed 
countries, it has been rising steadily over the past 30 years in developed countries and 
falling among the disadvantaged in the developing world. In the developing world, the 
population is becoming increasingly urbanized, traditional family structures are breaking 
down, and more women are entering the labour force. All these circumstances appear to be 
contributing to a decline in breast-feeding similar to that observed earlier in developed 
countries. Should this trend continue in the developing countries, the already high 
rates of infection, retarded growth and development, and mortality and morbidity in 
infancy and early childhood are likely to increase. 

31. Many national programmes, both governmental and nongovernmental, have been 
established over the last decade with the aim of protecting breast-feeding where it is 
the norm and reversing a decline where it has already occurred. Information on these and 
related developments, together with details of international support provided by WHO and 
UNICEF, is provided in regular progress reports by the Director-General on infant and 
young child feeding (see part II of this report). 

32. Continued efforts are required on the part of WHO and its Member States to ensure 
that families make the most appropriate choice with regard to infant feeding, and that 
society, and in particular the health system, supports this decision in every way: 
mothers need to be adequately informed about matters relating to infant feeding, to 
receive appropriate family and community support to facilitate and encourage 
breast-feeding, and to be protected from influences that inhibit it. 



BREAST-FEEDING AND CHILD-SPACING 

33. In cultures where frequent and prolonged breast-feeding is common, the resultant 
postpartum amenorrhoea and suppressed ovulation are often the main means of ensuring 
adequately spaced pregnancies. Indeed, in most developing countries more births are 
still averted in this way than by any other single family planning method. Thus WHO's 
international data bank on breast-feeding includes, wherever possible, an assessment of 
the effects of breast-feeding prevalence and duration on child-spacing. 

34. Although lactational amenorrhoea is not a completely reliable means of protecting 
the individual mother against pregnancy, the effectiveness of breast-feeding as a 
birth-spacing mechanism has important implications for health policy worldwide. A better 
understanding of the factors controlling lactational infertility and of the reasons for 
the wide variations in this respect between communities should facilitate the development 
of guidelines for use by health planners and administrators in order to maximize the 
contraceptive effect of breast-feeding. There is an urgent need for practical guidance 
as to when mothers should adopt other contraceptive methods, and how to prevent adverse 
effects of some hormonal contraceptives on lactation. 

35. Numerous studies indicate that breast-feeding lengthens the interval between 
pregnancies and thus decreases natural fertility (Figure 1). Longer intervals between 
births, in turn, significantly enhance infant survival and reduce maternal morbidity and 
mortality, especially in developing countries. Where breast-feeding is both frequent and 
prolonged, intervals between births are increased by an estimated 15%-32%. 

FIGURE 1. RELATIONSHIP BETWEEN LACTATIONAL 
AMENORRHOEA AND BIRTH INTERVAL 

Median duration (months) 

Jordan Mexico Zaire Philippines India 

Birth interval Amenorrhoea 

36. The duration of lactational amenorrhoea - which has the greatest impact on 
differences in birth intervals, since it varies from two to 20 months - is another method 
used to assess lactational infertility. According to a number of studies that have 
attempted to establish the relationship between lactation and postpartum amenorrhoea 
(Table 2), the median duration of amenorrhoea following childbirth is about seven to 10 
weeks in the absence of lactation. In contrast, the average duration of amenorrhoea can 
be up to two years among lactating women. 



TABLE 2. MEDIAN DURATION OF BREAST-FEEDING AND POSTPARTUM 
AMENORRHOEA (IN MONTHS) BY COUNTRY 

Country Year Sample Median duration Median duration 
size breast-feeding postpartum 

amenorrhoea 

Mexico 1985- 1986 1131 5 0 3 0 
Colombia 1988 702 8 0 3 0 
Jordan 1978 769 13 0 3 0 
Zaire 1987- 1988 1102 9 0 4 0 
Fiji 1981- 1984 2660 9 0 5 0 
Thailand 1984 18 0 6 0 
Yemen 1981- 1984 2216 11 0 7 0 
Syrian Arab 
Republic 1981- 1984 4025 11 0 7 0 

Turkey 1975 515 13 0 7 0 
Tunisia 1981- 1984 3021 14 0 7 0 
Botswana 1984 3064 19 5 7 3 
Philippines 1981- 1984 6667 13 0 8 0 
Sri Lanka 1986- 1987 1350 23 0 8 0 
Mauritania 1981- 1984 2447 16 0 9 0 
Egypt 1981- 1984 5667 16 0 9 0 
Kenya 1981- 1984 5679 17 0 10 0 
Côte d'Ivoire 1981- 1984 3804 18 0 10 0 
Lesotho 1981-•1984 2348 19 0 10 0 
Indonesia 1982 1254 24 4 10 0 
Sudan 1981--1984 2242 16 0 11 0 
India 1982 428 20 0 11 0 
Haiti 1981. •1984 1489 15 0 12 0 
Pakistan 1986 1098 17 0 12 0 
Ghana 1981-•1984 3335 18 0 12 0 
Cameroon 1981. •1984 4650 18 0 12 0 
Benin 1981 •1984 2803 19 0 12 0 
Republic of Korea 1973 746 25 2 13 6 
Bangladesh 1981 •1984 3836 27 0 15 0 
Nepal 1976 5954 25 0 18 0 

37. Studies show that the return of menstruation and fertility occurs much more rapidly 
among women in developed countries than among women from the poorer segments of 
developing countries. This is attributable to differences in breast-feeding practices, 
full, on-demand breast-feeding being more closely associated with longer periods of 
lactational amenorrhoea and infertility than are supplemented and scheduled 
breast-feeding. Fertility is substantially reduced during the period of lactational 
amenorrhoea, which tends to be longer in older and multiparous, than in younger and 
primiparous, women； only between 2% and 10% of breast-feeding mothers conceive before 
resuming menstruation postpartum. In general, after the sixth month postpartum, there is 
an increased likelihood that fertility precedes the first vaginal bleeding and initiation 
of complementary feeding. It is at this point that the protection against another 
pregnancy provided by lactational infertility falls below that afforded by other 
contraceptive methods. (See the consensus statement on lactational infertility, 
paragraph 85.) 



Health policy implications of lactational infertility for developing countries^ 

38. Any reduction in the present relatively high prevalence, frequency and duration of 
breast-feeding in developing countries is likely to increase fertility, especially if 
there is no corresponding increase in the use of artificial contraceptive methods. In 
Bangladesh, for example, it was estimated in 1982 that an already high fertility rate 
would rise significantly if breast-feeding patterns were to become similar to those 
typical of developed countries； just to maintain the fertility levels would have 
required a more than fivefold increase in contraceptive use (from 9% to about 52%). 

39. It is necessary to consider the interplay between lactational infertility and 
contraceptive practice before their combined effect on fertility can be determined. The 
effect of breast-feeding on fertility control and child-spacing has in turn to be 
considered in the context of all other factors relevant to a particular population. It 
is not enough to demonstrate a direct relationship between breast-feeding and lactational 
infertility and thus child-spacing; it is also important to determine when other methods 
of contraception should be introduced, and how to minimize "double coverage" provided by 
these and lactational amenorrhoea. At the same time, if other methods are introduced too 
late, there is an increased risk of unwanted pregnancy and the associated negative 
implications for the health and nutritional status of mothers and children alike. 

40. Breast-feeding has an important contribution to make to natural family planning 
because of its effect on child-spacing. This is particularly true for mothers who lack 
access to family planning services or who are dissatisfied with the inconvenience or 
potential side-effects of some contraceptive methods. Guidelines are needed on the most 
appropriate timing for the introduction of family-planning methods in specific 
environments, based on prevailing breast-feeding patterns and the duration of lactational 
amenorrhoea. 

PREVENTION AND CONTROL OF IODINE DEFICIENCY DISORDERS: RECENT PROGRESS 

41. WHO has striven, since its inception, to support Member States in their efforts to 
prevent and control iodine deficiency disorders (IDD). In 1986, in its resolution 
WHA39.31, the Thirty-ninth World Health Assembly requested the Director-General inter 
alia to give all possible support to Member States in assessing the most appropriate 
approaches to preventing and controlling IDD, to collaborate with them in monitoring the 
incidence and prevalence of IDD, and to report to the Health Assembly on progress 
achieved. In recent years the regional committees for Africa, the Americas, and 
South-East Asia have also called for more action in this area. 

42. Following the adoption of resolution WHA39.31, WHO prepared a strategy and proposal 
for a multi-agency 10-year programme of support to countries. As a result of a historic 
joint WHO/UNICEF meeting held in 1985 at WHO'S South-East Asia Regional Office the 
International Council for Control of Iodine Deficiency Disorders (ICCIDD), was 
conceived, and it was formally inaugurated in Kathmandu the following year. It helps to 
develop and strengthen national IDD control programmes through its six regional 
coordinators and a global, multidisciplinary network of nearly 300 scientists, 
economists, technicians, health professionals and national IDD programme managers. The 
reduction of IDD to a level below public health significance in all regions was among the 

1 For more detail, see Saadeh, R. 6e Benbouzid, D. "Breast-feeding and 
child-spacing: from information collection to public policy". Bulletin of the World 
Health Organization (in preparation)• 

о Handbook of resolutions and decisions. Vol. Ill, 1st ed., p. 14. 
^ ICCIDD is supported by WHO, UNICEF, the Australian International Development 

Assistance Bureau, and the Government of Italy. 



nutrition programme targets adopted for the Eighth General Programme of Work 
(1990-1995). Finally, the elimination of IDD (no new cases of goitre, IDD-handicap or 
cretinism) was included in the WHO/UNICEF strategy for improved nutrition of mothers 
and children in the developing world that was presented to the twenty-seventh session 
(January 1989) of the UNICEF/WHO Joint Committee on Health Policy. 

43. IDD has been eliminated in a number of countries, following effective implementation 
of national control programmes and as a result of overall social and economic 
development. The time is right for a major global thrust to eliminate IDD finally in all 
remaining affected countries. Scientific knowledge, combined with inexpensive and 
effective technology and accumulated practical experience in its application, brings this 
objective within reach provided sustained national and international action can be 
maintained on an appropriate scale. Much has already been accomplished since 1986, and 
this portion of the report discusses the current global prevalence of IDD in the light of 
the national and international action being taken. It also outlines a global action plan 
for eliminating IDD by the year 2000, which is a goal that some Member States have 
already set for themselves. 

Nature and extent of the problem 

44. Iodine deficiency is a major risk factor for the physical and mental growth and 
development of at least 1000 million people (Table 3 and Figure 2) who live in 
iodine-deficient environments around the world. Iodine is an essential trace element 
that was present in abundance during the primordial phase of the earth's development; it 
has since been leached from topsoil by glaciation, snow, rain and flooding. The most 
severely iodine-deficient areas are the vast mountainous regions of the Himalayas, the 
Andes and the European Alps, and parts of China (see Figure 2). 

45. The biological importance of iodine is due to the fact that it is essential for 
thyroid hormone production; the tragedy of its deficiency lies in the easily 
preventable, but largely irreversible, brain damage that occurs during fetal growth and 
infant development. Endemic goitre is the most visible manifestation of environmental 
iodine deficiency; other, more severe, effects include retarded fetal brain development, 
spontaneous abortion, stillbirths and infant deaths. A deficiency of iodine later in 
infancy and childhood causes mental retardation, delayed motor development, growth 
failure and stunting, lethargy, neuromuscular disorders (including squint and paralysis), 
and speech and hearing defects. 

46. Awareness of both the significance of IDD and the need to act to eliminate it has 
increased strikingly - nationally and internationally - in the past five years. IDD 
surveillance activities - assessment, monitoring and evaluation - have been intensified 
in all WHO regions, leading to a much clearer picture of global prevalence and trends. 
Estimates of the magnitude of the problem are reasonably sound for South-East Asia and 
Latin America, at least in terms of goitre rates. Estimates for the African, European 
and Eastern Mediterranean Regions, however, are still only approximate. Vital 
information relating to the broad spectrum of mental subnormality, and to handicap and 
reduced educability, which are estimated to affect at least 20 million people worldwide, 
is unfortunately rarely available, or only very scantily reported, in most regions. 

1 Document JC27/UNICEF-WHO/89.4. 



FIGURE 2. AREAS OF GEOLOGICAL IODINE DEFICIENCY, INCLUDING THOSE 
WHERE IODINE DEFICIENCY DISORDERS HAVE BEEN ELIMINATED 
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TABLE 3. ESTIMATED PREVALENCE OF IODINE DEFICIENCY DISORDERS IN 
DEVELOPING COUNTRIES, BY REGION, AND NUMBERS OF PERSONS AT RISK 

(in millions) 

At risk Goitre Overt cretinism 

Africa 227 39 0.5 
Latin America 60 30 0.3 
South-East Asia 280 100 4.0 
Asia (other countries including China) 400 30 0.9 
Eastern Mediterranean 33 12 -

Total 1 000 211 5.7 

47. IDD has been virtually eliminated in North America, most of northern Europe, and 
Australia and New Zealand, mainly through salt iodization, assisted by the increased 
dietary intake of iodine that is associated with social and economic development. 

48. In the African Region the WHO Regional Conunittee has recently adopted a series of 
resolutions on IDD prevention and control: in 1987 it urged an acceleration of 
control measures； in 1988 it pressed for universal salt iodization in countries 
concerned; and in 1989 it called for elimination of IDD as a significant public 
health problem in the Region by the year 2000. 

49. A significant outcome of a major regional workshop organized by WHO, UNICEF and 
ICCIDD in Yaoundé in 1987 was the establishment of the Regional IDD Task Force for 
Africa, which monitors the implementation of a regional strategy for IDD control that 
supports Member States in developing or strengthening their national programmes. The 
task force has met on three occasions. 

50. Data on the nature and magnitude of IDD have been assembled for 36 countries, 14 of 
which have carried out surveys since 1987. National IDD control programmes, using 
iodized salt or iodized oil, are successfully under way in Algeria, Congo, Ethiopia, 
Kenya, Malawi, Mali, the United Republic of Tanzania, and Zaire. National IDD control 
programmes have been formulated in two other countries, and are being drawn up in eight 
more. National seminars have been conducted in 10 countries, and a regional seminar has 
been held on salt iodization and information. 

51. Salt iodization presents an unusual opportunity for the Region because so many 
countries have to import salt from the relatively few that export it (mainly Ethiopia, 
Ghana, Kenya, Namibia, Senegal and the United Republic of Tanzania). The Regional IDD 
Task Force has raised this issue with the Regional Directors of WHO and UNICEF, who have 
referred it to the Organization of African Unity. Much of the salt in East Africa is 
already iodized. The major producer for West Africa, in Senegal, has agreed to negotiate 
terms for iodization. Cameroon has recently agreed to iodize the salt it produces, and 
Ghana, Nigeria and Zaire plan to conduct feasibility studies for this purpose. A 
laboratory for urinary iodine analysis has been established in Zimbabwe. 

1 Resolution AFR/RC37/R8. 
2 Resolution AFR/RC38/R4. 



52. In the Region of the Americas IDD has been eliminated from a number of countries 
(Canada and the USA, for example) by using iodized salt as part of nationwide 
food-fortification efforts. It has persisted in countries of the Andean Region, 
primarily in rural areas where iodized salt is not available. Recently the Joint 
WHO/UNICEF Nutrition Support Programme (see paragraphs 70-71), using the principles of 
social mobilization (i.e. public education and community participation), began to 
intensify salt iodization programmes in Bolivia and Peru, complemented by iodized oil 
(administered orally and by injection) in isolated areas where the distribution of 
iodized salt is difficult or where there is a high prevalence of endemic cretinism. In 
Ecuador an effective national control programme that includes the distribution of iodized 
salt by a single private company has been successful. 

53. More up-to-date reviews of IDD status are required in a number of countries, 
including Argentina, Brazil, Chile, Colombia, Mexico, Uruguay and Venezuela. Quick 
assessments have already been undertaken in Paraguay and the Central American countries 
(Costa Rica, El Salvador, Guatemala, Honduras, Nicaragua and Panama). The Organization 
is supporting the development of a regional epidemiological surveillance initiative, in 
keeping with the goal that Member States of the Region have set for themselves - the 
elimination of IDD as a significant public health problem by the year 2000. 

54. The fortieth session of the WHO Regional Committee fo£ the Americas/XXXIII meeting 
of the Directing Council of РАНО (September 1988) approved the Organization's food and 
nutrition policies, which include IDD prevention and control. On this basis an expanded 
programme for the control of IDD in Latin America was launched through joint action 
supported by PAHO/WHO, UNICEF and ICCIDD. 

55. In the South-East Asia Region remarkable progress in IDD control has been achieved 
in the last decade. This is particularly gratifying, since the largest global 
concentration of populations affected by IDD is in this Region. It is estimated that 
more than 100 million people have goitre, over 4 million suffer from cretinism, and some 
13 million are affected by significant mental or motor handicaps attributable to iodine 
deficiency. Nevertheless, decreases in IDD are now being recorded in Bhutan• Indonesia. 
Nepal and Thailand following the implementation of programmes using iodized oil and salt. 

56. In 1981 the WHO Regional Committee for South-East Asia urged Member States to reduce 
the prevalence of endemic goitre to below 10% by the year 2000. Since then WHO, in 
collaboration with UNICEF, has provided technical and financial support to IDD-affected 
countries for national surveillance efforts, the establishment of iodized salt and oil 
programmes, training and education, iodine laboratories and operational research. An 
important outcome of a joint WHO/UNICEF/ICCIDD meeting held in New Delhi in 1989 was the 
strengthening of the regional IDD control programme, backed by a newly established 
regional IDD working group. 

57. Following a WHO-supported national IDD survey in Bangladesh, an intensive programme 
of iodized oil distribution, combined with compulsory salt iodization, has begun. In 
India a reappraisal of salt iodization has led to new legislation, making it compulsory 
by 1992. Greater delegation of responsibility to the state level and the holding of 
educational seminars have contributed to a more effective programme, and the initiative 
is being closely monitored, particularly in the north; meanwhile the use of iodized oil 
is under consideration for dealing with the severe IDD found in the Ganges valley. A 
seminar in Indonesia in 1989 reviewed the progress of the national IDD control programme, 
which began in 1974 using both iodized salt and oil. More than 10 million injections of 
iodized oil have been given, successfully preventing cretinism. A working group composed 
of representatives of the Government of Indonesia, health training and research 
institutions, WHO, UNICEF and ICCIDD, has been established to guide the national 
programme. 

1 Resolution XVI. 
2 Resolution SEA/RC34/R1. 



58. WHO, UNICEF and ICCIDD are also continuing their support of vigorous national 
control programmes in Bhutan, Myanmar and Nepal, the final IDD elimination efforts in 
Thailand, and new national control initiatives in the Democratic People's Republic of 
Korea and Sri Lanka. 

59. Moderate to severe IDD still affects population groups in many areas of the 
European Region. Careful analysis of data on neonatal thyroid hormone, the iodine 
content of food intakes, and iodine excretion indicates moderate to severe iodine 
deficiency in many regions of Austria, the German Democratic Republic, the Federal 
Republic of Germany, Greece, Italy, Portugal, Romania and Spain; lesser degrees are 
found in many other countries, and only a few are altogether free. In Finland, Norway 
and the United Kingdom, as a result of iodized cattle feed, milk has become a more 
important source of iodine than iodized salt. In principle, iodized salt is available 
in most countries where it is needed; however, its quality and market share are often 
unsatisfactory. In some cases iodine levels have been set too low owing to an 
overestimation of salt consumption and insufficient allowance for losses that occur 
during cooking. 

60. In the Eastern Mediterranean Region IDD is a major public health problem in 13 
countries, and it is estimated that at least 12 million people are affected. Until 
recently there has been little public awareness of the widespread nature of the problem, 
except for Pakistan. However, the holding of a WHO regional meeting in 1987 was 
instrumental in changing this situation. Guidelines for developing national IDD 
programmes were published, and a regional IDD working group was established in 1989. 
National plans are being developed in Egypt, the Islamic Republic of Iran, Iraq, the 
Libyan Arab Jamahiriya, and the Sudan. 

61. In the Western Pacific Region. China, which has an estimated 370 million people at 
risk, has declared its intention of eliminating IDD by 1995. Iodized salt and oil 
(10 million doses) have been used on a vast scale, with substantial success. The 
Ministry of Public Health, in conjunction with WHO, UNICEF and ICCIDD, has established 
an international working group for IDD control. 

62. National control programmes are under way in Papua New Guinea, the Philippines and 
Viet Nam, all of which have areas with severe IDD. Democratic Kampuchea and the Lao 
People's Democratic Republic also have areas with severe iodine deficiency, and detailed 
assessment and programme development are required. 

63. The current status of IDD prevention and control, by region and country, is shown 
in Table 4. 

A global action plan for eliminating IDD by the year 2000 

64. In view of the nature of the problem and the recent progress achieved in many 
countries, the goal of eliminating IDD by the end of the century would seem to be 
realistic provided that political will and adequate human and financial resources can be 
mobilized. In June 1989, therefore, WHO, in collaboration with ICCIDD and UNICEF, 
developed a draft global action plan for eliminating IDD by continuing and reinforcing 
the national and international initiatives described above. The plan sets out 
implementation objectives and the strategies to be followed, and specifies the resources 
required at regional and global levels to develop and strengthen national IDD control 
programmes. 

Delange, F. Bürgi, H. Iodine deficiency disorders in Europe. Bulletin of the 
World Health Organization. 67： 317-325 (1989). 

о 
See paragraph 42 for a definition of "elimination". 



65. Experience shows that the successful control of IDD depends on considerably more 
than appropriate technology; it also requires accurate problem assessment and active 
public information, followed by a dynamic process of programme planning, implementation, 
and monitoring and evaluation. Current global and regional support to countries includes 
consultancies on salt iodization and the establishment of iodine laboratories to assist 
in assessing IDD status and maintaining the quality of national programmes； 
pharmacological research on oral iodized oil； technical consultations and publications； 
and the development of a global system for monitoring the prevalence of IDD. It is 
estimated that, in order to ensure that all of these aspects are sustained on an 
appropriate scale, the relatively modest sum of US$ 2 million will be required for each 
of the next 10 years. 

66. The Thirty-ninth World Health Assembly called on the Director-General to coordinate, 
with other intergovernmental and nongovernmental agencies, the launching and management 
of international action to combat iodine deficiency disorders. The Executive Board may 
wish to recommend to the Forty-third World Health Assembly that it reaffirm WHO's 
commitment in this regard; declare, in the.light of progress made since 1986, that the 
Organization's goal shall be to eliminate IDD by the year 2000； urge all Member States 
concerned to develop or enhance their national IDD control efforts, through appropriate 
nutrition programmes as part of primary health care； and request the Director-General to 
mobilize new technical and financial resources to support national IDD control programmes 
in the manner described above. 



TABLE 4. STATUS OF THE PREVENTION AND CONTROL OF IODINE DEFICIENCY DISORDERS, BY COUNTRY^ 
(excluding countries where IDD has never been a significant public health problem) 

Region Category A Category В Category С Category D Category E 

AFRICAN 
REGION 

United Republic of 
Tanzania 

Algeria 
Congo 
Ethiopia 
Kenya 
Malawi 
Zaire 

Botswana 
Burkina Faso 
Burundi 
Cameroon 
Central African 
Republic 

Ghana 
Guinea-Bissau 
Lesotho 
Liberia 
Madagascar 
Mali 
Mozambique 
Niger 
Nigeria 
Rwanda 
Togo 
Zambia 
Zimbabwe 

Angola 
Chad 
Comoros 
Côte d'Ivoire 
Gabon 
Gambia 
Guinea 
Namibia 
Sierra Leone 
Swaziland 
Uganda 

REGION 
OF THE 
AMERICAS 

Canada 
Costa Rica 
Mexico 

Argentina 
Brazil 
Chile 
Colombia 
Nicaragua 
Uruguay 
Venezuela 

Bolivia 
Ecuador 
El Salvador 
Guatemala 

Paraguay 

SOUTH-EAST Thailand Bangladesh Democratic People's Mongolia 
ASIA Bhutan Republic of 
REGION India Korea 

Indonesia Myanmar 
Nepal Sri Lanka 

EUROPEAN 
REGION 

Belgium Austria 
Bulgaria German Democratic 
Finland Republic 
France Germany, Federal 
Hungary Republic of 

Netherlands Italy 
Norway Portugal 
Poland Romania 
Sweden Spain 
Switzerland Turkey 
Yugoslavia 

EASTERN 
MEDITERRA-
NEAN 
REGION 

Pakistan Iran (Islamic 
Republic of) 

Iraq 
Libyan Arab 
Jamahiriya 

Sudan 

Afghanistan 
Democratic Yemen 
Djibouti 
Egypt 
Lebanon 
Morocco 
Somalia 
Syrian Arab Republic 
Tunisia 
Yemen 

WESTERN 
PACIFIC 
REGION 

Australia 
New Zealand 

Malaysia China 
Papua New Guinea 
Philippines 
Viet Nam 

Democratic 
Kampuchea 

Lao People's 
Democratic 
Republic 

A. Countries where IDD is completely, or virtually completely, eliminated. 
B. Countries with well-estabLished national IDD prevention and control programmes, but where IDD continues to be a 

significant public health problem in some areas. 
C. Countries where problem assessment indicates that IDD is a significant public health problem; national prevention and 

control programmes under way with evidence of progress. 
D. Countries where problem assessment is complete or partially undertaken; national prevention and control programmes not 

yet under way, although some control activities have begun. 
E. Countries where problem assessment has not yet been undertaken, but where there is a high probability that IDD is a 

significant public health problem. 

- N o recent data are available from Albania, Israel, Luxembourg or the USSR. 



Part II 

INFANT AND YOUNG CHILD FEEDING 

67. This is the sixth 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. 

68. The five-theme framework of 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. 

69. Information with respect to the fifth theme, above, 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. Member States have begun to use these five themes 
routinely in providing information on national action, and many have also adopted them as 
a policy and programme framework. 

70. Since 1982 the Joint WHO/UNICEF Nutrition Support Programme (JNSP), funded by the 
Government of Italy, has been the most tangible embodiment of an approach to promoting 
healthy nutrition that takes into account the impact of the entire environment. 1989 
marks the close of the global phase of this programme, under which support has been 
provided to 16 Member States in four regions in protecting and improving the 
nutritional status of young children and women of child-bearing age. This prototype 
programme - the largest ever supported by the two agencies - has consistently validated 
primary health care principles for improving nutritional status. For WHO, the 
originality of the approach lies in health being defined as much a beneficiary as an 
agent of progress achieved. 

71. Countries are now much clearer as to what constitutes a successful approach in 
addressing malnutrition and reducing associated morbidity and mortality. One of the 
JNSP's most consistent features has been a built-in flexibility that has enabled 
participating countries to apply the programme's general principles effectively to meet 
their specific nutrition needs. With regard to WHO and UNICEF, the JNSP has served as an 

1 African Region: Ethiopia, Mali, Mozambique, Niger, United Republic of 
Tanzania; Region of the Americas : Dominica, Haiti, Nicaragua, Peru, Saint Vincent and 
the Grenadines and - in the prevention and control of endemic goitre and cretinism -
Bolivia, Ecuador, and Peru; South-East Asia Region: Myanmar and Nepal； Eastern 
Mediterannean Region: Somalia and Sudan. 



indispensable testing ground for refining support to countries that are seeking to 
safeguard, in particular, the health of their most vulnerable population groups. It has 
continually challenged both agencies in new ways； difficulties born of differences in 
management style and organizational structure have not always been overcome or resolved 
swiftly. On balance, however, all parties concur that the JNSP's achievements go far 
beyond the time-limited experiences of the 16 participating countries and encompass 
invaluable lessons for application by everyone concerned. 

ENCOURAGEMENT AND SUPPORT OF BREAST-FEEDING 

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

72. In Ethiopia the Family Health Department of the Ministry of Health organizes a 
breast-feeding information group that is responsible for increasing public awareness, 
producing educational materials, monitoring trends in breast-feeding prevalence, and 
maintaining close relations with such nongovernmental groups as the International Baby 
Food Action Network (IBFAN) (see paragraph 201). The Government of Madagascar uses pre-
and postnatal consultations, the distribution of antimalarial drugs at specialized 
centres, and the involvement of women's groups as its principal avenues for 
breast-feeding promotion. The Ministry of Health and Social Affairs of Mauritania 
organized a two-day workshop during 1989 as part of the country's overall nutrition 
programme； health and nutrition education (particularly as regards breast-feeding 
promotion), appropriate weaning practices, and the nutritional needs of pregnant and 
lactating women, were among the themes discussed. 

73. The breast-feeding programme in Brazil is based on nine committees covering a 
variety of topics, including working women, milk banks and the mass media. The committee 
on working women has secured an extension of maternity leave from 84 to 120 days； 
authorization for women in prison to breast-feed; paternity leave； and mandatory 
day-care centres for children up to six years of age. In addition to the action carried 
out by six national associations through more than 80 institutions, Brazil is one of the 
18 countries forming an international network which has been established to promote and 
report on progress of breast-feeding programmes all over Latin America. Standards for 
the operation of human milk banks have been approved by the Ministry of Health, and 
rooming-in has been made compulsory in university hospitals and is actively encouraged in 
other maternity wards. 

74. In February 1988 the Government of Costa Rica promulgated regulations"̂ " on the 
functioning of its National Commission on Breast-feeding, the objective of which is to 
promote breast-feeding by means of activities in the fields of health care, education, 
law, research, and information dissemination. In order to carry out its functions, the 
Commission may have recourse to the technical assistance and financial support of the 
Institute of Nutrition of Central America and Panama, РАНО, UNICEF, and the members of 
the Commission. Its functions are to coordinate the activities of public and private 
institutions for the promotion of breast-feeding, and to maintain contacts with 
corresponding bodies in other countries, as well as with international organizations and 
agencies undertaking activities in the field of maternal and child care. 

75. The health authorities in Nepal have translated WHO's still-popular breast-feeding 
brochure, which first appeared in 1980. It is now available in nine languages : 
Amharic, Arabic, Dari, English, French, Nepali, Portuguese, Pushtu, and Urdu. 

1 International Digest of Health Legislation. 40(1): 115 (1989). 
2 Available from the Maternal and Child Health Unit, WHO, 1211 Geneva 27, 

Switzerland. 



76. An international congress was organized by La Leche League (France) in June 1989, 
with the support of WHO and UNICEF among others, to emphasize the advantages of 
breast-feeding in a western industrialized environment and to provide health 
professionals with the knowledge and means to facilitate breast-feeding with the aid, in 
particular, of such groups as La Leche League. La Leche League International (USA) held 
a similar meeting in California in July of the same year. Participants in a 
breast-feeding information day in Switzerland in November 1988 discussed the role of 
health workers in promoting breast-feeding, reviewed related scientific developments, and 
exchanged information on practical aspects of breast-feeding (for example, regarding 
multiple births and the return to employment outside the home)• 

77. The Department of Health and Social Services has appointed a breast-feeding 
subcommittee in Guam in order to establish an island-wide coalition of breast-feeding 
mothers who are responsible for helping other mothers to breast-feed. A registry has 
been established to facilitate contact with those asking for support and counselling. 
Meanwhile, volunteers from the local La Leche League chapter visit obstetrical wards in 
government and private clinics to reinforce breast-feeding teaching and introduce mothers 
to available services for when they return home. Mothers‘ support groups are also active 
in El Salvador where the average duration of breast-feeding is reported to be 14 and 17 
months in urban and rural areas respectively (1988). 

78• The main components of the breast-feeding strategy in Guatemala are training, 
evaluation and promotion. Nineteen human-milk banks are currently operating, education 
to reduce the use of breast-milk substitutes is being promoted, and a breast-feeding 
module has been designed for use in primary schools. Rooming-in, the encouragement of 
early breast-feeding and restriction of bottle-feeding, and the establishment of 
human-milk banks are among the main approaches to breast-feeding promotion in Ecuador and 
Honduras. The health authorities in Uruguay and Venezuela are holding workshops for 
paediatricians, educating the public through media campaigns, conducting national surveys 
on breast-feeding, including its relationship to diarrhoeal and respiratory infections, 
and using a new infants' health card that promotes breast-feeding. 

79. The Health Education Unit of the Family Health Services in Hong Kong is producing 
kits for distribution to maternal and child health centres for educating mothers on 
breast-feeding. In Papua New Guinea a women's organization has been active since the 
early 1980s advising both working and non-working mothers who may encounter problems in 
breast-feeding. 

Breast-feeding and health care practices 

80. In their reports on action taken to improve infant and young child nutrition, many 
governments have singled out the importance of the role of maternity services in 
initiating and establishing breast-feeding. For example, training curricula for health 
and family planning personnel in Bangladesh emphasize the importance of putting the 
newborn to the breast within 30 minutes of delivery to combat the traditional prohibition 
about feeding colostrum. In 1989 the Government began a campaign for the promotion of 
breast-feeding, with support from WHO and UNICEF; activities include regional workshops 
to increase knowledge and awareness about breast-feeding and infant and young child 
nutrition generally among health care providers, policy-makers, women's groups and other 
community organizations. One of the campaign's goals is to help women's groups to 
transfer their successful experiences and techniques to other groups. Two 
representatives of women's groups attended IBFAN's tenth-anniversary meeting in Manila 
(see paragraph 201) with a view to developing contacts with counterparts in other 
countries. Finally, the Bangladesh Paediatric Association has drafted a statement on 
breast-feeding, which is addressed to the Association's members and the national 
authorities concerned. 

81. The national health authorities in Indonesia collaborate with nongovernmental 
organizations in breast-feeding promotion - for example, through the Association of 
South-East Asian Nations (ASEAN) international symposium on breast-feeding and a national 
workshop on the promotion and use of breast milk, both held in March 1989. 



82. In the Philippines the Department of Health has drawn up a policy on rooming-in for 
application in both government and private hospitals, obstetrical services and maternity 
clinics. National and regional planning and advocacy seminars are being held to realign 
the national breast-feeding promotion campaign; staff are being trained in lactation 
management, and a national centre is being set up for this purpose； and various 
educational and information materials on appropriate infant feeding practices have been 
produced for use in news media campaigns and training courses. The national and 
university health authorities in Thailand, with WHO support, have reviewed the impact of 
maternity services on breast-feeding and developed evaluation instruments in preparation 
for the holding of national and regional training workshops for health personnel. 

83. WHO and UNICEF have issued a joint statement"^ setting out the facts and lines of 
action that enable maternity services to achieve their full potential in support of 
breast-feeding. Against the broader background of community attitudes that variously 
sustain or restrain breast-feeding, the booklet translates the most up-to-date scientific 
knowledge and practical experience about lactation into precise recommendations on care 
for mothers before, during and after pregnancy and delivery. Information is addressed to 
health workers, particularly clinicians, midwives and nursing personnel, but also to 
policy-makers and managers of maternal and child health and family planning facilities. 
Although focusing on maternity services, the statement also stresses the invaluable 
complementary role played in many countries by mothers' support groups. To enhance 
further the statement's value as a teaching tool, the end of each section is punctuated 
by a shaded box that summarizes the main points treated. It concludes with a 20-point 
synthesis in the form of a checklist that maternity wards and clinics can use to gauge 
how well they are protecting, promoting and supporting breast-feeding. 

84. The results of a WHO pilot study on infant feeding practices, conducted in 145 
maternity wards in 20 countries of the European Region, were reported in October 1987 to 
a meeting of health workers' organizations at WHO'S Regional Office for Europe. This 
initial analysis consisted only of adding up yes/no replies (to avoid ambiguity) to each 
of 20 questions, and the small number of institutions involved precludes the drawing of 
more than tentative conclusions. The replies are nevertheless indicative of tendencies 
and trends in the Region as a whole, and point the way to more elaborate investigations. 
The wards were selected by health workers' organizations； each had from 500-2000 births 
per year. On the basis of replies received, it would appear that a number of 
"progressive" practices are common in many countries - for example, early initiation of 
breast-feeding, a person of confidence present at birth, and on-demand feeding. However, 
other less desirable practices - such as restricting the time the mother and infant are 
together, and unnecessary supplementary feeding of healthy infants - still appear to be 
common in many maternity wards. Apparently obstetricians and gynaecologists do not often 
use the prenatal period to convey information about breast-feeding to mothers. It seems 
that the distribution of samples of infant formula and feeding bottles is quite common, 
but that there are considerable differences between countries. Half of the wards 
investigated distribute pamphlets on infant feeding provided by infant-food 
manufacturers, and about half advise mothers who do not breast-feed to use a specific 
brand of infant formula. 

Breast-feeding and child-spacing 

85. The following consensus statement on lactational infertility was adopted at a 
conference organized with WHO support in August 1988 in Bellagio (Italy): "The maximum 
birth-spacing effect of breast-feeding is achieved when a mother ‘fully' or nearly fully 
breast-feeds and remains amenorrhoeic (ignoring any bleeding before the 56th postpartum 
day). When these two conditions are fulfilled, breast-feeding provides more than 98% 

1 Protecting, promoting and supporting breast-feeding: the special role of 
maternity services. A joint WHO/UNICEF Statement. World Health Organization, Geneva, 
1989 (English, French and Spanish; Arabic, Bahasa Indonesian, German, Nepali, 
Portuguese, Swedish and Thai, in preparation). 



protection from pregnancy in the first six months." The rationale for the consensus was 
subsequently described in detail, and recommendations were made for continuing research 
to permit the refinement of guidelines, in an article reviewing data from 13 developed 
and developing countries. (See paragraphs 33-37 in this connection.) 

86. WHO is providing technical support and coordination for studies on the relationship 
between breast-feeding and fertility, using a simplified methodology for community-based 
calculation of the proportion of mothers at risk of conception, by breast-feeding 
status. The results of studies completed in Côte d'Ivoire, Madagascar, Nigeria, the 
United Republic of Tanzania, and Zaire were reviewed at a regional workshop (Kinshasa, 
November 1989) by participants from maternal and child health services and universities 
in 18 countries in West, Central and East Africa. The main objective is to explore the 
degree to which breast-feeding protects against conception in specific environments as a 
first step to developing appropriate health service guidelines. At the same time, useful 
information is generated on child-feeding practices in general, as part of national food 
and nutrition surveillance systems. Similar regional workshops are scheduled to take 
place in 1990 in the Eastern Mediterranean and Western Pacific Regions. 

87. The same simplified methodology is also being used in research centres in Australia, 
Chile, China, Guatemala, India, Nigeria, and Sweden. The purpose is to generate a broad 
international appreciation of the importance of breast-feeding as a natural method of 
family planning. 

88. With financial support from UNFPA, WHO has produced a brochure entitled 
Breast-feeding and child-spacing: what health workers need to know^ to provide both 
health workers and the public with essential information in a simple question-and-answer 
format. The brochure has proved to be popular and effective both as a training tool and 
as information for the general public and an advocacy guide. A recent publication in 
WHO'S series of UNFPA-funded guidelines, Natural family planning: a guide to provision 
of services. also has a section dealing with breast-feeding and child-spacing. 

89. Current research activities of the WHO Task Force on Methods for the Natural 
Regulation of Fertility include a study of the determinants and mechanisms controlling 
amenorrhoea, and consequent infertility, induced by lactation. 

WHO/UNICEF breast-feeding strategy for the 1990s 

90. Following discussions in 1987-1988, WHO, UNICEF and a number of bilateral 
development agencies, including the Swedish International Development Authority and the 
United States Agency for International Development, agreed to accelerate support to 
Member States' efforts to protect and promote breast-feeding. Some of the practical 
results of this decision are reported above. Others are related to the development of 
approaches to improving the breast-feeding component of health workers' training; 
policies, practices and procedures in the health care system that affect breast-feeding; 
and social support for women to enable them to breast-feed more and for longer periods. 

91. WHO and UNICEF, in collaboration with other multilateral and bilateral agencies, 
have decided to convene an international meeting in Florence (Italy) in July 1990 to 
develop a strategy for the 1990s for protecting and promoting breast-feeding. The 

1 Kennedy, К. I., Rivera, R. & McNeilly, A. S. Consensus statement on the use 
of breast-feeding as a family planning method. Contraception. 1989； 39 : (5) 477-495. 

о 
Available in English, French and Spanish from the Maternal and Child Health 

Unit, WHO, 1211 Geneva 27, Switzerland. Arabic and Bahasa Indonesian editions in 
preparation. 



meeting will seek to contribute to the goal of ensuring that all women are able to 
breast-feed their children fully for the first four to six months of life, and to 
continue to breast-feed into the second year while providing appropriate complementary 
foods. 

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

92. A pilot studyl on advice available to parents about weaning in France, the Federal 
Republic of Germany, and the United Kingdom has been prepared in WHO's Regional Office 
for Europe on the basis of material collected from parents. There is a certain lack of 
consistency as regards the advice given to parents in this respect, and existing 
recommended dietary intakes are not specific enough. The Regional Office plans to 
develop draft guidelines for adaptation and use in countries. 

93. During 1988 WHO and UNICEF collaborated in publishing Weaning - from breast milk to 
family food: a guide for health and community workers. with funding from the Joint 
WHO/UNICEF Nutrition Support Programme. The book is a source of practical information on 
the best time to start weaning, the nutritional value of various food groups, the 
importance of hygienic food preparation and storage, and the safe and nutritional use of 
local staples and family food, taking into account the conditions, particularly in 
developing countries, that are known to increase infants‘ vulnerability to infections and 
malnutrition. 

Examples of national action 

94. Research conducted by the Ethiopian Nutrition Institute has led to the successful 
introduction of a commercially produced sorghum-based weaning food in areas of the 
country where this plant is common, and to the development of other weaning foods from 
local ingredients. In the United Republic of Tanzania an important aspect of the 
development of nutritionally balanced weaning recipes has been the introduction of 
germinated cereal flour - a simple way of reducing the dietary bulk of porridge without 
changing its energy and nutrient content. The activities in both countries are part of 
the Joint WHO/UNICEF Nutrition Support Programme. 

95. The Ministry of Health in the Gambia is studying ways of improving the nutritional 
value of infant weaning paps by using traditional fermentation methods. One problem to 
be overcome is bacterial contamination, which is further complicated by the fact that 
these foods are usually prepared early, for feeding throughout the day. The pH produced 
by fermentation, which is a process known to mothers, is lower than that tolerated by 
many pathogens. The fermentation is also expected to have an effect on the viscosity of 
the pap, and therefore its digestibility. 

96. The National Nutrition Council in Bangladesh is operating a pilot project with a 
view to developing nutritious home-made weaning foods in rural areas, based on locally 
available foods. The health authorities in Bhutan are discouraging the use of expensive 
proprietary weaning foods, which is becoming a common practice despite the availability 
of good alternative local foodstuffs. A unit has been opened in a general hospital to 
teach parents how to prepare nutritious foods from local ingredients. 

97. The Directorate of Nutrition in Indonesia is implementing a supplementary feeding 
scheme in East Java and West Nusa Tenggara on a trial basis. It includes education and 
information for women with children up to two years of age (provided by traditional birth 
attendants, village leaders and women's organizations) and courses on breast-feeding and 
weaning foods and practices for health workers from maternity homes. 

1 Weaning food in the 1980s. Pilot analysis of information material for parents 
in three European countries (ICP/NUT 102/s06, English only). 
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STRENGTHENING OF EDUCATION, TRAINING AND INFORMATION ON INFANT AND YOUNG 

98. Since the last progress report WHO has published several additional 
with important aspects of infant and young child feeding and nutrition, 
elements in breast milk: report of a joint WHO/IAEA collaborative study 
final volume from a multinational study on breast-feeding. 

99• Dietary management of young children with acute diarrhoea: a practical manual for 
district programme managers. published in collaboration with UNICEF with funding from 
the Joint WHO/UNICEF Nutrition Support Programme, advocates an approach to dietary 
management based on both the latest scientific knowledge and local traditions, which may 
either support or impede successful management. Tables and charts are used to describe 
feeding practices according to age from birth to two years, the multimix principle for 
introducing weaning foods, foods that are rich in energy and nutrients, and dietary 
management of diarrhoea according to four stages (from diarrhoea without obvious 
dehydration to convalescence). 

100. A companion volume, The treatment and prevention of acute diarrhoea: practical 
guidelines• provides a guide for health workers to assess diarrhoea and dehydration in 
children, treat cases effectively, and convince the community to adopt preventive 
measures, including breast-feeding and improved weaning practices. Didactic in its 
approach, this book uses simple language, supported by abundant charts, tables, 
checklists, and illustrations. 

101. Guidelines for the distribution of high-dose vitamin A supplements as an emergency 
measure for treating or preventing vitamin A deficiency and associated xerophthalmia are 
now available in a booklet^ prepared by a WHO/UNICEF/IVACG (International Vitamin A 
Consultative Group) task force. Addressed to health administrators and programme 
managers, the booklet uses the best available scientific evidence to provide clear 
answers to the questions of how much vitamin A should be given, to which age and 
population groups, how often, and in what form. 

102. Work is complete on a review of the latest scientific information concerning the 
physiological basis for infant feeding.5 Intended for health professionals, including 
general practitioners, paediatricians, gynaecologists, nurses, and medical and nursing 
schools, the review covers the first 12 months of life. It should provide a basis for 
the preparation of appropriate guidelines for adaptation and use in individual countries. 

CHILD FEEDING 

titles dealing 
Minor and trace 
is the third and 

Previous titles are Contemporary patterns of breast-feeding (World Health 
Organization, Geneva, 1981), and The quantity and quality of breast milk (World Health 
Organization, Geneva, 1955). 

2 Jeliffe, D. B. & Jeliffe, E. F. P. World Health Organization, Geneva, 1989 
(available in English and French). 

3 
World Health Organization, Geneva 1989, second edition (available in English 

and French； Spanish in preparation). 
“ Vitamin A supplements : a guide to their use in the treatment and prevention of 

vitamin A deficiency and xerophthalmia. World Health Organization, Geneva, 1988 (English 
and French). 

5 Infant feeding: the physiological basis. Supplement to the Bulletin of the 
World Health Organization. 1989 (in press). 



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

103. It is estimated that, of the world's one thousand million absolute poor, half are 
women. Women in the child-bearing years (15-44) are particularly vulnerable 
nutritionally, and 300 million of these live in abject poverty: half in Asia, one third 
in Africa, and the remainder in Latin America and the Eastern Mediterranean, with a 2:1 
rural/urban ratio. These women generally suffer from poor health status characterized by 
shortened life expectancy, high incidence of maternal mortality (accounting for 25% of 
deaths of women of child-bearing age, compared with 1% in the USA) , and high prevalence 
of nutritional anaemia (almost 50%). 

104. Weight gain during pregnancy is a good indicator of pregnancy outcome. On average, 
pregnant women in developed countries gain 10-12 kg, while the range in developing 
countries is 2-7 kg. Low weight gain during pregnancy is closely related to low birth 
weight. An estimated 20 million infants with low birth weight are born each year, the 
vast majority in the poorest developing countries. These infants, in turn, are five 
times more likely to die of infectious diseases, three times more likely to die from 
diarrhoea, and seven times more likely to die from respiratory infections. A high 
incidence of low birth weight is a direct indicator of poor maternal nutritional status 
and a reflection of overall social and economic underdevelopment. Only 58% of the 
population in Africa has access to health services, and a still smaller proportion of 
births (about 33%) are attended by trained health workers, compared with some 50% in 
Asia, more than 60% in Latin America, and 98% in developed countries generally. 

105. The Health Assembly has set policies and strategies for WHO's action regarding 
women, health and development, including its contribution to the United Nations Decade 
for Women, the world conference to review the Decade‘s achievements, and the Nairobi 
Forward-looking Strategies for the Advancement of Women. To facilitate the process of 
incorporating activities concerning women, health and development in the Eighth General 
Programme of Work (1990-1995), the managers of WHO's individual programmes have 
considered the extent to which they benefit women's health and enhance their role and 
participation. 

106. Recognizing the importance of an integrated approach to the health of women and the 
crucial role of women in development, the Forty-second World Health Assembly, in 
resolution WHA42.42, urged Member States which have not already done so to recognize 
the social significance and implications of women's health and the severity of the health 
risks incurred by women, particularly in connection with pregnancy and delivery, and to 
ensure that the health and social services necessary to sustain women's health are 
accessible to all, on a non-discriminatory basis. It also requested the Director-General 
to continue to assist Member States in their efforts to ensure adequate and equitable 
health care for women and to maintain and strengthen collaboration to this end with 
relevant governmental and nongovernmental agencies at all levels. 

107. WHO'S written contribution to the United Nations Expert Group Meeting on Social 
Support Measures for the Advancement of Women (Vienna, November 1988) emphasized the 
importance of a mix of formal and informal social support touching on such areas as 
health and family planning, education and nutrition. Family planning services, for 
example, have an important impact not only on an individual woman's total number of 
births, but also on her own health and nutritional status and the amount of time she has 
available to devote to food production, procurement and preparation for the benefit of 
the entire family. 

1 Document WHA42/1989/REC/1 p. 44. 



108. WHO also contributed background documentation and participated in a symposium on 
women and nutrition during the fifteenth session (New York, February-March 1989) of the 
ACС Subcommittee on Nutrition. Two closely related issues were considered: the role of 
women in determining nutrition of households and societies, and the nutritional status of 
women. The symposium recommended action for direct nutrition interventions for women as 
well as for the strengthening of their roles as an important avenue to improving 
nutrition for all. 

APPROPRIATE MARKETING AND DISTRIBUTION OF BREAST-MILK SUBSTITUTES 

109. The Health Assembly has drawn attention on a number of occasions to the importance 
of the appropriate marketing and distribution of breast-milk substitutes as a means of 
protecting healthy infant and young child feeding practices. The Thirty-fourth World 
Health Assembly (May 1981), 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. 

110. 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. In addition, the 
Thirty-fourth World Health Assembly 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, Thirty-ninth and 
Forty-first World Health Assemblies (in 1982, 1984, 1986 and 1988 respectively)2 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 sixth report on the subject, as well as the fifth consecutive biennial report, since 
the Code's adoption nearly nine years ago. 

111. As in previous reports, most of the following information has been provided by 
Member States themselves, whether in direct communications to the Director-General, via 
the regional offices and regional committees, or in statements made during the 
Forty-first World Health Assembly. Information presented in each report is 
cumulative； an overall picture may thus be obtained by referring to previous reports, 
which provide a detailed account of the steps taken by some 160 countries and 
territories - individually, and in some cases collectively, through regional and 
interregional forums. 

African Region 

112. The Ministry of Health in Botswana has issued a circular to all health and extension 
workers prohibiting the use of health facilities and health workers‘ services to promote 
breast-milk substitutes, with the result that promotional drives for such substitutes, 
coming from a neighbouring country, have ceased. Thus, certain aspects of the Code are 
already being implemented, although legislation relating to it has not yet been enacted. 
Apart from promotional material contained in publications that originate outside the 
country, there is no advertising of breast-milk substitutes in Botswana. However, there 
is still not enough trained staff to enable the breast-feeding programme to implement the 
Code rapidly. 

1 Document WHA34/1981/REC/1, Annex 3. 
2 Respectively, documents WHA35/1982/REC/1, Annex 5; WHA37/1984/REC/1, Annex 5, 

part II; WHA39/1986/REC/1, Annex 6, part 1; and EB81/1988/REC/1, Annex 10. 
3 Document A36/7. 
4 Document WHA41/1988/REC/3, pp. 18-34. 



113. In Cameroon legislation concerning the marketing of breast-milk substitutes has been 
drafted. 

114. During a national workshop on infant and young child nutrition held in the Congo in 
1988, one of the four working groups was responsible for drawing up a draft national code 
of marketing of breast-milk substitutes that is largely based on the International Code. 

115. In Côte d'Ivoire a four-day national workshop on breast-feeding organized in 1989 
with the support of UNICEF and the International Baby Food Action Network brought 
together 40 health professionals and decision-makers from various maternal and child 
health centres and ministries. Participants recommended rigorous enforcement of existing 
labour legislation and formal adoption of the International Code by government. They 
agreed to set up a task force to implement the Code, and approved the creation of a 
national association for breast-feeding promotion. 

116. A report in Ethiopia highlighted the proliferation of brands of infant formula, most 
of which failed to respect the labelling provisions laid down in Article 9 of the 
International Code. The Ministry of Health subsequently ordered all concerned 
governmental and nongovernmental organizations to control more strictly the quantity and 
quality of imported products, with the result that the number of different brands 
imported has gradually decreased from 27 to 8. The donation, through health 
institutions, of samples or supplies of breast-milk substitutes to mothers has been 
stopped, unless a child or mother is malnourished or otherwise at high risk. 

117. A market survey of breast-milk substitutes in the Gambia, including home visits to 
learn about the extent of their use by lactating mothers, has been carried out by the 
Medical and Health Department's nutrition unit; results are now being analysed. The 
Department has established a working group on the marketing of breast-milk substitutes, 
but there has been no follow-up in regard to legislation. However, according to the 
Government, there is as yet no apparent breach of the International Code. 

118. In 1988 the Ghana Breast-feeding Promotion Association drew up a national plan for 
breast-feeding promotion, in collaboration with the Ministry of Health, WHO, UNICEF and 
other concerned organizations. A national code of marketing of breast-milk substitutes, 
which closely follows the International Code, was also drafted, although it has not yet 
been adopted as law. From time to time, alleged infringements of the International Code 
have been reported. 

119. A draft national code of marketing of breast-milk substitutes was reviewed in 
Madagascar at a meeting organized by the Ministry of Health in 1980, but no 
legislation has yet been prepared. Directives concerning nutrition education and an 
infant-feeding guide, which emphasize the importance of breast-feeding, have been 
prepared and distributed to all health workers concerned. Only health workers are 
permitted to advise on the use of breast-milk substitutes when they are required, and the 
distribution of milk - for example, that provided by the Red Cross - is carried out only 
under their supervision. 

120. The Government of Rwanda reports that every effort is being made to attain 
self-reliance by increasing the production and consumption of local foodstuffs. A poor 
country cannot afford a continuous supply of foreign products. Efforts are therefore 
being made to counteract the persuasive advertising of the infant-food industry, which 
tends to make mothers feel that expensive imported foods are necessary for the health of 
their children. 

121. In the United Republic of Tanzania the Tanzania Food and Nutrition Centre (TFNC), 
through its National Consultative Committee on Infant and Young Child Nutrition, has 
begun to educate health workers and instructors in training institutions on the need to 
monitor implementation of the International Code and to examine mechanisms for 
formulating a national code, adopting it as law and monitoring its implementation. The 



Committee's relevant task force is composed of representatives of women's organizations, 
various government ministries, the National Food Control Commission, and the TFNC. 
Currently only parts of the Code are being monitored - for example, quality aspects. A 
five-year plan on infant and young child nutrition includes sensitization on Code 
monitoring for all health workers. Radio programmes and other media are used to educate 
listeners about the importance of breast-feeding and the hazards of bottle-feeding and 
infant formulas. 

Region of the Americas 

122. In Antigua and Barbuda the International Code has been distributed to senior health 
professionals, but has not been otherwise adopted. No promotional activities for 
breast-milk substitutes are permitted in maternities, where rooming-in is the customary 
approach to promoting breast-feeding. 

123. The International Code is widely distributed in hospitals and welfare institutions 
in Argentina to ensure that health personnel and others concerned are fully aware of 
their responsibilities, and that they supervise the distribution and use of breast-milk 
substitutes. Periodic evaluation of the consumption of breast-milk substitutes is 
undertaken by the fiscal authorities. Product labels are required to include unbiased 
health messages based on internationally accepted standards. 

124. The International Code has been distributed to health care institutions in Barbados• 
and part of it has been implemented. Hospitals do not allow the promotion of breast-milk 
substitutes, and rooming-in and limitations on the use of feeding bottles are part of the 
standard approach to breast-feeding promotion. A national survey in 1987 showed little, 
if any, change in breast-feeding patterns, which favour early cessation and introduction 
of solid foods. Among the activities in the national breast-feeding strategy is a 
seminar for health professionals. 

125. The International Code has been distributed to health professionals and educators in 
Belize. where promotion of breast-milk substitutes is not allowed in hospitals. There 
are no standards regulating the marketing of substitutes； the basis of the national 
breast-feeding promotion campaign, for which the Ministry of Health and the Breast is 
Best League are responsible, is to encourage mothers to breast-feed their babies fully 
from birth to six months. 

126. The Government of Bolivia reports that its national breast-feeding committee is 
working to introduce legislation to make implementation of the International Code more 
effective. A national code on this basis was adopted and distributed to concerned 
parties in 1984; the Government reports that promotion and distribution of breast-milk 
substitutes nevertheless frequently takes place in clinics and hospitals. Education 
through the mass media and health worker training are among the main initiatives taken 
recently by two national breast-feeding associations, in collaboration with the 
Government. 

127. As part of its action to give effect to the International Code, the Ministry of 
Health in Brazil. through the National Institute of Food and Nutrition, established a 
committee responsible for drawing up a national code of marketing of breast-milk 
substitutes. Representatives of paediatric and nutrition societies, consumers' 
associations, the food industry, and governmental and other nongovernmental groups took 
part, and by March 1988 publication and implementation was agreed among the interested 
parties. The national code was formally adopted by the National Council of Health in 
December 1988 as "Norms for the marketing of foods for the nursing child". 

128. The International Code has been distributed to health personnel in the British 
Virgin Islands. although it has not been adopted as law. A national breast-feeding 
promotion committee exists, but meets only infrequently. The promotion of breast-milk 
substitutes or distribution of samples of these products are not permitted in hospitals. 
Rooming-in, feeding on demand and limitations on bottle-feeding are the practices used to 



encourage breast-feeding. Education of health personnel and the general public, 
monitoring of the marketing of breast-milk substitutes and strengthening of health care 
practices are the basic components of the breast-feeding strategy being followed. 

129. Despite the stringent standards^ adopted in Colombia in 1980 to control the 
marketing of breast-milk substitutes, the promotion of these products is still carried 
out in almost all maternities, and free samples are requested and accepted in most 
hospitals and clinics. 

130. In Costa Rica a decree2 of 22 March 1988 laid down that "maternalized" milks and 
their substitutes must be duly registered with the Department of Medicaments, Control, 
and Registration of the Ministry of Health. Such products may be supplied only in 
pharmaceutical establishments duly registered with the Department and may not be sold in 
any other type of establishment. Directors of pharmaceutical establishments are required 
to ensure that such products are properly stored. The National Commission on 
Breast-feeding (see paragraph 74) is responsible inter alia for ensuring that the 
information disseminated by the various media on breast milk and breast-milk substitutes 
is not prejudicial to breast-feeding. 

131. The regulation of the marketing of breast-milk substitutes in Cuba is part of 
national health policy. The International Code has been adopted and distributed to the 
ministries dealing with public health and food, and to the National Committee on 
Standardization (Health Division). The promotion of breast-milk substitutes is not 
permitted in the country. The main activities to promote breast-feeding during the last 
two years, which are coordinated with the Ministry of Education and related institutions, 
include education through the mass media, introduction of a breast-feeding module in the 
curriculum of medical and nursing schools, label modification on the only breast-milk 
substitutes sold in the country and regulation for its purchase with a medical 
prescription, and testing of a national survey of breast-feeding prevalence. The 
Federation of Cuban Women and La Leche League organize similar activities to promote 
breast-feeding. 

132. A survey conducted in 1988 in Dominica showed that, while 93% of infants are 
exclusively breast-fed at one month of age, the proportion at three months is only 25%. 
The International Code has been distributed to senior health personnel, although it has 
not been formally adopted. Promotion of breast-milk substitutes is not permitted in 
hospitals； bottle-feeding is discouraged while rooming-in, and feeding on demand are 
encouraged. 

133. Breast-feeding was established as a health programme in 1989 in the Dominican 
Republic, where the International Code has been adopted and distributed. The promotion 
of breast-milk substitutes nevertheless takes place if hospital directors give their 
approval； samples are still requested and accepted. In addition to existing paid 
maternity leave, a proposal was put forward in 1986 to allow working women an extra hour 
for breast-feeding. Breast-feeding promotion includes guidance, rooming-in, on-demand 
feeding, human milk-banking and postnatal follow-up. Breast-feeding workshops were held 
for 80% of community health workers, and courses are being planned for doctors. 

134. Regulations in El Salvador for the marketing of breast-milk substitutes follow the 
International Code, although they have not been adopted as legislation. Breast-milk 
substitutes are sold under medical prescription, and there is no promotion in this regard 
in hospitals. 

1 International Digest of Health Legislation. 32(3): 468-471 (1981). 
2 International Digest of Health Legislation. 40(1): 115 (1989). 



135. In Grenada a national breast-feeding promotion strategy was developed in 1989, 
including emphasis on institutionalizing rooming-in and discouraging bottle-feeding in 
maternities, and improving nurses' training. The International Code has been distributed 
to nurses, although there are no formal standards dealing with the marketing of 
breast-milk substitutes. Their promotion in maternities is in any case not permitted. 

136. The national code of marketing of breast-milk substitutes in Guatemala has been 
distributed to doctors, health personnel, all ministries, and members of the national 
committee for the promotion of breast-feeding. Breast-milk substitutes are not promoted 
in hospitals； however, samples are still distributed to doctors. 

137. The promotion of breast-milk substitutes continues in private clinics in Honduras. 
in contrast to government clinics where samples are not accepted. Recent data indicate 
that, while 99.7% of infants are breast-fed at birth, only 41% are receiving only breast 
milk at one month of age. 

138. In Mexico regulations^" published in January 1988 include chapters on milk, milk 
products and derivatives, and substitutes and imitations, and foods for infants and young 
children. Accordingly, the Secretariat for Health is required to establish appropriate 
measures for the promotion of breast-feeding, while medical care units in the health 
sector are required to refrain from promoting the use of breast-milk substitutes. The 
employment in such units of representatives of professional departments, maternity 
nurses, or similar staff paid by manufacturers of infant formula is prohibited. The 
regulations lay down detailed provisions on the content of infant formula as to vitamins, 
minerals, choline, proteins, fats, and linoleic acid, while microbiological 
specifications are to be set out in an appropriate standard. Provisions are also laid 
down on the labelling of formula (which apply in addition to those of the above-mentioned 
law). These provisions include the following: the product is to be termed "infant 
formula" or "infant formula in powdered form", or referred to by other terms stating the 
true nature of the food; a legend must be carried stating the superiority of breast 
milk; and terms such as "humanized", "maternalized" or the like must not be used. 
However, the Government reports that the promotion of breast-milk substitutes continues 
in hospitals and clinics, and that samples are distributed directly by promoters. 

139. In Montserrat. there are no regulations concerning the marketing of breast-milk 
substitutes； rooming-in, discouragement of bottle-feeding and encouragement of 
breast-feeding in the maternity wards are among the main activities to promote 
breast-feeding. Promotion of breast-milk substitutes is restricted; infant-formula 
samples, however, are accepted. 

о 
140. The law regulating the marketing of breast-milk substitutes in Nicaragua has been 
adopted and distributed; it prohibits the promotion of artificial feeding. The 
reformulation and implementation of a plan to protect and promote breast-feeding began in 
1988, including the revival of a national committee, holding of workshops and design of 
an infant-feeding survey. 
141. The Government of Panama reports that the International Code has been distributed to 
health education personnel and that regulations concerning the marketing of breast-milk 
substitutes are under study. Promotion of artificial feeding is not permitted, nor may 
samples of infant formula be distributed. 

1 International Digest of Health Legislation. 4(2): 361-362 (1989). 
2 International Digest of Health Legislation. 33(1): 41-42 (1982). 



142. Despite the regulations"̂ " governing the marketing of breast-milk substitutes in 
Peru, the use of substitutes is promoted in hospitals and samples are distributed. 
Rooming-in and breast-feeding education - for example, as part of the diarrhoeal diseases 
control programme - are among the principal measures adopted to promote breast-feeding. 

143. While the aim of the International Code is not explicitly reflected in national 
health policy in Saint Kitts and Nevis. it is in fact demonstrated in health workers' 
practices. Advertising or other forms of promotion to the general public of products 
within the scope of the Code have been infrequent and are not encouraged. To protect and 
promote breast-feeding, the health authorities have convened workshops, conducted 
in-service training programmes and, with the help of РАНО's Caribbean Food and Nutrition 
Institute (CFNI), developed educational materials for use in health centres, hospitals, 
schools, doctors‘ offices and public places. Donations of infant formula are 
occasionally received for allergic infants, and their distribution is supervised by 
health workers. Relevant national legislation is under review. 

144. The breast-feeding strategy in Saint Lucia includes education, rooming-in and 
discouraging bottle-feeding in maternities, and monitoring of the marketing of 
breast-milk substitutes. The International Code has been distributed to senior health 
officers, but no regulations have been adopted in this regard. 

145. Information from a national sample in Saint Vincent and the Grenadines in 1988 
showed that only 41% of infants were still breast-fed after two months of age. The 
International Code has been distributed to senior health officials, although it has not 
been adopted or translated into legislation. The promotion of breast-milk substitutes is 
not permitted. A national committee, which supervises community education on 
breast-feeding, recently evaluated a breast-feeding manual. 

146. The Government of Trinidad and Tobago reports that application of the International 
Code is monitored in its territory by distributors, nongovernmental organizations and 
consumer groups. Measures for its implementation have also been taken independently by 
manufacturers and distributors. Alleged breaches of the Code, which are always 
investigated, are reported to the Ministry of Health and to the manufacturer or 
distributor concerned. The distribution of samples of breast-milk substitutes in health 
facilities is not permitted. There have been violations of this practice, but they are 
always promptly investigated and the distributor is advised about proper procedures. 
Donations of supplies of infant formula are made to the Central Stores and not to 
individual institutions, which then request what they need for infants who have to be fed 
on breast-milk substitutes. The CFNI has assisted in training health workers and in 
producing relevant educational materials. 

147. The Government of the USA reports that the principles and aim of the International 
Code are supported by both public and private sectors. Some of the specific approaches 
to marketing practices for breast-milk substitutes set forth in the Code are in effect as 
a result of voluntary decisions by the three major infant-formula companies in the USA, 
each of which has its own code of marketing ethics. All three companies have said that 
they will adhere to the International Code in developing countries. The Government 
believes that action to enforce provisions of the Code is either unnecessary or 
inappropriate. It has no objection, however, to voluntary decisions by United States 
companies to adhere to provisions of the Code. 

148. The Government reports that, in keeping with a voluntary decision not to promote the 
use of infant formula directly to consumers, until recently none of the companies in 
question advertised infant formula in the mass media. Promotion of infant formula was 
done primarily in professional journals and by representatives of manufacturers dealing 
directly with physicians and other health care professionals, However, in mid-1989 one 



of the companies began to advertise its product directly to consumers. The American 
Academy of Pediatrics announced its opposition to such advertising and adopted a policy 
stating that the Academy would terminate the support it received from any company which 
promoted its product directly to the public. 

149. New infant formula labelling regulations, effective since January 1986, require the 
label declaration of all required nutrients, a "use by" date, a warning statement 
concerning improper preparation or use, a statement to the effect that infant formula 
should be used as directed by a physician, and directions for preparation and use, 
including pictograms and a symbol to indicate the need for dilution. An exception for 
certain labelling requirements is provided for individual containers in a ready-to-feed 
form in multi-unit packages. Although not required to do so, American manufacturers of 
infant formula have voluntarily included label statements asserting the superiority of 
breast-feeding. 

150. Amended infant formula nutrient requirements, also effective since January 1986, 
update the nutrient requirements of the Infant Formula Act of 1980. The regulations 
raise the minimum levels for calcium and phosphorus and set maximum levels for iron and 
iodine in addition to identifying the remaining nutrient levels required by the 1980 Act. 

151. The United States Food and Drug Administration (FDA) is proposing, as required by 
the Drug Enforcement, Education, and Control Act of 1986, to revise its infant formula 
regulations with respect to record retention, microbiological and nutrient testing, 
manufacturer's audits, and consumer complaints. The proposed revisions would result in 
new, more detailed record retention provisions for the infant-formula industry and would 
help ensure a safe, wholesome, and sanitary sole source of nutrition for infants. 

152. In addition, in accordance with the 1986 amendment to the Federal Food, Drug, and 
Cosmetic Act concerning infant formula, the FDA is amending its recall regulations for 
infant formulas. These amendments : (1) specify recall procedures to be used by 
manufacturers in removing from the marketplace adulterated or misbranded infant formula 
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 
that each retail establishment at which such infant formula is sold, or available for 
sale, post a notice of such recall； and (3) establish infant formula distribution 
records retention requirements. 

153. In Uruguay the International Code has been adopted and distributed to health 
institutions, private industry and professional associations. The marketing of 
breast-milk substitutes, which are available by medical prescription, is restricted to 
pharmacies. Substitutes may not be promoted in hospitals and samples may be accepted 
only by doctors. 

South-East Asia Region 

154. Although the Breast-milk Substitutes (Regulation of Marketing) Ordinance^ was 
adopted in Bangladesh in 1984, it has not yet come into force for lack of enforcement 
criteria; WHO and UNICEF have offered to assist in developing these criteria. According 
to a market survey, the problem lies less with bona fide breast-milk substitutes than 
with the cheaper tinned full- and half-cream powdered milks, given that the vast majority 
of people cannot afford the former. The International Centre for Diarrhoeal Disease 
Research (Bangladesh) is at present attempting to devise a standardized formula in order 
to improve the quality and safety of artificial feeds prepared from tinned milk powders 
as part of its efforts to improve maternal nutrition and promote breast-feeding. 

1 International Digest of Health Legislation. 32(1), 94-98 (1981). 
2 Federal Register. 26 January 1989, Vol. 54, No. 16, pp. 3783-3789. 
3 Federal Register. 27 January 1989, Vol. 54, No. 17, pp. 4006-4009. 



Preliminary results of a questionnaire sent to physicians in government and private 
hospitals indicate that manufacturers' representatives are engaged in aggressive 
promotion and visit doctors as often as once every two weeks. No information is as yet 
available about promotion to doctors in private practice. 

155. The Government of Bhutan reports that at least 98% of the mothers in its essentially 
rural population breast-feed their infants for at least 12 months, and most of these 
continue for up to three years. There is nevertheless a small, but growing, minority 
among the wealthier and young women in towns who bottle-feed, usually while continuing to 
breast-feed. Although there is as yet no legislative control of the marketing of 
breast-milk substitutes, the Government states that it broadly agrees with the principles 
and aim of the International Code. It continues to promote breast-feeding and intends to 
strengthen efforts where dangerous or unacceptable practices are becoming apparent. 

156. To encourage breast-feeding, the Government of India has suspended advertisements of 
all baby foods on All India Radio and Doordarshan (television). The Minister of State 
for women and child development has informed the Lok Sabha (lower house of federal 
parliament) that the states and Union territories have been advised to issue instructions 
to government health institutions prohibiting the acceptance of free samples of baby 
foods and feeding bottles from manufacturers or distributors. The Infant Milk Foods and 
Feeding Bottles (Regulation of Production, Supply and Distribution) Bill, 1986, which 
seeks to protect and promote breast-feeding, has been passed by the Rajya Sabha (upper 
house) and it is proposed to present it to the Lok Sabha in the 1989 session. 

157. The Ministry of Health in the Maldives notes that the use of breast-milk substitutes 
and bottles and teats has become a status symbol in some circles. It is strongly 
discouraging it through health education. Health workers and women's organizations are 
encouraging continued reliance on breast-feeding and home-made weaning foods for the 
healthy growth and development of children, and promoting the traditional feeding pattern 
embodied in the slogan "From breast to cup and spoon". Infant formula used in the 
country tends to be over-diluted - not only for economic reasons, but also because there 
are no instructions in the Divehi language. 

158. The Sri Lanka code for the promotion of breast-feeding and marketing of breast-milk 
substitutes and related products, based on the International Code, was already accepted 
in principle by members of the Cabinet in September 1981. However, the Code was only a 
recommendation until February 1987 when relevant sections pertaining to marketing, 
advertising and promotion of breast-milk substitutes and related products were included 
under the Consumer Protection Act to enable effective implementation. The code was 
published in English, Sinhala and Tamil by the Food and Nutrition Policy Planning 
Division, and distributed among relevant professional and technical personnel, 
infant-food and feeding-bottle manufacturers and marketing personnel, and the media. A 
unique feature, in the eyes of the Government, was the printing of 1500 copies of the 
code by one company. The intersectoral technical committee responsible for the overall 
implementation and monitoring of the national code has developed a mechanism for 
monitoring the issue of milk supplies provided by distributors； it considers 
distributors' compliance in this regard a creditable achievement. Supplies of infant 
formula may be made available only to mothers whose infants need breast-milk substitutes, 
and distributed to them only by health workers. 

159. On the occasion of the annual meeting of the Sri Lanka Medical Association in 1989, 
a UNICEF/WHO supported one-day conference on the implementation of the International Code 
considered the relationship between health professionals and infant-food manufacturers. 
As a result a national scheme has been devised whereby any contributions from 
manufacturers on behalf of health workers for fellowships, study tours, research grants, 
attendance at professional conferences and the like are made directly to the Medical 
Association, which is responsible for disbursements as its sees fit. 



European Region 

160. Health education and other measures have been introduced in Bulgaria to restrict the 
use of breast-milk substitutes. The advertising of these products is prohibited, and 
their packaging and labelling are required to indicate that breast milk is the preferred 
food for young infants. 

161. Methods used in Czechoslovakia to promote breast-feeding include the provision of 
information for the general population, and mothers and health workers in particular; 
and intensification of the study of infant and young child nutrition, in cooperation with 
firms manufacturing foods for infants and young children, together with closer control of 
the products they manufacture. Breast-milk substitutes, which are not advertised, are 
available only on a doctor's recommendation to women whose own milk is insufficient. 

162. A January 1988 National Board of Health decree^ in Finland introduced amendments 
to a previous decree on the composition of infant foods and of breast-milk substitutes 
intended for children who, by reason of disease, require a special diet. The amendments 
set out maximum and minimum levels of minerals, vitamins, and choline per megajule. They 
also apply to enrichment of breast-milk substitutes and standards of identity and purity, 
recommendations as to use and the age of the consumer, and directions for preparation. 
Special mention is to be made in the directions for use if the breast-milk substitute 
intended for children requiring a special diet meets only part of their nutritional 
requirements. 

2 
163. An order of 28 April 1988 in France defined the characteristics of dietetic milk 
and other dietary foods for infants that may be sold retail or otherwise supplied to the 
public exclusively through pharmacists. "Dietetic milk foods" are milk preparations that 
meet the nutritional needs of a normal infant (up to four months old) under conditions 
approaching as closely as possible those of breast-feeding, within the framework of an 
exclusively milk-based diet during the first months, and a diversified diet 
subsequently. An order issued in June 1988 lays down that the above provisions are to 
apply to milk foods (with hydrolyzed proteins) for infants up to four months old; and to 
dietary foods for infants up to four months old suffering from metabolic or nutritional 
disorders, in order to meet their special requirements. 
164. The German Democratic Republic reports that it strictly observes the International 
Code. The use of breast-milk substitutes is subject to paediatric control； they are 
regularly monitored by the national health service and can be marketed only with Ministry 
of Health approval. The manufacture of breast-milk substitutes and other baby foods is 
subject to very stringent requirements and complies with relevant Codex recommendations. 
The packaging of such products carries information on the advantages of mother's milk and 
breast-feeding. 

165. The Department of Health in Ireland has referred to the second edition of the Code 
of practices for the marketing of infant formulae in the Republic of Ireland, which was 
published in January 1988. Its preface states that it is a revised and improved text; 
that the changes in substance found to be necessary have strengthened it; and that the 
Committee established to monitor its implementation will exercise even closer control 
under the terms of the second edition. The Department explained that the Code's purpose 
is to recognize the reality that a number of mothers may not be able to breast-feed or 
choose not to do so, but at the same time to control the supply of infant formula so as 
to ensure that breast-feeding is still seen as the best way for mothers to feed their 
babies. 

丄 International Digest of Health Legislation. 40(3): 611-612 (1989). 
2 International Digest of Health Legislation. 40(1): 115-116 (1989). 
2 International Digest of Health Legislation, 40(1): 116 (1989). 



166. In Israel, where the Ministry of Health adopted WHO recommendations on labelling of 
breast-milk substitutes in 1983, the Government reports that both domestic and foreign 
suppliers of these products have responded favourably to the Ministry's request to label 
these foods accordingly. A legal regulation based on those recommendations, moreover, is 
in preparation. 

167. The Government of Italy, which considers the International Code to be a 
recommendation for action rather than a law to be enforced, believes that the Code has 
greatly increased awareness of the need to protect breast-feeding and has led to a number 
of practical steps being taken - for example, concerning the' re-design of product 
labels. Data on nationwide breast-feeding trends have not been available for more than 
20 years. However, the stationary situation regarding sales of breast-milk substitutes 
over the past decade suggests that the overall breast-feeding situation is fairly 
constant. Recent studies conducted in various parts of the country show considerable 
variations in the frequency and duration of breast-feeding between regions and towns. 

168. The Government of Malta reported in October 1987 that a bill of law, giving full 
effect to the provisions of the International Code, was at an advanced stage of 
development. The Department of Health published a booklet on breast-feeding in 1984, and 
more are planned in collaboration with nongovernmental organizations. The Chief Medical 
Officer has said that product samples and other gifts, although not encouraged, are 
probably still given to health workers. The promotion of products within the scope of 
the Code is not permitted on Department of Health premises, even if some materials are 
provided by distributors to health workers. Samples and gifts are probably still 
distributed to mothers outside the premises, and the Department is considering what 
action to take to stop this practice. 

169. In July 1987 a decree on infant formula and follow-up milks was published in the 
Netherlands. thereby incorporating into national law Articles 9 and 10 of the 
International Code, on labelling and quality respectively. The private sector and the 
Chief Inspectorate of Health are monitoring application of the Code, especially as it 
related to the health care system. The Government awaits a decision by the European 
Commission concerning the adoption of a unifying directive (see paragraph 175) on infant 
formula and follow-up milks. The European Parliament has called for adoption of the 
major provisions of the- International Code - a position strongly supported by the 
Government of the Netherlands. 

170. The International Code has been distributed in Poland to the relevant centres and 
institutions, and appropriate recommendations have been issued to ensure compliance with 
its principles. 

171. The Ministry of Health in Romania reports that, in 1983-1984, most of the provisions 
of the International Code, as well as relevant Codex standards, were integrated into the 
national food standards for which the ministries of health, agriculture, and food 
industries are responsible. The Ministry of Health, in collaboration with the Institute 
for Maternal and Child Health Protection and the Institute of Hygiene and Public Health, 
monitors the application of these standards, including the provisions regarding labelling 
and distribution. 

172. General recommendations No. 9 of 10 March 1986^ of the National Board of Health 
and Welfare in Sweden on regional and national reports concerning breast-feeding 
supplement earlier recommendations for health care and nursing personnel on the 
implementation of the International Code. The recommendations, which were formulated 
after consulting the Association of County Councils, concern the reintroduction of the 
submission by child-care services of regional statistics on breast-feeding (suspended in 
1975). 

1 International Digest of Health Legislation. 39(1): 104 (1988). 
2 International Digest of Health Legislation. 34 787-791 (1983). 



173. In June 1988 the Department of Health of the United Kingdom of Great Britain and 
Northern Ireland announced a voluntary ban by infant-formula manufacturers of samples of 
breast-milk substitutes. In so doing, it referred both to the International Code 
(Article 5) and the report of the Chief Medical Officer's Committee on Medical Aspects of 
Food Policy (Present day practice in infant feeding: third report. published in January 
1988). Both recommended that samples of infant formula should not be given to mothers. 
At the Government's request the industry has agreed that the time is right to discontinue 
manufacturers' provision to hospitals of samples and subsidized supplies of infant 
formula. This change, the announcement said, would be fully in conformity with 
resolution WHA39.28 adopted by the Health Assembly in 1986 concerning free or 
low-price supplies of breast-milk substitutes to maternity wards and hospitals. The 
change was expected to be fully implemented by the end of 1988. Meanwhile, manufacturers 
agreed to give financial help as their contribution to the new initiative to extend 
breast-feeding support. 

174. The Department of Health also indicated that the two instruments for securing within 
the United Kingdom the principles and aim of the International Code - Health Circular 
HC(83)13 and the Food Manufacturers‘ Code of Practice for the Marketing of Infant 
Formulae should be revised and re-issued to take account of this change, and in the light 
of experience since they came into effect in 1983. A voluntary code for feeding bottles 
and teats, which are also within the scope of the Code (Article 2), is under discussion. 

European Economic Community 
о 

175. The draft Council Directive on the approximation of the laws of Member States 
relating to infant formula and follow-up milks has not gone forward following the 
adoption of Council Directive 89/398/EEC3 of 3 May 1989 on the approximation of the 
laws of Member States relating to foodstuffs intended for particular nutritional uses. 
This latter framework directive in effect enables the Commission to deal with such 
products, including infant formula- and follow-up milks, via a Commission rather than a 
Council directive. It is hoped that a directive relating to infant formula and follow-up 
milks will be adopted by 1 January 1991. 

Eastern Mediterranean Region 

176. In Egypt information to discourage mothers from giving newborn infants any fluids 
except breast milk, especially during the first few days of life, is widely 
disseminated. No processed breast-milk substitutes are distributed in hospitals in order 
to restrict their promotion, nor is advertising permitted in this regard. Subsidies are 
paid for breast-milk substitutes used by mothers unable to breast-feed their children, so 
that prices remain within reach of all families, but they are available only through 
government outlets in an effort to prevent their promotion from discouraging 
breast-feeding. 

177. A number of measures have been taken in Qatar to implement the International Code. 
Several studies have been prepared on infant and young child nutrition, with the 
participation of nongovernmental organizations, with a view to raising awareness of the 
importance of breast-feeding among the general public, and mothers in particular. 
Seminars for doctors and nurses have been held in which breast-feeding and child 
nutrition were prominent subjects. Aware of the importance of training and education, 
the national authorities are setting up centres to teach mothers to prepare infant 
foods. Such centres have been instructed to recommend breast-feeding and not to provide 
breast-milk substitutes except under doctors' orders. 

1 Handbook of resolutions and decisions. Vol. Ill, 1st ed., 1987, p. 16. 
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178. The United Arab Emirates has prepared a draft code for infant and child food. At 
the request of the Ministry of Health, WHO has commented in detail on its contents, 
recalling the earlier technical support it provided for a meeting that the Secretariat 
General of the Council of Health Ministers of Arab Countries of the Gulf Area convened in 
1983 in Riyadh to consider implementation of the International Code. The meeting had 
reviewed the Code's provisions in detail and made a number of suggestions for amending it 
to suit the particular needs of member countries.^ WHO drew attention in particular to 
the common draft law drawn up subsequently by a committee established by the 
Secretariat General and approved by the ministers of health during their sixteenth 
meeting, in January 1984. 

Western Pacific Region 

179. In compliance with resolution WPR/RC33.R16, the fortieth session of the Regional 
Committee for the Western Pacific, in September 1989, had before it a report^ on infant 
and young child nutrition and implementation of the International Code. Relevant 
information from the national reports received for this purpose are summarized below. In 
some cases they have been complemented by other information provided by Member States. 

180. The Government of Australia reports that there is growing concern that previously 
achieved goals of restraining inappropriate marketing and distribution practices for 
breast-milk substitutes may have been recently lost. The Commonwealth Department of 
Community Services and Health says that, although generally speaking there is no direct 
advertising of infant formula to the general public, there is unfortunately still 
indirect promotion, contrary to the spirit of the Code, in the form of sampling and 
supplies, and provision to mothers through the health care system of booklets which 
contain product names and information. Where state maternal and child services are 
strong and well coordinated these activities have been restrained. The industry code of 
practice is under review by the Trade Practices Commission; however, not all companies 
manufacturing or marketing infant formula in Australia are signatories. 

181. The Department explains that it has neither the authority nor the resources to 
investigate all companies in relation to violations of the International Code. Besides 
the "sampling" referred to above, which is reappearing in some clinics and nurseries 
under state jurisdiction along with poster displays, it is aware and concerned that 
"professional service representatives" employed by the infant-formula industry are 
visiting clinics, and that bottle-feeding is being demonstrated to all mothers in some 
institutions. Samples of products within the scope of the Code are being provided to 
health workers in some states and health workers in one state system are giving samples 
of infant formula to mothers on the grounds that they expect to receive them. The 
Department has advised all state and territory authorities of the provisions of the Code 
with respect to samples and supplies, and health departments have been requested to 
remind health workers again of their responsibilities. There are still some problems 
regarding the restriction of information in professional journals to scientific and 
factual matters. Such advertising does not always contain the information specified in 
paragraph 2 of the Code's Article 4. 

182. 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 give effect to the International Code. Copies have been recently reprinted and are 
distributed widely among health workers along with the International Code and the 
industry code of practice. All concerned groups and individuals, including professional 
organizations, consumer groups and other nongovernmental agencies, such as the Nursing 
Mothers' Association of Australia, have been requested to monitor promotional activities 
in the marketplace and practices in hospitals and clinics, and to report alleged 
violations. The Commonwealth Department of Community Services and Health no longer has 
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among its functions monitoring for breaches of the Code. The mechanism through which 
industry self-regulation is to be achieved is under review by the Trade Practices 
Commission. 

183. Brunei Darussalam has implemented parts of the International Code, especially 
Articles 4, 6 and 7, which concern, respectively, information and education, health care 
systems and health workers. Health education through the media, health clinics and 
maternity wards has been widely used to promote breast-feeding among pregnant women and 
mothers of infants and young children. Health authorities are encouraging and protecting 
breast-feeding by providing appropriate information and advice to health workers. The 
promotion of infant feeding products is not permitted in health care facilities, nor are 
company marketing personnel permitted to have contact with mothers in the health care 
system. Supplies of infant feeding products in hospitals and health clinics are used or 
distributed only for infants who have to be fed on breast-milk substitutes. Despite 
these promotional efforts, however, the impression of all concerned is that fewer and 
fewer mothers are breast-feeding； formula feeding seems to have become the norm. The 
Government has concluded, therefore, that stronger measures in the form of national 
legislation and regulations will be needed, as well as involvement of such 
nongovernmental organizations as women's groups. It is now studying the best procedure 
to give effect to the remainder of the International Code. 

184. The health authorities in French Polynesia have chosen to combat the use of 
sweetened condensed milk as a first priority in promoting healthy infant and young child 
feeding, in view of the long-standing inappropriate use of this product that is peculiar 
to the territory. Progress appears to be steady, judging from the evolution in the 
importation of bona fide breast-milk substitutes (180 tonnes in 1984, 210 tonnes in 1985, 
and 278 tonnes in 1986), in addition to statistics collected during postpartum visits to 
health clinics. Emphasis is now being placed on breast-feeding promotion and reducing 
the use of breast-milk substitutes to cases of strict necessity. Publicity for these 
products is not permitted, nor is their free distribution except in special 
circumstances； only products bearing labels in conformity with the relevant provisions 
of the International Code may be imported. Meanwhile, health education is being 
introduced in schools, maternities and maternal and child health clinics. Ten weeks' 
maternity leave postpartum, as well as facilities at the work site for breast-feeding 
until 15 months of age, help to promote breast-feeding. 

185. The Women, Infants and Children (WIC) Program of the Department of Public Health and 
Social Services in Guam promotes breast-feeding during all prenatal classes and 
counselling, and printed information is regularly distributed. All displays of infant 
formula have been removed from the shelves of the WIC clinics, and samples of these 
products are no longer given to clients. Infant-formula companies wishing to provide 
samples may no longer deliver them to the clinics, but have been asked to divert them to 
the WIC central office. All WIC infants that are breast-fed receive "Mommy loves me -
I'm breast-fed" T-shirts, while six-month-old breast-fed infants receive a gift package 
containing a teether/rattle and weaning cup, donated by local infant-food distributors. 
WIC coordinates its activities with La Leche League, whose members provide new mothers 
with practical tips on breast-feeding. 

186. In Hong Kong the sale of foods for infant and young child feeding is controlled 
under Part V (Food and Drugs) of the Public Health and Municipal Services Ordinance 
(Chapter 132) and its subsidiary legislation. Importers of foods formulated specially 
for infant and young child feeding, in particular, are advised to ensure that any package 
used is labelled in accordance with the requirements of the International Code； and to 
obtain from the manufacturer and the competent health authority of the country of origin 
certification that the products in question were manufactured in accordance with the 
Codex Standards for Foods for Infants and Children, the Recommended International Code of 
Hygienic Practice for Foods for Infants and Children, and the Recommended Microbiological 
Limits for Foods for Infants and Children of the International Commission of 
Microbiological Specifications for Food. 



187. There is no legislation as yet in Kiribati on the sale of breast-milk substitutes, 
nor are there any promotional activities and advertising to the general public concerning 
their sale or use. It is anticipated that appropriate measures will be taken at a later 
date to implement the International Code. 

188. Because the great majority of women in the Lao People's Democratic Republic still 
breast-feed their infants, the national health authorities are placing emphasis on 
protecting breast-feeding through health education that stresses its many advantages over 
artificial feeding. The problem is rather to ensure that lactating women receive 
balanced diets and infants appropriate and timely weaning foods. Steps are thus being 
taken to improve nutrition education and to ensure the availability of crèches near 
worksites. 

189. Various changes in food labelling requirements^" were introduced in Malaysia in 
1985, including insertion of the words "not suitable for infants below six months of age" 
for full cream milk powder or dried full cream milk; "not suitable for infants except on 
medical advice" for skimmed milk powder, dried non-fat milk solids or separated milk 
powder； "not suitable for infants" for evaporated milk, sweetened and unsweetened 
condensed milk and full milk; "breast milk is the best food for infants" and "infant 
formula is not the only food for infants over six months of age" for infant formula 
products; and "not to be given to infants below four months of age" for canned foods and 
cereal-based foods for infants and children. Labels of infant formula may not display 
pictures of infants or babies (a graphic representation is permitted for purposes of 
identification) or make any claim of superiority to breast milk. 

190. Breast-feeding and infant-feeding problems were among the topics discussed in 1989 
at a food and nutrition seminar in the Federated States of Micronesia. Participants 
recommended that each state develop a specific programme to improve child feeding 
practices, including the discontinuation of importation of foods in favour of using local 
food resources and selling infant formula under prescription only. 

191. Restrictions on imports in New Zealand have recently been removed. This has 
resulted in some products becoming available which do not comply with the International 
Code In respect of advertising or packaging. Importers are being informed of their 
responsibilities in this regard. Most breaches of the Code appear to occur through 
ignorance, which the Government believes highlights the continuing educational role of a 
national monitoring committee that it established in 1983, and the need for voluntary 
compliance rather than legislation. The level of compliance has been such that by 1988 
the committee's workload had noticeably diminished. The committee's structure, methods 
of work and relationship with the Government are currently under review. 

192. The Republic of Palau does not have a policy limiting the importation of breast-milk 
substitutes, which are currently available from Japan and the USA. Not all product 
labels are in English; the National Congress is thus drafting a resolution to prohibit 
importation of goods which do not bear instructions in English that are intelligible to 
the majority of the population. 

193. The Government of Papua New Guinea places no restrictions on the importation of 
infant formula. However, the 1977 Baby Feed Supplies (Control) Act^ still requires 
that baby feeding bottles, teats and dummies be sold at registered pharmacies and 
obtained only through medical prescription, which "cannot be given unless the authorized 
health worker is satisfied that it would be in the best interest of the baby or infant". 
In view of the very high breast-feeding rates in the country (100% in rural and 98% in 
urban areas), it is believed that most of the products are used by the expatriate 
population. The Government reports that, on the whole, manufacturers and distributors of 
infant formula comply with the International Code. Possible breaches of the Code have 
been detected in a few retail outlets which have sought to dispose of out-dated stocks of 
infant foods at a reduced price. 

1 International Digest of Health Legislation. 39(1): 113-118 (1988). 
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194. During 1988 the Department of Health in the Philippines• in collaboration with the 
National Movement for the Promotion of Breast-feeding, began concentrating its efforts on 
changing hospital practices that influence breast-feeding (see paragraph 82) and 
reinforcing implementation and monitoring of the National Code of Marketing of Breastmilk 
Substitutes, Breast-milk Supplements and Related Products； "Guidelines for the 
implementation of the milk code" and "Rules and regulations governing advertisement of 
breast-milk substitutes and related products" have been formulated. The marketing of 
breast-milk substitutes is being regulated by a committee consisting of the Secretaries 
of Health, Social Welfare and Development, Justice, and Trade and Industry. The 
committee reviews and screens all forms of advertising, promotion or marketing of 
breast-milk substitutes (of the 53 reviewed to date, 32 have been approved), as well as 
requests to manufacturers and distributors of products within the scope of the code for 
donations, fellowships, continuing education and related activities. Of the 116 requests 
for sponsorship, 85 have been approved. 

195. The Department of Health has also created task forces at national and sub-national 
levels to monitor code enforcement through adherence to established guidelines and 
procedures. The National Milk Code Monitoring Task Force visited seven regions of the 
country in 1988, and the results of this exercise served as the basis for strengthening 
enforcement in 1989. Four types of major violations were detected: health facilities 
were used for promoting infant formula or other products within the scope of the code； 
health facilities, particularly private hospitals, still displayed posters and other 
materials from milk companies； various sampling ploys were used; and milk companies 
sponsored professional groups without referring to the regional health office. 

196. In the 10 years since the coming into force in Singapore of the Code of Ethics on 
the Sale of Infant Formula Products, the responsible national monitoring authority has 
vetted 530 individual items of promotional, educational and service materials, 403 of 
which have been approved. 

197. Breast-feeding of all infants and children up to the age of two to three-years is 
being actively promoted in the Solomon Islands. and the use of breast-milk substitutes is 
actively discouraged via the information media, workshops, seminars, meetings, and 
through the distribution of posters, pamphlets, calendars, etc. 

198. There is no legislation or regulation in Tonga concerning the marketing and 
distribution of breast-milk substitutes. The measures taken by the Ministry of Health 
are mainly educational in nature, intended to motivate voluntary public acceptance. 
There is non-restricted advertisement by the firms and agents of imported products, but 
there are no donations or gifts to promote the sale of breast-milk substitutes. In their 
contact with health workers, infant-food manufacturers and distributors do not promote 
the belief that bottle-feeding is equivalent, or superior, to breast-feeding. 

199. A 1984 survey in Vanuatu showed that feeding an infant for the first six months of 
life on breast-milk substitutes would cost an urban family 10% of its income. An attempt 
was made to regulate the sale of bottles and teats, but was not successful. It was felt 
that, since the country was already implementing some of the International Code's 
provisions, there was no need for legislation. Nevertheless, a separate chapter on 
breast-milk substitutes was created in the Vanuatu Overseas Trade Statistics Imports. 
From 1986-1987 there was a 38% decrease (from 36.3 to 22.4 tons) in the importation of 
infant formula and a 71% decrease in that of feeding bottles. It is not yet clear 
whether this decline is related to increased tariffs applied in 1987, nutrition 
education, or inadequacies in the collection of statistics. On the other hand, a recent 
survey conducted in a periurban area showed a marked decline in breast-feeding since 
1983. 

1 International Digest of Health Legislation. M(4): 805-809 (1987). 



200. The Government of Viet Nam fully supports the promotion of breast-feeding and 
nutrition education of pregnant and lactating mothers； at present there is no problem of 
breast-milk substitutes affecting breast-feeding practice. 

Cooperation with concerned parties in protecting and promoting appropriate infant and 
young child feeding 

201. As the directing and coordinating authority on international health work, WHO has a 
long history of close collaboration with many professional, consumer, commercial and 
other groups in an equally broad number of health-related fields. Regarding appropriate 
infant and young child feeding, WHO has been engaged for many years in dialogue and 
cooperation with organizations and bodies of the United Nations system; nongovernmental 
organizations, including professional and consumer groups (e.g., International 
Confederation of Midwives, International Council of Nurses, International Paediatric 
Association, International Federation of Gynecology and Obstetrics, International Union 
of Nutritional Sciences, International Organization of Consumers Unions (IOCU), and 
International Baby Food Action Network (IBFAN), of which IOCU is a founding member)； 
scientists in related disciplines； and the infant-food industry. Relations with this 
last group have been on an individual company basis, but also and especially, through the 
International Association of Infant Food Manufacturers (IFM), which is a member of 
ISDI.1 

202. IBFAN regularly informs WHO of the activities of its affiliates (more than 100 in 
some 60 countries in all regions) in support of appropriate infant and young child 
feeding practices, including research, social support for women, breast-feeding 
promotion, and implementation of the International Code. At IBFAN's tenth anniversary 
meeting in Manila, in October 1989 WHO conducted a workshop on breast-feeding and 
child-spacing; it also provided financial support for the travel of some participants. 
IBFAN and WHO are also collaborating in the selection of pilot hospitals for implementing 
the joint WHO/UNICEF statement on breast-feeding and the special role of maternity 
services (see paragraph 83)； and on technical aspects of IBFAN's project for analysing 
and updating the breast-feeding and weaning content of medical textbooks, training 
manuals and teaching curricula. Finally, WHO has granted permission to IBFAN member 
Aktionsgruppe Babynahrung (AGB) E.v., Aachen (Federal Republic of Germany) to prepare a 
German edition of the joint WHO/UNICEF statement, as part of AGB's breast-feeding 
promotion efforts in German-speaking countries. 

203. IOCU's promotional booklet, Protecting infant health - a health workers' guide to 
the International Code of Marketing of Breast-milk Substitutes, is now available in 
Chinese and Bahasa Indonesian - making a total of eight languages. It is in its fifth 
English edition, and over 25 000 copies are circulating. IOCU also produced in 1988, and 
revised in 1989, two wall charts - one summarizing measures taken by governments to give 
effect to the International Code, and the other summarizing IOCU‘s monitoring of the 
steps taken by the manufacturers and distributors of products within the scope of the 
Code. 

204. With regard to infant-food manufacturers, WHO has on numerous occasions provided to 
individual companies its informal technical views on various questions relating to infant 
and young child feeding and nutrition, including the International Code. On a collective 
basis, IFM's 35 members in 15 countries have formally recognized the importance of 
breast-feeding for the healthy growth and development of infants and expressed ed their 
commitment to high ethical standards for the marketing of infant foods, including the 
principles and aim of the International Code. IFM has explained that 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's members are complying with national codes 
and regulations and/or voluntary industry codes that have been established in 
consultation with the relevant authorities. 

1 The International Society of Dietetic including all Infant and Young Children 
Food Industries, which was admitted into official relations with WHO in January 1987. 



205. Under its complaint procedure IFM issues a yearly summary of all complaints and 
their disposition. Simultaneously, it attempts to influence informally the marketing 
and distribution practices of non-member companies that are considered to be at variance 
with the International Code. 

206. In March 1989 the IFM General Assembly adopted a policy statement concerning 
donations of infant formula to hospitals and other institutions in developing countries 
for infants who have to be fed on breast-milk substitutes. The policy is said to be 
based on a system of monitoring, undertaken by each member company, of actual quantities 
of infant formula supplied, on written request from hospital personnel responsible for 
determining needs. 

207. The President of IFM has stated that it recognizes the problems that arise when 
there are differences of opinion over implementation of the Code in countries with widely 
differing social and legislative frameworks, particularly where governments have taken no 
specific action or introduced only partial measures to implement the Code. These 
considerations have led to agreement by the General Assembly of IFM in October 1989 to 
refine and reinforce the procedure for investigating allegations of non-compliance with 
IFM commitments to the Code. An IFM working group was requested to define the objectives 
and terms of reference for an ombudsman to be appointed in order to provide an 
independent arbitration mechanism which will be used whenever cases cannot be resolved 
using existing procedures. The ombudsman's tasks are to define the differences of 
opinions requiring arbitration; to consult with the parties concerned (complainant and 
manufacturer) in an attempt to reach consensus； where consensus cannot be reached to 
draw the matter to the attention of the health authorities of the country concerned, so 
that a decision can be taken by the authorities； and to publish an annual report with 
details of all complaints submitted, which will be available to all concerned parties. 
The ombudsman will be free to consult with appropriate nongovernmental organizations and 
professional groups, among others, in carrying out this mission. 

208. Careful note has been taken of the various statements made by IFM about the 
positions adopted by its member companies in relation to the marketing and distribution 
of foods for infants and young children, including infant formula. IFM continues to 
distinguish between developing and developed countries, even though neither the 
International Code itself nor the Health Assembly has made such a distinction. 

209. Governments also frequently inform the Director-General about the role of 
manufacturers and distributors of products within the scope of the Code in giving effect 
to the decisions that they have taken to implement the Code within their territories. It 
is clear that governments themselves are best placed to judge whether or not the 
declarations and actual marketing practices of manufacturers are in conformity with the 
provisions of the Code and the national legislation, regulations or other measures 
adopted to give effect to it. 

210. Data collected by IFM from its member companies have helped WHO to examine possible 
hazards of chemicals that could be ingested as a consequence of the use of infant-feeding 
bottles and teats. The information covered the classes of products that are of potential 
concern, and materials used in their manufacture； substances of potential concern that 
are likely to migrate into food or into the mouths of infants as a result of the use of 
these materials； and substances that have been identified as being of concern by 
national health authorities, and the standards that have been used by them. 

1 See document EB81/1988/REC/1, p. 161. Complaints alleging non-compliance with 
the Code or applicable national measures may be notified to: The Secretary General, 
International Association of Infant Food Manufacturers, 194, rue de Rivoli, 75001 Paris, 
France. 



211. On the basis of the information provided WHO has concluded that reputable 
manufacturers of feeding bottles, teats and related products are using materials that are 
unlikely to pose safety problems, assuming that they are using good manufacturing 
practices and are complying with relevant regulations in the countries in which they are 
marketing them. 

212. The one identifiable problem - volatile nitrosamiries - requires vigilance, and WHO 
recommends that, if international standards are to be developed, a limit for their 
presence in elastomers should be included. It is undoubtedly true that some 
infant-feeding bottles and teats are made of inappropriate materials and are of 
inappropriate design. The development of an international standard along the lines of 
the standard being developed for teats by the British Standards Institute might thus 
be appropriate. 

Donations or low-price sales of infant formula 

213. In accordance with Article 6, paragraph 6, of the International Code, donations or 
low-price sales of infant formula may be made to institutions or organizations. However, 
such supplies should only be used or distributed for infants who have to be fed on 
breast-milk substitutes, and should not be used by manufacturers or distributors as a 
sales inducement. Furthermore, paragraph 7 of the same Article recalls that, where 
donated supplies of infant formula are distributed outside an institution or 
organization, it should take steps to ensure that they can be continued for as long as 
the infants concerned need them. Article 3 of the Code defines supplies as "quantities 
of a product provided for use over an extended period, free or at a low price, for social 
purposes, including those provided to families in need". 

214. On the other hand, the Code states that manufacturers and distributors should not 
provide, directly or indirectly, to pregnant women, mothers or members of their families, 
samples of products within its scope (Article 5, paragraph 2)； that there should be no 
giving of samples to induce sales directly to the consumer at the retail level 
(Article 5, paragraph 3); and that samples of infant formula should not be provided to 
health workers except when necessary for the purpose of professional evaluation or 
research at the institutional level； health workers, in turn, should not give samples of 
infant formula to pregnant women, mothers of infants and young children, or members of 
their families (Article 7, paragraph 4). Article 3 of the Code defines samples as 
"single or small quantities of a product provided without cost". 

215. At the Thirty-eighth World Health Assembly, in May 1985, a number of delegates 
requested that the Director-General provide clarification regarding the phrase "infants 
who have to be fed on breast-milk substitutes" in Article 6, paragraph 6 of the Code. 
Accordingly, following a joint WHO/UNICEF consultation on the subject, guidelines were 
prepared concerning the main health and socioeconomic circumstances in which infants have 
to be fed on breast-milk substitutes； these were presented to the Thirty-ninth World 
Health Assembly in May 1986. Member States were invited to use these guidelines in 
determining for themselves, on the basis of their particular health and socioeconomic 
circumstances, how to protect infants and mothers against inappropriate feeding 
practices, which infants have to be fed on breast-milk substitutes, and how best to 
ensure that these infants receive an appropriate substitute for as long as they need it. 
The Health Assembly adopted resolution WHA39.28 urging Member States inter alia "to 
ensure that the small amounts of breast-milk substitutes needed for the minority of 
infants who require them in maternity wards and hospitals are made available through the 
normal procurement channels and not through free or subsidized supplies". This 
recommendation notwithstanding, the Director-General considers that the International 
Code has not been modified by this or any other resolution. 

1 Under the direction of the Furniture and Household Equipment Standards Policy 
Committee, British Standards Institute, 3 York Street, Manchester M2 2AT, United Kingdom. 

2 Document WHA39/1986/REC/1, pp. 29-30 and 122-135. 



216. Since 1981 15 Member States and one territory have explicitly reported on the 
various approaches they are taking regarding donations or low-price sales of supplies of 
infant formula to institutions or organizations. Information is summarized above 
regarding Australia, Brune i Darussalam, Ethiopia, Guam, India, the Philippines, Sri 
Lanka, the United Kingdom of Great Britain and Northern Ireland, Saint Kitts and Nevis, 
and Trinidad and Tobago. Relevant information has also been presented in previous 
progress reports concerning Fiji, Kuwait, Swaziland, and Vanuatu (1988), Nigeria (1986), 
and Tunisia (1984). 

Summary of trends in action taken giving effect to the International Code 

217. In the light of information summarized in this and past progress reports on action 
taken giving effect to the International Code in some 160 countries and territories, it 
can be said that the general trend during the years that have passed since the Code's 
adoption has been the tailoring of country-specific approaches to fit country-specific 
situations. The patterns may be summarized as follows : 

(1) The health authorities in many countries have issued, and updated and re-issued, 
memoranda of guidance to health personnel, often accompanied by copies of the 
International Code, to inform them of its provisions and to call attention to their 
responsibilities under it, in keeping with their national social and legislative 
frameworks. In some cases, copies of the Code have been sent directly to manufacturers 
of products within its scope, together with indications from the competent national 
authorities about how it should be applied. 

(2) Numerous intersectoral meetings have been held to consider what action should be 
taken to give effect to the Code, and ad hoc and permanent committees responsible for its 
implementation and monitoring have been constituted to follow up accordingly. Such 
bodies have frequently included representatives of various government offices (health, 
agriculture, social affairs, education, trade and industry, etc.); health workers' 
associations； consumer (including particularly women's) groups； infant-food 
manufacturers； and, in some cases, WHO and UNICEF. 

(3) Working groups have been established to examine existing legislation and relevant 
practices relating to the marketing and distribution of breast-milk substitutes, and to 
recommend amendments or new legislation to give effect to the International Code. 
Existing legislation has been up-dated, while much new legislation has been adopted, 
covering various provisions of the Code. 

(4) Governments have negotiated voluntary agreements with the infant-food industry and, 
occasionally, with health workers' organizations, to implement all or part of the 
International Code. National codes of ethics, or of marketing or advertising of products 
within the scope of the Code, have also been developed or revised, in consultation with 
interested parties. 

(5) Governments have reviewed, in the light of experience, the various national measures 
initially adopted to give effect to the principles and aim of the Code. They have 
re-negotiated with the infant-food industry earlier voluntary agreements in this regard, 
or modified existing legislation or administrative arrangements to take account of new 
developments. 

(6) Many countries, sometimes with support from WHO, have used their affiliation in 
regional and interregional intergovernmental organizations to consider what joint action 
should be taken to give effect to all or part of the Code, and how to monitor it. 
Examples include the Commonwealth, the Caribbean Community, the Council of Health 

In one of the official languages of WHO (Arabic, Chinese, English, French, 
Russian and Spanish) or in non-official language translations, whether prepared by the 
national health authorities themselves, health workers' associations, consumer groups, or 
infant-food manufacturers. The latter include Dari and Pushtu (in Afghanistan), Dutch, 
German, Italian, Japanese, Norwegian, Portuguese, and Swedish. 



Ministers of Arab Countries of the Gulf Area, the Council of Europe, the European 
Economic Community, and the Nordic group of countries, as well as other United Nations 
forums including the relevant technical committees and regional groupings of the Joint 
FAO/WHO Food Standards Programme and its Codex Alimentarius Commission. 

(7) Countries have asked WHO to provide technical support - in the form of consultants 
on nutritional, legal or marketing issues； information on the implications for national 
action of various provisions of the Code； regional office or headquarters staff 
participation in national committees established to promote breast-feeding and to 
consider the implementation and monitoring of the International Code, and comments on 
draft texts of national instruments being developed in this respect. 

(8) A number of developed countries, where major manufacturers and worldwide exporters 
of infant formula are based, have investigated the implications of export trade in the 
light of the International Code, to ensure that manufacturers operating within their 
territories adhere to its provisions when marketing internationally. 

(9) In countries where breast-feeding remains the near-universal infant-feeding norm, 
where infant formula is expensive or not readily available and its use is infrequent and 
possibly incorrect, owing to lack of information or education, national authorities have 
reinforced the protection of breast-feeding through their health services and the 
information media, and continue to monitor the local manufacture or importation and 
marketing and use of breast-milk substitutes. 

(10) In some countries the manufacture or importation of breast-milk substitutes, and 
their distribution, are subject to direct state control based on central licensing and 
marketing arrangements. In a number of these, infant formula is subsidized or 
distributed free of charge by governments to mothers of infants who have to be fed on 
breast-milk substitutes. 

(11) National authorities in some countries have made the supply of breast-milk 
substitutes contingent upon the prior obtainment by the mother, or other family member, 
of the advice of a health worker as to the need for their use, and the proper method of 
use. A prescription is required for obtaining them at designated retail outlets. 

(12) Some countries permit manufacturers or distributors to provide donations or 
low-price sales of supplies of infant formula direct to institutions or organizations 
(see paragraphs 213-216), but closely monitor the practice by requiring detailed 
reporting by the institutions or organizations and manufacturers concerned on the amount 
of supplies, the number of infants, and the duration for which the supplies are 
provided. Other countries welcome such supplies provided they are channelled to an 
official central distribution point and institutions or organizations have no direct 
contact with manufacturers, but request supplies only from the central point. Still 
other countries, sometimes following consultation with interested parties, including the 
infant-food industry, have entirely disallowed the practice of donations or low-price 
sales of supplies of infant formula. 

218. It is clear that Member States have gained considerable practical experience since 
1981 with the implementation and monitoring of the International Code. Through an 
inventive blend of approaches they are giving effect, in whole or in part, to their 
collective decisions, as expressed in the relevant resolutions of the Health Assembly 
concerning infant and young child nutrition, including the International Code. 
They are consistently doing this not in isolation, but as part of their wider efforts to 
address the health, nutritional problems, and related social status of women and 
families, in accordance with the Health Assembly's repeated recommendations. 

1 Inter alia resolutions WHA27.43, WHA31.47, WHA33.32, WHA37.30, WHA39.28 and 
WHA41.11. 



219. The wealth of information provided by Member States and summarized in reports to the 
Health Assembly represents compilation of experience for countries to draw on in 
assessing the efficiency of their own arrangements or giving effect to the Code. It 
covers the wide range of approaches that countries are using in their health care systems 
and society as a whole, to come to grips with the practical problems associated with 
achieving safe and adequate nutrition for all infants. These examples, together with the 
guidelines presented to the Health Assembly in 1986 (paragraph 215), should facilitate 
action by the competent authorities in every country, in the light of its particular 
health and socioeconomic circumstances. 

CONCLUSION 

220. Malnutrition is not intractable. The impact on nutritional status of the 
occasionally severe economic dislocations that have occurred in the 1980s should not be 
underestimated, but it has not been uniform in all countries. Many governments are 
managing to control malnutrition by implementing appropriate policies, including measures 
to eliminate under-nutrition causing low body weight and stunted growth； to control 
specific deficiencies by fortifying suitable foods； and to reduce the prevalence of 
cardiovascular disease by encouraging balanced dietary intake. This relatively positive 
global picture does not alter the fact that there are still large population groups - in 
particular, children and their mothers - whose health and nutritional status are 
unacceptable. WHO is focusing on helping countries to identify those groups, and on 
supporting governments in meeting their particular needs. 

221. Implementation of WHO's nutrition policy depends on the success of a wide range of 
WHO programmes - including maternal and child health and family planning, food safety, 
diarrhoeal diseases, immunization, parasitic diseases, cancer, and cardiovascular 
diseases. In an effort to enhance the positive impact on nutritional status of WHO's 
entire general programme of work, the Director-General has established a global Nutrition 
Task Force, which is responsible for ensuring a coherent, fully coordinated response at 
all levels to WHO's nutrition policy obligations, particularly on behalf of the least 
developed countries. 

222. WHO is also cooperating in the development of nutrition goals, and strategies for 
their attainment, as part of its contribution to the Fourth United Nations Development 
Decade (1991-2000). Thus it is collaborating with UNICEF in refining practical 
approaches to meeting the health needs of mothers and children. Information which 
could dramatically improve the health and nutritional status of children, particularly in 
developing countries, has now been brought together in Facts for life. a booklet 
published by UNICEF, WHO and UNESCO in partnership with many of the world's leading 
medical and children's organizations. WHO also proposes to со-sponsor with FAO (in 1992 
or 1993) an international conference on nutrition; the primary objective would be to 
draw attention to the fact that sound nutritional status is essential for the development 
process as well as being one of the most important results of development. 

223. These global initiatives are themselves but an echo of the priorities and approaches 
adopted by the Member States of each of WHO's six regions. This is reflected, for 
example, in the decision to organize the First European Conference on Food and Nutrition 
Policy (Budapest, October 1990) to demonstrate how the planning of a population's food 
supply and nutritional behaviour can be made compatible with health goals； in the 
request made by the Regional Committee for Africa at its thirty-ninth session, in 1989, 
that the Regional Director organize, jointly with other United Nations agencies and the 
Organization of African Unity, an international decade on food and nutrition in the 
African Region (1990-2000)； in the formal adoption of regional food and nutrition 

1 The relevant recommendations of the twenty-seventh session (January 1989) of the 
UNICEF/WHO Joint Committee on Health Policy were endorsed by the eighty-fourth session of 
the Executive Board in May 1989 (document EB84/1989/REC/1, decision EB84(2) and Annex). 

2 Facts for life: a communication challenge. Copies in English, French and 
Spanish available from UNICEF, 3 United Nations Plaza, New York, New York 10017, USA 

3 Resolution AFR/RC39/R4. 
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policies in the Region of the Americas； and in the various regional committee 
resolutions that have been adopted on the control of iodine deficiency disorders in 
recent years (paragraphs 48, 54 and 56). 

224. There are unmistakable signs that Member States - both, individually and 
collectively, through their regional and global forums - perceive this millennium's final 
decade as both a critical challenge and an exceptional opportunity to improve the 
nutritional status of their populations. If Member States and WHO fail to act now, the 
truly impressive results achieved thus far through primary health care will be 
compromised and even reversed. The impact of social and economic development policies on 
nutritional status is ultimately the most telling measure of their success or failure； 
at the same time, the effective implementation of these policies depends on sound 
nutritional status. It is therefore a matter of urgency that WHO should do everything in 
its power to ensure that healthy nutrition is a central focus of the Fourth United 
Nations Development Decade. 


