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1 Executive Summary 
 
Given the complexities involved in providing infant feeding counselling to HIV-
positive women, WHO has supported research on counselling practices, and WHO 
and partners have developed tools to improve the effectiveness of infant feeding 
counselling, including tools for training counsellors. In order to increase access to 
adequate support for infant feeding, health care providers should have the 
competencies necessary to provide it. For this reason, WHO is currently developing a 
course (Integrated Infant Feeding Counselling: A training course) on breastfeeding 
counselling, HIV and infant feeding counselling and complementary feeding 
counselling, with a five-day duration.  
 
WHO convened an informal meeting in Geneva on 15 and 16 November 2004 to 
share the latest findings from research related to HIV and infant feeding counselling 
and from implementation experience, and to discuss the implications for the 
integrated infant feeding counselling course. The expected output was a set of specific 
recommendations for the content and methods of the HIV and infant feeding 
component of the course.  
 
The purpose of this report is to share and provide a brief explanation of the 
recommendations formulated during the informal meeting "HIV and Infant Feeding 
Counselling: From Research to Practice". 
 
Experience in research settings suggests that adequate training of health workers and 
lay counsellors in infant feeding counselling skills, followed by monitoring and 
supervision, leads to effective support to mothers in areas of high HIV prevalence. 
Such efforts have resulted in reduced mixed feeding and increased exclusive 
breastfeeding.  
 
The group discussed the implications of the above findings for ongoing and future 
efforts to increase the effectiveness of infant feeding counselling. Discussions focused 
on training tools and processes, health systems constraints and family and community 
practices.  
 
An important challenge related to programming support for infant and young child 
feeding is the urgency to address the needs of all mothers (HIV-negative, HIV-
positive, and those of unknown status) in order to be more effective. Different levels 
of health workers need different competencies (for clinical management, training, 
supervision, and programme management) at different contact points.  
 
The group recognized the need to mobilize resources and secure political commitment 
for skills building on infant feeding. Given the many different training courses 
available or soon to be available, there is also a need to ensure a common 
understanding about the objectives of each course, the competencies addressed and 
the target audience. 
 
Finally, the group agreed that the Integrated Infant Feeding Counselling: A training 
course is needed for various cadres of health workers and provided specific 
recommendations for improving the content and methods of the draft course materials. 
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2 Introduction 
 
According to current UN recommendations, infants should be exclusively breastfed 
for the first six months of life. Thereafter, infants should receive adequate and safe 
complementary foods while breastfeeding continues up to 24 months or beyond. 
However, specific recommendations apply to infants born to HIV-infected mothers1. 
They should receive counselling on the risks and benefits of various infant feeding 
options, specific guidance in selecting the most suitable option for their situation, and 
support to carry out their choice. 
 
Given the complexities involved in providing infant feeding counselling to HIV-
positive women, WHO has supported research into counselling practices, and WHO 
and partners have developed tools to train counsellors. WHO is currently developing 
an integrated course on breastfeeding counselling, HIV and infant feeding counselling 
and complementary feeding counselling, with a shortened length of five days.  
 
WHO convened an informal meeting in Geneva on 15 and 16 November 2004 to 
share the latest findings from research related to HIV and infant feeding counselling 
and information from implementation experience, and to discuss their implications for 
the integrated infant feeding counselling course. The expected output was a set of 
specific recommendations for the content and methods of the HIV and infant feeding 
component of the integrated course.  
 
The purpose of this report is to share and provide a brief explanation of the 
recommendations formulated during the informal meeting "HIV and infant feeding 
counselling: From research to Practice". 
 
The report starts by presenting the key research findings, programmatic experience 
and on-going efforts in the development of materials for skills building. Next, it 
presents a summary of the implications for on-going and future efforts to increase the 
effectiveness of infant feeding counselling. It also presents the specific 
recommendations and next steps related to further development of the HIV 
component of the integrated infant feeding counselling course. The annexes include 
the agenda of the meeting (Annex 1), the list of participants (Annex 2), and a 
summary of individual presentations (Annex 3).  
 
Some participants stayed on 17 November to work with the Secretariat to discuss, in 
detail, some issues relevant for the integrated course. Annex 4 is the Note for the 
Record of that meeting. 

                                                 
1 UN guidance states that "when replacement feeding is acceptable, feasible, affordable, sustainable and 
safe, avoidance of all breastfeeding by HIV-infected mothers is recommended. Otherwise, exclusive 
breastfeeding is recommended during the first months of life." 
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3 Summary of key information presented 

3.1 Research findings 
 
Below are the main research findings; a summary of individual presentations is 
available in Annex 3. 

 
The experience of UNICEF in programmes for the prevention of mother-to-child 
transmission (PMTCT) has been that the infant feeding component is still weak and 
not all staff are trained in infant feeding counselling. 
 
In Brazil and South Africa it was found that the quality of counselling in PMTCT 
programmes, despite training, remains poor even when health workers had good 
communication skills. 
  
Experience from Tanzania suggests that the use of job aids could improve knowledge 
of health workers and mothers. 
 
In HIV-positive mothers better infant feeding practices were associated with intensive 
training and supervision - as found in the Vertical Transmission Study in South Africa 
-and with a large number of contacts for counselling, including home contacts. 
 
In mothers with unknown HIV status - as was the case in the ZVITAMBO study - the 
number of exposures to counselling was associated with improved practices.  
 
In the Vertical Transmission Study of South Africa, the WHO/UNICEF infant feeding 
counselling courses were suitable for both health professionals and lay counsellors. 
Community support through community health workers or volunteers may be 
considered as a valid channel for increasing access of HIV-positive mothers to infant 
feeding counselling.  
 
Adequate training of health workers and lay counsellors, followed by monitoring and 
supervision, leads to effective counselling and support to mothers.  Such efforts have 
resulted in reduced mixed feeding and increased exclusive breastfeeding. Conversely, 
when training of health workers is not adequate, they cannot deliver the intended 
interventions. 
 
There are many different approaches to training infant feeding counsellors, and it is 
common to find that the duration of such training, particularly in MTCT prevention 
activities, is insufficient (two hours) to develop meaningful skills. In the context of 
routine programmes, health workers are often expected to counsel mothers about 
infant feeding with little or no training. 
 
However, training is not the only limiting factor for effective infant feeding 
counselling. Health worker performance depends also on the health system. Often 
policies are unclear or non-existent, health systems are weak, staff turnover and 
attrition is high, supervision is limited or poor, time for performing the expected tasks 
is insufficient, and job satisfaction is low.   
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Stigma is still a significant problem for HIV-positive women who choose replacement 
feeding as well as those who choose exclusive breastfeeding. It influences the 
effectiveness of support for improved feeding practices in health facilities and in the 
community. 
 

3.2 Implementation experience on skills development for 
IYCF counselling 

 
This section presents the key information on competencies, tools and materials under 
development and implementation of current training. A summary of individual 
presentations is available in Annex 3. 
 

3.2.1 Competencies needed at different contacts and by different 
providers 

 
In order to have a clear training strategy on IYCF, it is important to identify the 
minimum competencies required, the contact points and the different levels of 
workers who should perform them. Health workers need specific competencies for 
supporting breastfeeding, replacement feeding and complementary feeding. There is a 
need to increase the emphasis on training and supervisory skills and involve lower 
levels of health workers as much as possible. Trainers and supervisors should perform 
specific tasks such as on-the-job training and follow-up after training. However, 
human resources are limited, health facilities cannot release health workers for every 
course, and it is extremely difficult to set up a system for follow-up after training. 
WHO and partners should explore alternatives such as daily sessions of on-the-job 
training in health facilities. Planning, competency-based training, follow-up after 
training and on-going assessment of competencies should be part of the training 
strategy. Ideally, health workers should learn these competencies during pre-service 
training.  

3.2.2 Review of training materials available and implementation of 
experience 

 
The experience to date with breastfeeding counselling and HIV and infant feeding 
counselling courses in Africa is extensive compared to other regions. However, 
coverage is still low. It is important to measure the impact of training on infant 
feeding outcomes and identify which aspects of training have the most impact. 
Suggestions to improve training strategies include involving local NGOs in training 
and conducting pre-service training.  
 

3.2.3 Job aids: Counselling cards 
 
A set of counselling tools for HIV-positive women developed by WHO and AED in 
collaboration with UNICEF is almost ready for printing. There is still a need to refine 
the messages used for explaining to mothers the balance of risks between HIV 
infection and death due to serious illnesses. 
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3.2.4 Development of Integrated course on IYCF counselling 
 
An overview of Integrated Infant Feeding Counselling: A training course was 
presented. The target audience is broad, from non-health counsellors to medical 
doctors. This course should not replace current courses (breastfeeding counselling, 
HIV and infant feeding counselling and complementary feeding counselling), rather 
its target audience should be clearly defined. The course has been field tested in 
Durban (South Africa) and Accra (Ghana). The third field test will take place in 2005. 
 
 
4 Implications of key findings for efforts to increase 

infant feeding counselling effectiveness 

4.1 Training tools and process 
 

WHO and partners should apply strategic thinking to develop capacity on infant 
feeding counselling skills and to disseminate and promote the use of the tools that are 
available. 
 
Proper training (human resource development) plans need to be developed and 
adequately funded.   
 
Advocacy is needed to mobilize resources for the implementation of the Global 
Strategy for Infant and Young Child Feeding in general, and training in particular. 
Advocacy across sectors is recommended. Such efforts should sensitize decision-
makers about the child survival benefits of infant feeding counselling - for the general 
population and for HIV-infected women - and include the costs of acting compared 
with the costs of not acting. The goal should be to put IYCF on the development 
agenda. A recent WHA resolution calls for the urgent implementation of the HIV and 
infant feeding framework and guidelines (WHA 57.14) and may help in advocacy 
efforts. 
 
Operations research is recommended to test alternative training approaches such as 
job-aid based training or on-the-job training alone or combined with supervision, 
versus other training approaches. 
 
For sustainability, attention must be given to updating and strengthening pre-service 
training on IYCF (including but not limited to HIV). 
 
For the integrated course – and existing courses as well – it is important to be clear on 
exactly which competencies are being developed. In addition, it should be clear 
whether the integrated course provides the competencies needed by trainers and 
participants.  
 
There may be an overlap of target audiences between the integrated course and the 
original courses. There is concern among some NGOs and other groups that the 
integrated course will replace the other (specialized) courses. Therefore, it is 
necessary to specify the competencies addressed and the likely audiences for each of 
the courses. The group recommended that the next field test should include 



 6

observations of the performance of trainers and trainees, and follow-up visits possibly 
by local researchers. 
 
In the integrated course, the objectives of the sessions should include more 
information about competencies. There should be more written exercises and more 
sessions that are practical. 
 

4.2 Addressing health systems constraints to improve 
counselling impact 

 
Linking the health facility with community support is critical for infant feeding 
counselling. As long as messages are consistent and supervision is in place, these 
linkages will enhance feeding support, increase opportunities for postnatal follow up, 
and can potentially relieve some of the infant feeding counselling burden of health 
workers in health facilities. 
 
True integration of infant feeding counselling into HIV and other programmes 
requires operational modifications and health systems strengthening. Examples of 
relevant operational modifications include but are not limited to creating of standard 
operational procedures (with accompanying job aids and check lists) for infant 
feeding counselling, ensuring adequate space and time for counselling, and 
implementing modifications to routine data collection and mothers’ cards to ensure 
that reporting on infant feeding activities is part of health information systems. 
 
There is a clear need to strengthen supervision and supervisory skills. Support for 
adequate monitoring and supervision as part of health institutions requires health 
systems strengthening.  
 
WHO and partners should consider implementing a process of self-assessment or 
accreditation and quality control for infant feeding counselling.  
 
An important goal is to increase the number of contacts for counselling on IYCF – in 
health facilities and in the community, for example during growth monitoring and 
vaccination activities. Health systems strengthening and linkages with the community 
are needed to reach this goal.  
 

4.3 Improving family and community practices 
 

Stigma reduces the likelihood of HIV-positive mothers practising replacement feeding 
or exclusive breastfeeding because none of these feeding patterns is the cultural norm 
in most places, thus making it easy to identify those who are HIV-positive. Obviously, 
if exclusive breastfeeding is promoted as part of a comprehensive national policy for 
the general population, such practice could become a cultural norm. 
 
Formative research and assessment are useful tools for message and materials 
development, and for adapting global guidance to local realities. 
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Providing clear and consistent messages to sensitize communities about HIV and 
infant feeding - via social mobilization and other community approaches - is essential 
and requires resources and support.  Consistency of messages across all levels is of 
paramount importance.   
 
The role of community infant feeding counsellors should be evaluated. With adequate 
training and supervision, community members can perform many of the breastfeeding 
and complementary feeding counselling tasks. 
 
5 Conclusions  
 
Mothers known to be HIV positive should be able to make an informed decision about 
the type of feeding that suits them best, and practise it safely. Health workers and 
other caregivers need to have the competencies required for counselling and 
supporting HIV-positive mothers on these practices, and should receive adequate 
training, follow-up and supervision. However, as corroborated by the research 
findings presented, even if courses for health workers or lay counsellors are available, 
there are health systems and community issues that limit the access of mothers to 
adequately trained counsellors. Some of them relate to broader challenges, which need 
a concerted effort among all those involved in public health. 
 
The more specific challenges related to infant and young child feeding include 
addressing the needs of all mothers (HIV-positive, HIV-negative, and those of 
unknown status) in order to be more effective. Different levels of health workers 
require different competencies (for clinical management, training, supervision, and 
programme management) at different contact points.  
 
In addition, the meeting participants recognized the need to develop an advocacy 
strategy to mobilize resources and secure political commitment for skills building on 
infant feeding. Given the many different training courses available or soon to be 
available, there is also a need to ensure a common understanding about the objectives 
of each course, the competencies addressed, and the target audience. 
 
As regards the Integrated Infant Feeding Counselling: A training course, the meeting 
identified specific recommendations and next steps for improving its contents and 
methods, particularly in relation to the HIV component.  
 
 
6 Recommendations and next steps  
 
The group agreed on the following recommendations for the content and methods of 
the HIV and infant feeding component of the integrated course.  
 

• Clarify whether the course addresses the competencies required by a broad 
range of health workers and lay counsellors, and who are the specific target 
groups for the course. 

• Clarify whether this course complements the original courses on breastfeeding 
counselling, HIV and infant feeding counselling, and complementary feeding 
counselling. If so, clarify the objectives and target audience of each course. 
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• Identify whether any sessions are too long and can be made shorter, to provide 
more time for practical sessions. 

• For the next field test, develop tools for assessing the performance of trainers 
and trainees and for following them up after training. 

 
A smaller group of participants agreed to carry out the first three of the 
recommendations above during a meeting on the next day, 17 November.2004. 
 
 
7 Annexes 
 
Annex 1 - Agenda 
Annex 2 - List of participants 
Annex 3 - Summary of presentations 
Annex 4 - Note for the Record: meeting of 17 November on competencies 
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Annex 1 - Agenda 
 

Monday, 15 November 2004 
a.m.  
09:00 - 09:30 Welcome and opening of the meeting (Jose Martines)  
  Objectives and expected outcomes 
 
HIV and infant feeding: Update on research related to HIV and infant feeding 
counselling 
(Chair - Miriam Labbok) (20 minute presentations followed by 10 minute discussions, 
except where noted) 
 
09:30 - 10:00 South Africa (Ruth Bland) 
10:00 - 10:30 South Africa (Mickey Chopra) 
10:30 - 11:00  Tanzania (Sebalda Leshabari) 
11:00 - 11:30 Tea/coffee 
11:30 - 12:00 Zimbabwe (Ellen Piwoz) 
12:00 - 12:30 Brazil (Marina Rea) 
12:30 - 12:45   UNICEF experience in infant feeding counseling in programmes for 

prevention of mother-to-child transmission of HIV (Ngashi Ngongo) 
(10 minutes plus 5 minutes discussion) 

12:45 - 13:00 Kesho-Bora Study (Isabelle de Vincenzi) (10 minutes plus 5 minutes 
discussion) 

 
13:00 -14:00 Lunch  
 
p.m.  
 
Implications of research findings for future efforts on increasing infant feeding 
counselling effectiveness (Chair - Ellen Piwoz) 
 
14:00 - 15:00 Tools and processes for skills development for increasing effectiveness 

of feeding counselling, e.g.:   
 quality and breadth of training materials  
 methods, including alternative training approaches 

15:00 - 16:00 Health system issues for increasing effectiveness of infant feeding 
counselling, e.g.: 

 follow-up after training and supervision 
 monitoring process and measuring impact 
 how to scale-up 

 
16:00 - 16:15 Tea/coffee 
 
16:15 - 17:15 Community issues related to increasing effectiveness of infant feeding 

counselling, e.g.: 
 community knowledge and beliefs 
 overcoming stigma 
 providing support, including partner support 

17:15 - 17:30  Conclusions of afternoon discussions 
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Tuesday, 16 November 2004 
a.m. 
(Chair - Mickey Chopra) 
 
09:00 - 09:15 Summary from previous day 
    
Update on development and use of relevant tools and training courses 
 
09:15 - 09:45 Skills building for infant feeding counselling (Felicity Savage-King) 
09:45 - 10:15 Experience to date with Breastfeeding and HIV and infant feeding 

counselling courses in AFRO (Charles Sagoe-Moses) 
10:15 - 10:45 Update on counselling cards and other tools (Constanza Vallenas) and 

on BFHI materials (Miriam Labbok) 
10:45 - 11:00 Tea/coffee 
11:00 - 11:15 Discussion 
11:15 - 11:45 Process of development and current status of integrated infant feeding 

counselling course 
  (Randa Saadeh/Ruth Bland) 
11:45 - 12:30 Discussion 
 
12:30 - 14:00 Lunch 
 
Recommendations and next steps 
p.m.  
Chair - Jose Martines 
 
14:00 - 15:00 Incorporating relevant conclusions into integrated counselling course 
15:00 - 15:30 Further action on other issues for effective infant feeding counselling 
15:30 - 16:00 Next steps  
16:00 - 16:30 Tea/coffee 
 
    Closure 
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Annex 2 - List of participants 
 
 
Participants: 
 
Dr Ruth Bland  
Africa Centre for Population Studies and Reproductive Health 
P.O. Box 198 
Mtubatuba 3935, KZN - South Africa 
Tel: +27 35 550 75 00 
Fax: +27 35 550 7565 
rbland@africacentre.ac.za 
 
Dr Mickey Chopra 
School of Public Health, University of the Western Cape 
Bellville 7535, Western Cape - South Africa 
Tel: +27 21 9592809 
Fax: +27 21 9592872 
mchopra@uwc.ac.za 
 
Dr Miriam H. Labbok 
Senior Advisor, Infant and Young Child Feeding and Care  
UNICEF/PD/Nutrition, UNICEF House, Room 756 - 3 UN Plaza, East 44th Str. 
New York, NY  10017 - USA 
Tel:  212 326-7368 
Fax: 212 326-7129 
e-mail: mlabbok@unicef.org 
 
Mrs Sebalda Leshabari (Address from 24 November 2004 will be) 
Lecturer, Faculty of Nursing, Muhimbili University College of Health Sciences 
P.O. Box 65169 
Dar-es-Salaam - Tanzania 
e-mail: seolesh@yahoo.com 
 
Mrs Lida Lhotska 
GIFA - P.O. Box 157 
1211 Geneva 19 - Switzerland 
Tel: +41 22 798 91 64 
Fax: +4122 798 44 43 
e-mail: lida.lhotska@gifa.org 
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Dr Ngashi Ngongo 
Health Advisor, HIV Care and Support 
United Nations Children's Funds, 3 United Nations Plaza 
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Tel: +1 212 824 6312 
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e-mail: nngongo@unicef.org 
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Annex 3 - Summary of presentations  
 

Opening of the meeting  
Jose Martines 
 
Dr. Martines opened the meeting by explaining that WHO regularly reviews its 
recommendations, in order to make changes based on data that is systematically 
collected and program experience.  This meeting is intended to look at several steps in 
this process, in particular looking at how interventions are implemented and how to 
transform existing ‘instruments’ so that knowledge can be put into practice. 
 
He reviewed the objectives of the meeting, which were to: 
 

• Share the latest findings from research related to HIV and infant feeding counselling 
• Discuss the implications of research findings for the existing HIV and infant feeding 

counselling course and the integrated breastfeeding counselling/HIV and infant 
feeding counselling/complementary feeding counselling course. 

 
The secondary objectives were to: 

• Exchange practical experience on breastfeeding counselling and HIV and infant 
feeding counselling, in particular as regards the use of the existing WHO/UNICEF 
counselling course. 

• Update participants on work on an integrated breastfeeding counselling/HIV and 
infant feeding counselling/complementary feeding counselling course 

• Raise issues related to other needs for effective infant feeding counselling 
 
He also noted that some participants will stay an extra day to incorporate the relevant 
outputs of the discussions from this meeting into the revised integrated course. 
 

HIV and infant feeding: Update on research related to HIV and 
infant feeding counselling 
 
Development and testing of infant feeding job aids in the context of HIV/AIDS in 
Tanzania - Sebalda Leshabari 
 
A set of infant feeding counselling job aids in the context of HIV/AIDS was 
developed. This was based on a number of in-depth interviews and focus group 
discussions, pre-testing of images and technical review by content experts and key 
stakeholders. The impact of these job aids was investigated using qualitative methods. 
In-depth interviews were conducted with 30 mothers (20 HIV positive and 10 HIV 
negative) each in intervention and control areas. Observations of counselling sessions 
and focus group discussions with 4 counsellors in study area and 2 in the control areas 
were done. The key findings were that knowledge of counsellors related to risk of 
transmission of HIV through breast milk, increased risk of mixed feeding and 
importance of safe sex especially during breastfeeding improved. The knowledge of 
mothers exposed to these job aids also improved related to the topics mentioned above. 
However, counsellors continued to have inadequate skills for assessing AFASS of 



 14

replacement feeding and mother's ability to breastfeed exclusively. Several structural 
issues including PMTCT clinic not being male-friendly, physical set up of the hospital 
not being conducive to breastfeeding and counsellors workload not allowing them to 
provide the needed support and follow up of mothers, were identified as major factors 
reducing the effectiveness of counselling. 
 
 
Assessment of the information and counselling practices of health workers on 
infant feeding to HIV positive mothers in Sao Paulo, Brazil - Marina Rea 
 
As part of the national policy in Brazil for reducing the risk of mother to child 
transmission to zero, it is recommended that HIV infected mothers should not 
breastfeed their infants. Universal and free of charge access to ARV drugs is another 
cornerstone of the national AIDS programme. The objective of this study was to 
assess the quality of infant feeding counselling offered by health workers to HIV 
positive mothers and the effect of counselling on the knowledge of these mothers 
related to infant feeding options. A total of 118 counselling sessions by 15 health 
workers were observed and 266 women were interviewed after they had been 
counselled. The general communication and counselling skills of health professionals 
were found to be good. However, counselling on risks of HIV transmission through 
breastfeeding, and for supporting replacement feeding was insufficient. The risks of 
HIV transmission through breastfeeding were adequately discussed in less than a 
quarter of counselling sessions. The preparation of replacement feeds was 
demonstrated at about 45% of sessions. The mothers were not adequately informed 
about the risks of replacement feeding and about the possible use of pasteurized 
human milk. 
 
 
An evaluation of the quality of counselling provided to mothers in three PMTCT 
pilot sites in South Africa - Mickey Chopra 
 
The aim of this study was to assess the quality of counselling provided to mothers 
through the programme to prevent mother-to-child transmission (PMTCT) of HIV in 
South Africa. This was a cross-sectional descriptive study and data collection methods 
included structured observations of consultations and exit interviews with sixty 
mothers attending clinics in three purposively selected PMTCT sites across South 
Africa. One feedback workshop was held in each site with key role players to discuss 
the findings and to enhance interpretation and understanding. Twenty two counsellors 
were observed including both lay counsellors and nurses. The general quality of 
communication skills was very good and 73% of HIV negative mothers were 
informed of the advantages of exclusive breastfeeding (EBF). However only 1 of 34 
HIV positive mothers was informed about the possible side effects of nevirapine and 
none was told what to do when it occurred. Only 2 HIV positive mothers were asked 
about essential conditions for safe formula feeding before a decision about an infant 
feeding option was made. None of the twelve mothers choosing to breastfeed was 
shown how to position the baby correctly on the breast or asked whether they thought 
EBF was feasible. Fewer than a quarter of mothers expressed confidence in 
performing the actions required and 85% could not define the term EBF. The site that 
had received more training and supervised support performed best. The poor quality 
of counselling in the PMTCT programme will reduce the effectiveness of these 
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programmes. As they are being scaled up there needs to be far more attention paid 
towards the counselling of mothers especially with regard to optimal infant feeding. 
 
  
Impact of a PMTCT education and counselling intervention on knowledge, 
feeding practices and post natal HIV transmission: findings from the 
ZVITAMBO trial - Ellen Piwoz 
 
As part of the ZVITAMBO trial on vitamin A supplementation, 14,110 mother-baby 
pairs were recruited and followed up. All mothers were tested for HIV at baseline and 
while mothers could learn about their HIV status at anytime, only 15.5% chose to do 
so at any time and only 7% knew it within 3 months of childbirth. In the latter part of 
the study, an education and counselling programme was developed including: (i) male 
outreach workplace education on MTCT and infant feeding, (ii) group talks, videos 
and brochures in waiting areas of the clinic, and (iii) infant feeding counselling at 
post-test/follow up visits for women who wanted it irrespective of HIV status. 
Exposure to the intervention significantly increased the odds of being exclusively 
breastfed to at least 3 months. Mixed feeding in the first 3 months was associated with 
a three fold higher risk of HIV transmission or death at 6 and 2 months of age. The 
protective effects of early exclusive breastfeeding were slightly diminished but still 
observed at 18 months of age. The greater the number of exposures to the intervention, 
the greater was the odds of exclusive breastfeeding. Each exposure to the intervention 
resulted in about a 16% reduction in the risk of postnatal HIV infection. In conclusion, 
counselling and education about safer breastfeeding practices increased exclusive 
breastfeeding and reduced HIV infections and deaths among young children in a 
population where HIV-infection was very common and most mothers did not know 
their HIV status. 
 
 
Infant feeding counselling in an areas of high HIV prevalence in South Africa - 
Vertical Transmission Study - Ruth Bland 
 
This cohort study aims to examine the risk of post-natal transmission of HIV in 
relation to infant feeding practices. HIV positive and negative women are being 
enrolled. All mothers who choose to breastfeed receive intensive breastfeeding 
counselling including home counselling visits (4 antenatally, 4 in the first 2 weeks and 
fortnightly thereafter). About 90% of HIV positive women choose to breastfeed and 
this is consistent with the finding that about 15% women has access to clean water, 
fuel, a refrigerator and a regular household income. Interim results show that among 
HIV negative women, 90% are breastfeeding and 55% exclusively breastfeeding at 22 
weeks after birth. The corresponding proportions for HIV positive women are 85% 
and 50%. The WHO training courses for infant feeding have been found to be suitable 
for lay counsellors and health professionals. The courses led to improvements in 
knowledge but more practice was needed after the course particularly for guiding HIV 
positive women to an infant feeding decision. This study underscores the importance 
of continuing to promote and support breastfeeding for women who are HIV negative 
or of unknown status, and HIV positive women most of whom choose to breastfeed. 
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UNICEF experience with HIV and infant feeding counselling - Ngashi Ngongo 
 
Seventy countries are implementing programmes for prevention of MTCT with 
UNICEF support, including five national programmess in Belarus, Botswana, 
Kyrgyzstan, Georgia and Ukraine.  At least 26 high prevalence countries are scaling-
up.  The main activities supported by UNICEF are programme management and 
coordination, capacity building of managers and health workers, monitoring and 
evaluation, procurement of supplies, programme communication, and implementation 
of the HIV and infant feeding framework for priority action. 
 
As regards HIV and infant feeding, there has been a study on infant feeding practices, 
four country evaluations, a compilation of programmatic evidence, development of a 
question and answer guide for counsellors, and integration of HIV into BFHI.   
 
Lessons learned through this process include: mothers adhere to advice given to them; 
sometimes counsellors are biased toward one feeding option; without adequate 
support, mothers will end up mixed feeding, and there may be spillover.  The lack of 
time and staff for MTCT counselling also affects infant feeding counseling.  Most 
infant feeding counselling is provided at facility level in antenatal care settings, with 
limited involvement of community workers and lack of outreach activities.  There is 
also a lack of continuity and linkages in counselling between antenatal care and 
maternity and child clinics.  Not all mothers receiving free formula have enough time 
or resources for proper preparation of formula feeds. 
 
UNICEF also noted a lack of leadership and ownership in the area of HIV and infant 
feeding; lack of integration between infant feeding and prevention of MTCT; and a 
lack of coordination between MCH, nutrition, and HIV/AIDS programmes.  The 
result is often no national plan and no budget for HIV and infant feeding.  There is a 
lack of national capacity to deliver on the five priority actions described in the HIV 
and infant feeding framework.   
 
The conclusions drawn are that: 
 

– HIV and infant feeding counselling is still weak in many MTCT programmes 
– We need to identify champions and strengthen coordination between main 

actors 
– There is a need to promote integration of infant feeding in MTCT as an 

integral part of MCH 
– Community support through community workers/volunteers is an untapped 

opportunity 
– Capacity building is needed, and possible through looking at establishing 

regional and national learning hubs. 
– After training, breastfeeding counsellors need continuing support to ensure 

there are quality services and linkages between services. 
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Kesho Bora Study - Isabelle De Vincenzi  
 
This study, being carried out by the RHR department with many partners, is taking 
advantage of efforts to provide treatment and care for HIV-infected women.  
Preparations for the study have taken more than two years, and it has just been 
launched recently. 
 
The rationale for the research is that the efficacy of interventions for the prevention of 
MTCT in developing countries needs to be improved, the health of HIV-infected 
mothers needs more attention, and alternatives to replacement feeding for children 
born to HIV-infected mothers need to be identified.  HAART during pregnancy and 
breastfeeding may achieve all three purposes.   
 
With this in mind, the goal of the study is to optimize the use of ARV drugs during 
the antepartum, intrapartum and postpartum periods to prevent MTCT and preserve 
the health of HIV-infected mothers. 
 
The interventions will be provided according to disease status: 
 
1) CD4 < 200 or stage 4 – prospective cohort with treatment (ZDV+3TC+NVP 
ongoing) 
 
2) CD 4 > 500 (prospective cohort) – ZDV from 34-36 weeks until onset of labour 
and one dose NVP in labour 
 
3)  CD4 count 200-500 – randomized study.  Triple ARV for MTCT prophylaxis 
(same as above) for 6 months vs short-course ZDV/NVP 
 
Infants – single dose NVP with standard WHO/UNICEF infant feeding counselling.  
The study is being implemented in sites where the majority of women choose to 
breastfeed.   Free formula will be offered to mothers opting for replacement feeding; 
all women choosing to breastfeed will be counselled to exclusively breastfeed for 5.5 
months followed by rapid cessation over two weeks. 
 
The primary objectives of the study include:  
 

• In the prospective cohort – describe the rates and correlates of HIV-free child 
survival and AIDS-free maternal survival, and assess the acceptability and 
tolerability of ARVs for women and children. 

• In the randomized control trial - compare the efficacy and safety of triple-
ARV and short-course MTCT-prophylaxis 

 
The study is intended to operate in six sites, but is only starting in two Kenyan sites 
and the Burkina Faso site while more funds are mobilised.   
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Nutrition counselling will take place: 
 

– During antenatal care, at the time the woman has to make an informed choice; 
– During infant feeding to manage and support exclusive breastfeeding or 

adequate replacement feeding, including advice on complementary feeding 
– To prepare cessation and advice on replacement feeding 
– Whenever needed to maintain or improve the nutritional status of HIV-

infected women and their families. 
 

Update on development and use of relevant tools and training 
courses 
 
Skills Building for Infant Feeding - Felicity Savage 
 
Dr. Savage began by emphasizing that we should think in terms of the Global strategy 
on infant and young child feeding, and not think narrowly about HIV and infant 
feeding alone.  In this context, health workers should be ‘completely skilled’ in 
breastfeeding, complementary feeding and replacement feeding, and create conditions 
that facilitate exclusive breastfeeding.   
 
Regarding skills and competencies, the Global strategy lists general interventions, but 
does not give an explicit description of what health workers are to do.  Recent 
emphasis is on development of skills, rather than learning theory.  Now, we are 
focusing on specific competencies, so there is need to have a complete description of 
the tasks that are expected of different health workers. 
 
Competencies are a set of skills needed to do a task effectively, including appropriate 
application of the task (which requires background understanding of the situation).  
The task and the application need to be assessable. 
 
Competencies for infant feeding include clinical and counselling skills and knowledge 
for several tasks in each area.  There must be a practice component, and a better way 
to assess this.  Trainers must have training skills.   
 
To develop competencies, we must describe the task; provide knowledge for 
appropriate application (often too much and irrelevant information is given); teach the 
skills needed to perform the task; and assess its application and performance. 
 
There is a continuous demand for shorter courses covering more information, and this 
sometimes results in not enough time allowed for practice.  Dependence on outside 
trainers exists, and not enough training of directors and planners takes place.  In 
addition, the duration of courses is not always based on evidence of what is effective.   
 
Alternatives to fixed length courses need to be explored – more on the job training; 
repeated practice; part time or divided courses; more locally-based training; use of 
follow-up supervision; assessment of competency; and refresher training.  All of these 
require attention to planning and quality of trainers, locally-based trainers, and trainer-
supervisors with planned follow up.  There is no point in training if it does not result 
in competency-building.   
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Experience to date with breastfeeding and HIV and infant feeding counselling in 
Africa - Charles Sagoe-Moses 
 
Regional activities for Africa have included the training of 15 Anglophone, 13 
Francophone, and 11 Lusophone training consultants, who can serve as course 
directors and facilitators.  This core of trainers has helped with scaling up at 
provincial levels. 
 
At national level, about 20 countries have trained using the breastfeeding counselling 
course, and 18 have included HIV and infant feeding counselling.  Altogether, it is 
estimated that about 2000 health workers have been trained in breastfeeding and HIV 
and infant feeding counselling.  Four countries have followed-up with supportive 
supervision:  Ghana, Nigeria, Zambia, and Zimbabwe.   
 
Problems in capacity-building include inadequate support from programme managers 
and no available reference and practice materials.  There is a need to focus more on 
pre-service training.  Countries that have done this include Madagascar, Zambia, 
Malawi, Ghana, Ethiopia 
 
We also need to look more carefully at the impact of training on practices and 
outcomes, such as the work Ghana has been doing which showed that training 
contributed to an increase of exclusive breastfeeding rates, but little change in 
complementary feeding rates.   
 
 
Updating BFHI Materials – Miriam Labbok 
 
There is a huge burden of need for infant feeding counselling, but limited  access to 
services.  The BFHI was last updated in 1992/93.  There is now a need for a shift from 
knowledge to competency-based BFHI training. 
 
The process of updating the BFHI materials (18-hour course, assessment tools, etc.) is 
underway by a team of consultants.  A field review is being carried out, to be 
followed by field testing.  When completed, scheduled for mid-December, there will 
be user-friendly formats for CDs and web availability. 
 
 
HIV and Infant Feeding Counselling Tools – Constanza Vallenas 
 
Dr. Vallenas described the development of the counselling tools, which include a flip 
chart (with counselling flow chart), reference guide, take-home flyers and orientation 
guide.  There will later be an adaptation guide. 
 
These tools are about to be available for use in countries.  However, there is need for  
adaptation, to reflect locally appropriate infant feeding options, and locally available 
foods for feeding from 6-23 months. 
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Integrated Infant Feeding Counselling:  A Training Course - Randa Saadeh and 
Ruth Bland 
 
The integrated infant feeding counselling course combines the three existing courses 
(breastfeeding, HIV and infant feeding and complementary feeding counselling) into a 
five-day course.  The purpose of combining the courses is to reflect the fact that 
countries do not want to dedicate time for training health workers in the individual 
courses, and ad hoc integration is already being done, not always satisfactorily. 
 
The course can be used according to two options – in high HIV prevalence areas, the 
HIV issues are covered.  In lower prevalence areas, it may not be necessary to address 
HIV in this type of course.  Trainers/facilitators should have completed the full-length, 
separate courses.  Time for training of trainers varies according to the expertise of the 
trainers (4-5 days maximum).   
 
Learning objectives of the course include to gain knowledge of optimal feeding 
practices; understand the need for support for optimal feeding; develop infant feeding 
counselling skills; understand the risks of HIV transmission through breastfeeding and 
the risks of replacement feeding; and gain knowledge of feeding options for infants of 
HIV-infected mothers.  Target audiences include health workers and lay counsellors. 
 
The course will be finalised after the third field test, and should be ready for country 
introductions in the third quarter of 2005. 
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Annex 4 - Note for the Record: meeting of 17 November on 
competencies 
 
Present: Ruth Bland, Charles Sagoe-Moses (AFRO/IMCI), Randa Saadeh (NHD), R. 
Bahl, A. Briend, B. Daelmans, P. Henderson and C. Vallenas 
 
Objective: to incorporate relevant outputs from the Informal Meeting "HIV & infant 
feeding counselling:  From Research to Practice" into the Integrated infant feeding 
counselling course. 
 
Agenda items: 

1. Target audience 
2. Competencies 
3. Training methodology 
4. Specific suggestions for content 
5. Guidelines for home visits 
6. Guidelines for follow-up after training 
7. Consistency with other courses 
8. Technical sessions to increase competencies after core training 

 
The discussion focused on the Integrated infant feeding counselling course as it 
related to currently available WHO courses developed with partners. Therefore, the 
following list is not exhaustive. 
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Target audience 
 
Type of worker Recommended course Comments 
Lay counsellors Integrated IYCF 

counselling 
 

Community health worker Integrated IYCF 
counselling 

If responsible for IYCF 
tasks 

 IMCI If responsible for clinical 
tasks 

Midwifes BFC ± HIVC  
PHC health worker IMCI for everyone  
(nurses, doctors) Integrated IYCF 

counselling 
If supervising or referral 
level for lay counsellors 

Referral level (first)   
- clinicians Integrated IYCF 

counselling 
 

- counsellors on 
feeding 

BFC ± HIVC ± CFC  

- nutritionists BFC ± HIVC ± CFC  
PMTCT counsellors (first 
level, district) 

Integrated IYCF 
counselling +  
Nutritional care & support 

 

Trainers BFC ± HIVC ± CFC  
Supervisors working with 
- lay counsellors 
- PHC workers 

BFC ± HIVC ± CFC  

District/hospital managers Hospital administrators 
course 

 

Programme managers Integrated IYCF 
counselling 

 

 
 
 
Competencies for supporting feeding from 0 to 24 months of age (to be developed 
further): 
 

1. Assessment of the woman's/mother's situation 
2. Help women with decisions about what feeding practices to undertake 
3. Assessment of the child + use of the growth chart 
4. Help with breastfeeding initiation + positioning and attachment 
5. Help with breastfeeding technique and pattern 
6. Help with  

a. Common breastfeeding difficulties such as 'not enough milk' 
b. Common breast conditions such as mastitis, cracked nipples 

7. Breast milk expression 
8. Stopping breastfeeding + safe transition 
9. Preparation and giving of replacement feeding 
10. Cup feeding 



 23

11. Preparation and giving of complementary foods 
12. Feeding of low-birth weight babies 
13. Complementary feeding: what to give according to age 
14. Complementary feeding: how much and when to give 
15. Complementary feeding: how to give 
16. Complementary feeding: help with common feeding problems 
17. Initiation of breastfeeding, complementary feeding and replacement feeding 
18. Solving complex or infrequent problems: breastfeeding , complementary 

feeding and replacement feeding 
 
Balance: Knowledge versus skills, lecture versus practical sessions 
 
Additional sessions needed: 
 
- Clinical practice: Helping mothers to practise positioning and attachment 2 hours 
- Code of Marketing (separate session) 0.5 hour 
- LBW 0.5 hour  
- Organization of work (in health care practices session) 1 hour 
- Home visits (support in the community) 

 
Sessions in the current draft that are not essential for the target audience identified: 

- Cost of replacement feeding 
- Feeding during illness (part is covered in the IMCI course and part in 

the BFC course) 
 

It was possible to incorporate most additional sessions except the 2-hour sessions for 
clinical practice. It was agreed that more emphasis would be put during classroom 
practice (currently in 3 sessions) to build competencies. 
 


