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promotion of appropriate weaning practices with the use of local food 
resources; the strengthening of education, training and 
information; the development of support for improved health and 
social status of women; and the appropriate marketing and 
distribution of breast -milk substitutes. Information with respect to 
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paragraph 7, of the International Code of Marketing of Breast -milk 
Substitutes, which calls for a report to the Assembly in even years 
on the status of its implementation. This information is 
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Global Strategy for Health for All by the Year 2000 (document А39/3) 
and guidelines concerning the main health and socioeconomic 
circumstances in which infants have to be fed on breast -milk 
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I. INTRODUCTION 

1. The information contained in this report on infant and young child nutrition should not 
be viewed in isolation; it forms part of a much broader programme area, which focuses on 
maternal and child health needs, including family planning, and nutrition, including improved 
infant and young child feeding and the betterment of the health and nutritional status of the 
family as a whole. 

2. This represents the fourth in a series of progress reports on the subject prepared in 
accordance with resolution WHА33.32, which requested the Director -General to submit to the 
Health Assembly, first in 1981, and thereafter in even years, a report on the steps taken by 
WHO to promote breast -feeding and to improve infant and young child feeding. It serves to 
update past progress reports, by providing up -to -date information on relevant action Member 
States are taking and the types of activities WHO is undertaking to support them for this 
purpose. 

3. The five -theme framework of past reports endorsed by the Health Assembly serves as the 
basic outline. The 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 and rearing; 
and the appropriate marketing and distribution of breast -milk substitutes. Information with 
respect to the appropriate marketing and distribution of breast -milk substitutes 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. 

4. The depth of coverage of this year's report to the Health Assembly, though following the 
above format, is somewhat abridged in comparison with previous reports on the topic. This is 

because the report concentrates mainly on new developments; because it is complemented by 
the extensive treatment of infant and young child feeding and nutrition in the first 
evaluation report on the Global Strategy for Health for All by the Year 2000;1 and because 
of the number of documents of direct relevance to provisional agenda item 21, including an 
addendum2 to the present document and a related consultation report (see paragraph 107). 
In addition, it should be noted that much of the information contained in section VI - 
appropriate marketing and distribution of breast -milk substitutes - is also of direct 
relevance to the other four themes. 

II. ENCOURAGEMENT AND SUPPORT OF BREAST- FEEDING 

5. The importance of monitoring infant feeding trends, in association with other related 
child health indicators, is being increasingly recognized by national health authorities. 
Over the past 24 months, six studies have been completed in five countries using the standard 
WHO methodology prepared for determining infant feeding patterns and practices. The data 
that are available so far from four countries (Jamaica, Paraguay, Portugal, and Sri Lanka) 
suggest that the tendency noted in the WHO collaborative study3 - namely, for rural mothers 
to breast -feed longer than urban mothers - continues. 

6. For example, in Jamaica, Paraguay and Sri Lanka, over 70% of rural mothers were still 
breast -feeding at six months post partum, while 50% or more of urban upper -income women were 
still breast -feeding at this stage. In the case of Portugal, however, the proportion of 
mothers breast -feeding at six months was considerably lower: 15% of urban mothers and 34% of 
rural mothers. The differences observed between Portugal, which is a relatively urbanized 
country, and the other three countries, exemplifies the need to promote and encourage better 
infant and young child feeding practices in all countries experiencing fundamental 
socio- demographic changes (see Fig. 1). 

1 Document А39/3. 
2 
Document А39/8 Add.l. 

3 World Health Organization. Contemporary patterns of breast -feeding: report on the 
WHO collaborative study on breast -feeding. Geneva, 1981. 
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7. The Organization's emphasis on appropriate infant and young child feeding and nutrition 
is evident in a number of programmes in addition to its specific maternal and child health, 
including family planning, and nutrition programmes. For example, the Diarrhoeal Diseases 
Control Programme has identified breast -feeding and appropriate weaning as two key 
prophylactic measures to be taken in dealing with diarrhoea, and the environmental health 
programme has taken up the relationship of infant nutrition to residential and housing 
patterns, as part of its research and action programme, to be included in guidelines under 
preparation of environmental management in urban areas. 

8. WHO is supporting a number of countries in their examination of the role breast -feeding 
plays in promoting natural fertility regulation and, hence, its contribution to child spacing 
and other essential aspects of child health. This includes epidemiological and biomedical 
research on factors influencing the duration of lactational amenorrhoea and anovulation, and 
the most appropriate timing for the introduction of complementary methods of contraception 
that permit continued lactation. 

9. Much of the epidemiologically descriptive work that WHO has supported in the area of 
infant and young child feeding has helped to focus on the importance of monitoring and 
surveillance of nutritional practices and trends. More in -depth and socially- specific 
information needs to be generated, however, with regard to the development of educational and 
other intervention programmes designed to improve the nutritional status of infants and young 
children. 

10. Bearing in mind this need, the Joint WHO /UNICEF Nutrition Support Programme (JNSP) is 

backing multidisciplinary research programmes in Dominica, Nicaragua, Peru, Saint Vincent and 
the Grenadines, and the United Republic of Tanzania. The objective in encouraging the 
establishment in countries of broad -based research groups that combine a variety of 
biomedical and social science expertise is the generation of more, and more precise, 
information on child feeding and rearing practices that can provide a sound base for national 
child health care and nutrition programmes. It is anticipated that JNSP will broaden its 
support to cover similar research activities in a number of other participating 
countries.1 In 1985 some non- participating countries, including Belgium, Colombia, India 
and Sweden, indicated interest in collaborating with WHO in this area. The Government of 

India has allocated funds for the same type of programme activities to the Indian Council for 
Medical Research, which has already begun four regional studies. 

11. It is anticipated that by the end of 1989 the combination of biomedical, epidemiological 
and behavioural research being undertaken on these various aspects of infant and young child 
feeding will have produced a body of knowledge suitable for incorporation into national 
policy making and programme planning, and will have strengthened a number of national 
research institutions, and groups established for this purpose. 

12. In June 1984, the Regional Office for Europe organized in Bonn a meeting of 
representatives of breast -feeding mothers' support groups from 15 countries in the Region. 
The purpose was to provide these groups with a forum for an exchange of information, and also 
to enable the Regional Office to learn more about the structure and functioning of this kind 
of self -help group. 

13. The theme of the meeting ( "Breast- feeding - a social issue ") was discussed from three 
perspectives: the technical and social aspects of breast -feeding and the role of 
breast -feeding mothers' support groups; the practical aspects of breast -feeding counselling 
and the organization of support groups; and the organization of an international network of 
such groups.2 

1 Countries participating in JNSP are: Angola, Burma, Dominica, Ethiopia, Haiti, 

Mali, Mozambique, Nepal, Nicaragua, Niger, Pakistan, Peru, Saint Vincent and the Grenadines, 
Somalia, Sudan, and the United Republic of Tanzania; and, for goitre control only, Bolivia, 
Ecuador, and Peru. 

2 Breast -feeding mothers' support groups in Europe: report on a WHO meeting (Bonn, 

Federal Republic of Germany, 19 -24 June 1984). WHO Regional Office for Europe, document 
ICP /NUТ 102/m02. 
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III. PROMOTION AND SUPPORT OF TIMELY COMPLEMENTARY FEEDING (WEANING) PRACTICES WITH THE USE 

OF LOCAL FOOD RESOURCES 

14. Following its discussion of the previous biennial reportl by the Director -General on 
infant and young child nutrition, the Thirty -seventh World Health Assembly adopted a 
resolution2 in which it referred, inter alia, to products that are unsuitable for infant 

feeding but are nevertheless being promoted for this purpose, and to infant foods that are 
being promoted for use at too early an age. 

15. The resolution urged action by Member States, nongovernmental organizations, and all 

other interested parties to put into effect measures to improve infant and young child 

feeding, with particular emphasis on the use of foods of local origin. It requested the 

Director -General inter alia to support Member States in examining the promotion and use of 
foods unsuitable for infant and young child feeding, and to report to the Thirty -ninth World 

Health Assembly on progress achieved, together with recommendations for any measures needed 
to improve sound infant and young child feeding practices. 

16. In accordance with the Assembly's request, WHO has prepared a technical review3 of 
current scientific knowledge about the physiological development of the infant and its 

implications for complementary feeding. Member States and other interested parties may find 
this technical review, highlights of which are given below, useful in their efforts to ensure 
timely and appropriate complementary infant feeding practices, on the basis of their 
particular health, nutrition and socioeconomic circumstances. 

Physiological development of the infant and its implications for complementary feeding 

17. During the intrauterine period, the fetus has no need to ingest, digest or absorb food; 
nor does it require an excretory system to cleanse it of metabolic wastes. However, the 

gastrointestinal and renal systems, developing progressively before birth, are 
physiologically primed for the swallowing, digestion and metabolism of the most appropriate 
food for newborn infants, which is breast milk. For example, late in pregnancy the fetus 
demonstrates swallowing movements. Similarly, the fetus produces and excretes urine, which 
contributes to amniotic fluid maintenance and kidney development even though this function is 
otherwise redundant. Following birth these functions are essential to maintaining water and 
electrolyte homeostasis. 

18. Given the still- maturing state of the infant's gastrointestinal tract and renal 
function, however, there is a narrower margin of tolerance, compared to the older infant and 
young child, for water, overall solute load and specific solutes (mainly proteins and 
minerals). Because of the inability of the kidneys to concentrate urine at birth and for 
many months thereafter, the neonate and young infant require a larger fluid intake than the 
older infant and young child in order to be able to secrete a comparable solute load. Thus 
the provision of complementary foods, many with an increased solute or sodium load, implies 
definite risks for infant health unless careful attention is paid to such factors as the type 
of food given and the timing of its introduction, as a function of infants' specific stage of 
physiological development and taking into account their nutritional needs. 

19. Both the rooting reflex and the extrusion reflex present at birth and active through the 
first three months of life prime the infant to only liquid nourishment, particularly from the 
breast. Regurgitation of other foods, if given, is common. By four months of age the 
rooting and extrusion reflexes are markedly diminished, mastication has begun, and the 
infant's kidneys are more capable of excreting urine. Thus, starting at about four months, 
an increased solute load resulting from the metabolism of newly introduced foods is 

possible. By six months of age, the swallowing of fluids offered by cup is beginning to be 
developed. Persons responsible for taking decisions on appropriate feeding practices during 
this period thus have two main factors to consider, namely an infant's age -specific 
nutritional needs, and the physiological level of organ system maturation, in particular as 
regards food use and the elimination of metabolic wastes. 

1 Document WHA37 /1984 /REC /1, Annex 5. 

2 Resolution WHA37.30. 

3 Physiological development of the infant and its implications for complementary 
feeding (document WHO /МСН /NUТ /86.2). 
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20. From the standpoint of nutritional need and physiological maturation, the provision of 

foods other than breast milk before about four months of age is unnecessary and may also be 
harmful. By the same token, most infants require some complementary feeding by about six 
months of age and are physiologically developed enough to cope with them. An analysis of 

recent data on energy requirements of the young infant indicates that where there is no 
severe maternal malnutrition, physiological or psychological reasons for reduced levels of 
breast milk, a mother's milk alone satisfies th- energy requirements of the infant for at 
least the first four months of life, and frequently up to six months. The period between 4 

and 6 months of age can be used as a time for training and adaptation to semi -solid food 
before such foods become essential to continued growth and development. 

21. There are a number of known disadvantages or risks involved in too early complementary 
feeding. There are still others which, while extremely difficult to prove, mounting evidence 
over the years render highly suspect. The former include interference with an infant's 

sucking reflex, diminishment of frequency and intensity of sucking, and consequent reduction 
in breast milk production; hindrance of iron absorption from breast milk, particularly where 
cereals and vegetables are concerned; and increased risk of diarrhoeal diseases in 
unsanitary environments. 

22. Other than the increased risks of diarrhoeal diseases arising from contaminants in food 
and water, or from food left standing too long before being fed to the infant, there are a 

number of adverse nutritional consequences of too early complementary feeding. Even while 
continuing breast -feeding, the addition of other foods, including breast -milk substitutes, 
may result in a decrease of up to 75% in iron absorption. In the absence of additional 
water, many foods, including undiluted cow's milk, could result functionally in a water 
deficit, as a consequence of which the high solute load on the kidneys of a very young infant 
leads to hyperosmolarity and hypernatraemia, resulting in lethargy, convulsions and even 
residual brain damage, particularly in hot climates. 

23. Other possible long -term implications include the contribution that premature 

complementary feeding may make to the pathogenesis of obesity, hypertension and 
arteriosclerosis that is manifested only later in adult life. Infant feeding practices may 
have such a longer -term negative impact on health either because of the creation of 
undesirable food habits, for example a taste for salty foods; or through the cumulative 
effect of changes begun early in life on increased morbidity that manifests itself only many 
years later, for example hypernatraemia contributing to the development of hypertension. 

24. The decision on when to start complementary feeding cannot be made on the basis of age 

alone. Three main additional factors need to be considered: the infant's developmental 
state, the type of food available, and the suitability of environmental conditions affecting 
the food's safe preparation and administration. 

25. Generally speaking, complementary foods can be as varied as family diets around the 
world. The three main considerations in this respect are the foods' nutritional value and 
safety; their physical characteristics in keeping with the infant's physiological 
capabilities; and their cultural, ecological and economic appropriateness. 

IV. THE STRENGTHENING OF EDUCATION, TRAINING AND INFORMATION ON INFANT AND YOUNG CHILD 
FEEDING 

26. WHO has concentrated over the last two years on supporting Member States in regard to 
four main types of training activities. The first of these concerns a series of 
interregional workshops for the training of mid -level health personnel, who are responsible 
for maternal and child health and family planning services in countries in the African, 
South -East Asia, Eastern Mediterranean and Western Pacific Regions, in the development of 
epidemiological surveys for determining infant and young child feeding patterns. Topics 

covered during these workshops have included the relationships between breast -feeding and 

childhood illnesses, and breast -feeding and child spacing due to suppression of ovulation, 

and survey development using cluster sampling techniques. As a result of these training 

activities the Governments of Bahrain, India, Maldives, Nigeria and Thailand have been able 
to initiate relevant surveys. 
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27. Complementing this approach to training, WHO has organized another series of 

interregional workshops on the health policy and infant and young child care programme 

implications of the relationship between breast -feeding and child spacing. These are a 

direct response to the recommendations made during the WHO /United States National Research 

Council Joint Workshop and Programme Policy Meeting on Breast -feeding and Fertility 
(Geneva, February 1982) and, in particular, to the importance accorded to continued training 

and information being provided on breast -feeding and fertility for health policy -makers in 
countries. 

28. WHO has initiated the development of a country support network of training institutions 

as a means of facilitating technical cooperation between industrialized and 
non -industrialized countries in the training of nutritionists. Emphasis is on task analysis 
and the establishment of professional nutritionist profiles based on national requirements 
and capabilities. 

29. Finally, the Organization is also supporting the Government of Ghana in the development 
of a training programme for mid -level managers in maternal and child health, family planning 

and nutrition, which seeks to identify and respond to gaps in the management of primary 

health care activities that focus on women and children. The programme is due to be expanded 
to other countries in 1988 -1989, and will be able to draw upon national primary health care 
reviews where these have been undertaken. Those countries already participating in the Joint 

WHO /UNICEF Nutrition Support Programme) should be in a position to adapt and incorporate 
many of the lessons learned for use in their own national programmes. 

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

30. WHO's programme of activities in the field have included advocacy and support to Member 
States for the improved health and social status of women by promoting awareness and 
understanding of how women are affected by sociocultural values, work patterns and economic 
constraints, their health and nutritional status, reproductive patterns and family 
structures; increasing involvement of women's organizations in the promotion of appropriate 
infant and young child feeding and rearing as part of primary health care; and advocating 
national and community support for women and families. 

31. In this context, the Organization prepared one of the major sectoral review papers, on 

health and nutrition, that was discussed in Nairobi in July 1985 at the World Conference to 

Review and Appraise the Achievements of the United Nations Decade for Women (1976- 1985). The 
paper was based mainly on information received from governments, in response to a specific 
inquiry made on the subject by the United Nations Branch for the Advancement of Women; it 

covered health and nutrition policies and strategies, health care, health and nutrition 
research, and women's participation in the health and nutrition sector. 

32. A major outcome of the Conference was the adoption by consensus of forward -looking 

strategies for the advancement of women for the period 1986 -2000, including health -specific 
strategies and numerous provisions concerning women's health and nutritional status. Topics 
receiving particular attention included the role of women as health care providers in 

achieving health for all; health education for women about their specific needs; the 

importance for women of universal access to all dimensions of primary health care; reduction 
of maternal mortality and improvements in reproductive health, including family planning; 

involvement of women's organizations in health -related matters; harmonization of work and 
family responsibilities; and the need to monitor women's health status with the use of 

gender -specific indicators. 

1 See footnote to paragraph 10. 
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33. One group of recommendations concerned the key role women play as food producers and 
their contribution to agricultural development, and their access to land resources and 
technology, especially those that can free them from energy -consuming tasks. This is a main 
action theme of the Joint WHO /UNICEF Nutrition Support Programme (JNSP), which includes a 
focus on women's specific needs and the needs of those who are dependent on them. In 
February 1986, for example, JNSP sponsored a workshop on household food security at 
Sidama Awraja, Ethiopia, that grouped national and international JNSP coordinators and 
representatives of women's agricultural groups from Ethiopia, Mozambique, Sudan, and the 
United Republic of Tanzania. 

34. Participants reviewed ways and means of enhancing household food security, which covers 
both food availability and accessibility, and promoting child survival and development by 
improving women's access to resources and to their control. Their field -derived knowledge 
and experience contributed greatly to the preparation of realistic policy guidelines, which 
are intended for use by national legislators and programme administrators, and an inventory 
of follow -up activities designed to strengthen JNSP country plans of action and aid in the 

development of programmes and projects, including operations research, in this connection. 

35. The report by the Director -Generan to the Thirty- eighth World Health Assembly on 

women, health and development included a number of proposals for integrated health 
development strategies that ensure that adequate attention is paid to women's issues in the 

planning and execution of health programmes. Where nutrition is concerned, this means 
facilitating women's access to and control over sufficient income to enable them to provide 
adequately for their dietary needs and those of their children; increasing awareness of the 
special nutritional needs of women, especially during pregnancy and lactation; reducing the 
prevalence of nutritional anaemias; changing discriminatory attitudes affecting intta- family 
food distribution patterns to the detriment of girls and women; and educating women about 
appropriate family - and especially infant and young child - feeding practices. 

36. WHO has adopted a dual approach to combating obstacles to improved health and 
nutritional status for women: improving environmental conditions and thus reducing women's 
work load, in addition to improving health conditions, while promoting and strengthening 
social support measures that help women to carry out their multiple roles. The interaction 
between women's occupation and mothering roles, for example, can have significant 
repercussions on their health and that of their children, as demonstrated in a study carried 
out with WHO support by a local women's organization in Kenya. Other studies in Latin 
America and Africa are examining traditional societal support systems2 as they relate to 
infant and child care in rural and periurban settings. A greater understanding of these 
systems is the starting point for supporting and reinforcing them through appropriate 
community action. 

37. WHO and UNICEF organized a seminar in 1984, in Senegal, in collaboration with 
international and regional nongovernmental organizations, concerning cultural attitudes and 
practices having a direct incidence on the health and nutritional status of women and 
children. The seminar considered such practices in the African setting, including 
nutritional taboos and the "forced feeding" of women, and identified those considered to be 

harmful or beneficial to health, as a guide to appropriate action. 

38. WHO, in collaboration with UNICEF, has reviewed evidence indicating that, in some 

cultural settings, the health and nutritional status of female infants and girls is inferior 
to that of male infants and boys, and that in these circumstances the usual sex differentials 
with regard to mortality have been found to be reversed. With a view to stimulating 
appropriate action - by governments, nongovernmental organizations and others concerned - to 

1 Subsequently published as WHO Offset Publication No. 90. 

2 See in this connection Report of a WHO meeting on social support measures for women, 

health and development (document WHD /85.4). 
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deal with such situations, this review1 highlights a number of areas where sex 

differentials point to discriminatory practices in feeding, health and general care. It 

recommends the collection and analysis of separate data for boys and girls concerning infant 
and child nutrition, health and health care, as a first step in detecting and correcting 
discriminatory practices where they exist. 

VI. APPROPRIATE MARKETING AND DISTRIBUTION OF BREAST -MILK SUBSTITUTES 

39. Efforts to promote breast -feeding and to overcome problems that might discourage it are 

a traditional aspect of WHO's overall nutrition and maternal and child health programmes, and 
a key element of primary health care as a means of achieving health for all. Recognizing the 
importance of the appropriate marketing and distribution of breast -milk substitutes as one of 

several important actions required in order to protect healthy infant and young child feeding 
practices, the Thirty- fourth World Health Assembly in May 1981 adopted the International Code 
of Marketing of Breast -milk Substitutes in the form of a recommendation.2 The Assembly 
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.3 

40. The International 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 Assembly requested the Director -General to report to it 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. 

41. Accordingly, the Director -General reported to the Thirty -fifth and Thirty- seventh World 
Health Assemblies (in 1982 and 1984 respectively) on steps taken by Member States to give 
effect to the International Code, aid to the Thirty -sixth World Health Assembly (in 1983) on 
the status of compliance with it. The following is thus the fourth report to the Assembly on 
the subject, as well as the third consecutive biennial report, since the Code's adoption five 
years ago. 

42. Most of the information has been supplied by Member States themselves, either directly 
or through regional committees;4 it is in any case limited to new developments occurring 
since the preparation of the report by the Director -General to the Thirty -seventh World 
Health Assembly just referred to, or to information that has only become available since 
then. An overall picture of progress in this regard since 1981 can thus be obtained by 
referring to previous reports by the Director -General, which provide a detailed account of 
the steps taken by more than 130 countries and territories individually, and in some cases 
collectively through regional and interregional forums, to give effect to the principles and 
aim of the International Code (see Table 1). 

1 Health implications of sex discrimination in childhood, (document 
wнo /UNICEF /FнE/86.2). 

2 Since its adoption in May 1981, well over 60 
have been sold or otherwise distributed in some two 
official languages of WHO (Arabic, Chinese, English, 

Resolution WHA34.22. 

4 The 1985 sessions of the regional committees 
specific agenda items dealing with infant and young 
implementation of the International Code. 

000 copies of the International Code 
dozen languages, inluding the six 
French, Russian and Spanish). 

for Europe and the Western Pacific had 
child nutrition, including status of 
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TABLE 1. COUNTRIES AND TERRITORIES THAT HAVE TAKEN ACTION GIVING EFFECT TO THE 
INTERNATIONAL CODE OF MARKETING OF BREAST -MILK SUBSTITUTES, AS FEATURED IN 

REPORTS TO THE HEALTH ASSEMBLY SINCE 1981 

Country /territory (by region) 1982á 1983- 1984- 1986- 

African Region (31) 

Algeria x х 
Benin х 
Botswana 
Burkina Faso х 
Cameroon x х 
Central African Republic х 
Congo х 

Cate d'Ivoire 
Ethiopia x х X 
Gabon x 

Ghana х х 

Guinea x 

Kenya x х х 
Lesotho x х 
Liberia х 
Malawi X х 

Mali х 
Mauritius 
Mozambique х х 
Nigeria x х 
Rwanda х x х 

Sao Tome and Principe x 

Senegal х 

Sierra Leone х 

Swaziland x 
Togo x 

Uganda х 

United Republic of Tanzania x x 

Zaire x 

Zambia х х X 
Zimbabwe x x X 

Region of the Americas (23) 

Argentina 
Brazil х 

Canada х 

Chile 
Colombia x 

Costa Rica x 

Dominica х 
Dominican Republic 
Ecuador 
Grenada х 
Guatemala 

Document WHA35 /1982 /REC /1, Annex 5. 

b 
Document А36/7. 

Document WHA37 /1984 /REC /1, Annex 5, Part II. 

d 
Document А39/8. 
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TABLE 1. COUNTRIES AND TERRITORIES THAT HAVE TAKEN ACTION GIVING EFFECT TO THE 
INTERNATIONAL CODE OF MARKETING OF BREAST -MILK SUBSTITUTES, AS FEATURED IN 

REPORTS TO THE HEALTH ASSEMBLY SINCE 1981 (continued) 

Country /territory (by region) 1982 1983 1984 1986 

Haiti x 

Honduras х 

Mexico x 

Nicaragua x x 

Panama x 

Paraguay x 

Peru x х 

Saint Vincent and the Grenadines x x 
Trinidad and Tobago х x 

Turks and Caicos Islands x x 

United States of America x x x 

Venezuela х х 

South -East Asia Region (8) 

Bangladesh x 

India x x 

Indonesia х x 

Maldives x 

Mongolia х 
Nepal x x 

Sri Lanka х х 
Thailand х x 

European Region (26) 

к 

к 

к 

х 

к 

х 

Я 

Austria x x 

Belgium x 

Bulgaria x x x 

Czechoslovakia x 
Denmark x x x 

Finland x x x 

France x x 
German Democratic Republic x 
Germany, Federal Republic of x x x 
Hungary x x 
Ireland x x x 
Israel x x x 
Italy x 
Malta x 
Morocco x 
Netherlands x x x 
Norway x x x x 
Portugal x x x 
Romania x 
Spain x 

Sweden x x x x 
Switzerland x x 

Turkey x x 
United Kingdom of Great Britain and 
Northern Ireland x x x 

Union of Soviet Socialist Republics x 
Yugoslavia x 
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TABLE 1. COUNTRIES AND TERRITORIES THAT HAVE TAKEN ACTION GIVING EFFECT TO THE 

INTERNATIONAL CODE OF MARKETING OF BREAST -MILK SUBSTITUTES, AS FEATURED IN 
REPORTS TO THE HEALTH ASSEMBLY SINCE 1981 (continued) 

Country /territory (by region) 1982 1983 1984 1986 

Eastern Mediterranean Region (20) 

Afghanistan х х x 

Bahrain x 

Cyprus x 

Democratic Yemen x x 

Djibouti х 

Egypt x х 

Iran (Islamic Republic of) х х х 

Iraq х 

Jordan х x 

Kuwait х х 

Libyan Arab Jamahiriya х 

Oman x 

Pakistan x 

Saudi Arabia х х 

Somalia x 

Sudan х 

Syrian Arab Republic x x x 

Tunisia х x x x 

United Arab Emirates x 

Yemen х x x 

Western Pacific Region (25) 

Australia x x x x 

Brunei Darussalam x 

China x 

Cook Islands x x 

Fiji X x 

French Polynesia x 

Guam x 

Hong Kong x x 

Japan x 

Kiribati x 

Macao x 

Malaysia x x x x 

New Zealand x x x x 

Papua New Guinea x x 

Philippines x x 

Republic of Korea x x 

Samoa x x 

Singapore x 

Solomon Islands x x 

Tonga x x x 

Tuvalu x 

Vanuatu x x x 

Viet Nam x 
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African Region 

43. Following the adoption of the International Code the Ministry of Public Health in 
Ethiopia formally requested all governmental and nongovernmental agencies involved in trade 

in infant formula and feeding bottles to refrain from all forms of advertising. At the end 

of 1984 the Ethiopian Nutrition Institute reported on its survey of hospitals and health 

centres, food importers, wholesale and retail establishments, and relevant governmental and 

nongovernmental agencies to determine to what extent the International Code was being 

observed in Addis Ababa. While direct promotion of products to the general public appeared 
to have ceased for the most part, the majority of the 20 brands of infant formula that were 

being imported from as many countries failed to respect the labelling provisions laid down in 

the Code's Article 9. The report indicated, for example, that none warned of the hazards of 

bottle -feeding, only one label was printed in Amharic, and only five had easily readable 
expiry dates. In concluding its study, the Institute recommended that remedial steps be 
taken to reverse bottle -feeding trends, including public education through mass media 
campaigns, training of health personnel on how to help mothers prepare for and maintain 
breast -feeding, establishment of day -care facilities at or near work sites, and 
nationalization of the importation of breast -milk substitutes and feeding bottles and teats. 

44. Further to the code of marketing of breast -milk substitutes adopted in Kenya in 1981,1 
in 1983 the Ministry of Health addressed a circular to all medical officers and to the 

country's main denominational health associations on the subject of appropriate infant 
feeding practices. The Director of Medical Services, recalling the key role health workers 
and institutions play in this regard, emphasized the importance of routinely putting infants 
to the breast within the first six hours of birth; ensuring mothers' full and unrestricted 
access to their infants for on- demand feeding through rooming -in; prohibiting prelacteal or 
supplementary feeds in maternity facilities in all but exceptional cases on the advice of a 

doctor; and discontinuing the use in health institutions of posters or samples of 
breast -milk substitutes of any kind provided by manufacturers of these products. 

45. A seminar was held in Mauritius in November 1984 for the purpose of increasing public 
awareness of the International Code and formulating recommendations to the Government 
concerning ways and means of implementing it. Participants included government officials 
(ministries of health, women's rights and family welfare, education, social security and 
justice); health workers from public and private institutions; representatives of women's 
organizations and infant -food distributors; and resource persons from UNICEF, UNDP, WHO and 
the International Baby Food Action Network. 

46. The month following the seminar, the Cabinet of Ministers announced that the Government 
had agreed that legislation be introduced in Parliament to regulate the marketing and sale of 
breast -milk substitutes. Furthermore, the Ministry of Health in early 1985 requested by 
circular all medical superintendents, health officers, nursing officers and nurse -educators 
to take immediate action to promote breast -feeding. The main points of this circular 
included: no advertising of breast -milk substitutes on government institution premises; no 
donations of equipment, posters or product samples from manufacturers or distributors without 
prior written approval from the Ministry; no access to government health services by 
marketing personnel in their business capacity; putting infants routinely to the breast 
immediately following birth; facilitating breast -feeding maintenance by allowing mothers to 
remain with their hospitalized infants; and amending the nursing school's syllabus to give 
more attention to breast -feeding promotion. 

47. A ban on the advertising of breast -milk substitutes in both electronic and print media, 
including via billboards, is now enforced in Nigeria. The Federal Ministry of Health is 
closely monitoring the activities of manufacturers and distributors of breast -milk 
substitutes, who may no longer provide "discharge packs" of their products for neonates on 
departure from maternity wards and hospitals. According to the national code of ethics, 
donations of infant formula may only be made on the basis of written requests by hospitals or 
health professionals and must be restricted to infants who have to be fed on breast -milk 
substitutes. 

1 International Digest of Health Legislation, 1983, 34(4), 779 -784. 
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48. In 1985 the Parliament of Zimbabwe amended the country's Public Health Act by the 
insertion of a new Part VIA dealing with infant nutrition. This enables the Minister of 
Health to make regulations in respect of such matters as the encouragement and promotion of 
breast -feeding; standards concerning infant foods and feeding articles, their sampling and 
testing, marketing and sale, packaging, labelling, and the giving or distribution of samples 
or donations; relevant informational or educational materials; promotion by health workers 
of infant foods or feeding articles; and, generally, any matter which, in the opinion of the 
Minister, will encourage and promote the proper feeding and the nutrition of infants.1 

Region of the Americas 

49. In 1984 the Government of Canada added infant feeding bottle nipples (teats)2 to the 
list of hazardous products in Part II of the Schedule to the Hazardous Products Act.3 At 

the same time, it made regulations permitting the advertising, sale and importation of these 
products provided that they do not contain more than 30 µg /kg total volatile N- nitrosamines, 
as determined by methylene chloride extraction.3 These regulations were subsequently 
amended in 1985 to reduce the level to 10 fig/kg, as determined by dichloromethane 
extraction. 

50. In Costa Rica a draft code of marketing of breast-milk substitutes, modelled closely on 
the International Code, was presented in July 1985 for consideration by - among others - the 
competent national authorities, associations of health professionals, mothers' groups and the 
legislature. 

51. In Ecuador regulations on the marketing of formulas for infants and young children under 
one year of age were published in the official gazette in 1983.5 

52. Similarly, in Guatemala the draft code of marketing of breast -milk substitutes submitted 
for approval to the presidency of the Republic by the National Commission on Breast -feeding 
in 1983 came into force following its publication as an official decree in June of the same 
year. Among its main provisions, which are modelled on the International Code, are those 
concerning informational and educational materials for mothers, their donation, and the 

donation of equipment; marketing to the general public and mothers; health care systems and 
health workers; marketing personnel; and labelling. 

53. In the United States of America the Food and Drug Administration (FDA) has revised, with 

effect from January 1986, the infant formula nutrient requirements6 of the Infant Formula 
Act of 1980,7 based on the 1983 recommendations of the Committee on Nutrition of the 
American Academy of Pediatrics, and in the light of the Codex Alimentarius Commission's 
Recommended International Standard for Infant Formula. FDA has also established new 
labelling requirements, effective on the same date, that include the label declaration of 
nutrients required; a "use by" date; a warning statement to inform consumers of 
consequences of improper preparation or use; a statement informing consumers 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 exemption from 
certain labelling requirements is provided for individual containers with infant formula in a 
ready -to -feed form in multiunit packages. This final rule provides necessary information to 
health care professionals and consumers, including those who cannot read English, on the 

appropriate preparation and use of infant formulas to ensure the health and well -being of 
formula -fed infants. 

1 International Digest of Health Legislation, 1985, 36(4), 1014. 

2 Feeding bottles and teats are included under the scope of the International Code, 
under Article 2. 

International Digest of Health Legislation, 1984, 35(4), 840. 

4 
International Digest of Health Legislation, 1985, 36(3), 747. 

5 International Digest of Health Legislation, 1984, 35(4), 778 -782. 

6 Federal Register, 30 October 1985, Vol. 50, No. 210, pp. 45106- 45108. Scheduled for 

coverage in the International Digest of Health Legislation. 

7 International Digest of Health Legislation, 1981, 32(1), 94 -98. 
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54. FDA has also established the terms and conditions under which certain specialty infant 

formulas that are intended for use by infants with special medical or dietary needs are 

exempt from some of the requirements of the Infant Formula Act of 1980. The terms and 

conditions include quality control, nutrient, and labelling requirements for exempt 

formulas.l 

South -East Asia Region 

55. Bangladesh adopted the Breast -milk Substitutes (Regulation of Marketing) Ordinance2 in 

May 1984, which prohibits promotion of the use of any breast -milk substitutes and any 
attempts to create the belief or impression that artificial feeding is equivalent or superior 

to breast -feeding. The Ordinance also lays down standards concerning the labelling of 
breast-milk substitutes, including instructions on proper preparation, and provides for the 
establishment of an Advisory Committee to advise the Government on the proper observation of 

the International Code. 

56. In May 1985 Indonesia adopted regulations3 concerning the manufacture, importation, 
quality, labelling and marketing of breast -milk substitutes. Prohibitions include the 
appearance on labels of pictures of babies, pictures or legends tending to idealize the use 
of breast -milk substitutes, and any promotional activity or advertising of breast -milk 

substitutes except in the health and medical media. The Director -General of Drug and Food 
Control is to lay down guidelines on the marketing practices that may be followed by 
manufacturers aid distributors of breast -milk substitutes, while the Director -General of 
Medical Services and the Director -General of Public Health are to lay down guidelines for 
health and medical personnel responsible for monitoring the correct use of breast -milk 
substitutes. 

57. The Government of Nepal made public in January 1985 the first draft of a "code of 

marketing breast -milk substitutes, supplementary foods, feeding bottles, teats and valves for 
feeding bottles ", which is closely modelled on the International Code. 

58. In 1984 the Government of Thailand repealed its Code of Advertising and Distribution of 
Breast -milk Substitutes and Related Products, which had been adopted in 1981 as an advisory 
measure, because certain provisions were "ambiguous ", could be "interpreted in different 
senses ", and needed "revision so that they are more suitable and clearer ". A revised code, 
bearing the same name, was developed with the support of UNICEF and WHO; it contains 
sections dealing with information and education, product promotion to the general public and 
mothers, health care systems and health workers, marketing personnel, labelling, quality 
(foods and containers), and monitoring and compliance. The code permits the donation of 
products within its scope, including infant formula, to institutions or agencies, but without 
any conditions being attached. The use of donated products must be confined to infants who 
need them, and when donated for use outside an institution or agency the institution or 
agency and the donor concerned are jointly responsible for ensuring that a continuous supply 
of products is available as long as the infants in question need them. (See paragraph 107 in 
this connection.) 

European Region 

59. In 1985 the Ministry of Social Affairs and Health in Finland established an ad hoc 
working group to decide on the most appropriate ways and means of giving effect to certain 
aspects of the International Code. Among the points considered by this group was the 
significance, in the national context, of the provision of the Code dealing with the donation 
or low -price sale to institutions or organizations of infant formula or other products within 
its scope (Article 6, paragraph 6). WHO provided technical support to the Government in this 
regard (see paragraph 107 in this connection). 

60. The National Association of Finnish Paediatricians, in response to the Ministry's 
request for aid in establishing a definition of infants who have to be fed on breast -milk 

I Federal Register, 22 November 1985, Vol. 50 

for coverage in the International Digest of Health 

2 International Digest of Health Legislation, 

International Digest of Health Legislation, 

, No. 226, pp. 48183 -48188. Scheduled 
Legislation. 

1985, 36(2), 425 -427. 

1985, 36(4), 1005 -1007. 
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substitutes in this context, mentioned three situations: death of the mother; serious 
physical or mental illness of the mother; and circumstances linked to child care that render 
breast -feeding impossible. The working group has decided that the International Code will be 
implemented in Finland through a voluntary agreement between state and local authorities and 
the infant -food industry, paediatricians and nursing personnel. 

61. On a related issue, the National Board of Health in 1983 adopted a decree on the 

composition of infant foods and of breast -milk substitutes and on instructions for their 

use.1 A decree establishing microbiological quality criteria for infant foods was issued 
in December 1984.2 

62. The membership of the committee established to monitor the Code of Practices for the 
Marketing of Infant Formulae in Ireland has been extended to include a representative of the 
Irish Congress of Trade Unions, which is considered to be an appropriate body to represent a 

broad spectrum of consumer and social opinion. Ireland is currently participating in the 
deliberations of the European Economic Community regarding an infant formula standard. 

63. The Government of Israel has reported that it is in the process of promulgating new 
regulations in order to implement the principles of the International Code. 

64. The Government of Malta has announced the adoption of an Act to Control Breast -milk 

Substitutes, to implement a decision of the Council of Health to give legal effect to the 
International Code.3 

65. In the Netherlands, the Infant Foods (Agricultural Quality) Regulations were issued in 

October 1984 in pursuance of the Infant Foods (Agricultural Quality) Decree.4 Some of the 

provisions (including certain dealing with labelling) are based on the corresponding 
provisions of the International Code. 

66. The Government reports that, in part owing to its insistence, a major national company 
has ceased marketing a brand of powdered whole milk with the word "baby" in its title. The 
Government has reiterated its position, during discussions on the European Economic 
Community's draft directive on infant feeding (see paragraph 72), that there should be close 
adherence to the International Code. 

67. In 1983 the Government of Norway issued regulations concerning the production and offer 

for sale of foods for infants and children (0 -3 years).5 They include provisions on 
marketing methods, quality and hygiene, additives, labelling, nutritional value and 

information on conservation. 

68. Section 7, on the special responsibilities of the State, of the Law6 of 5 April 1984 
on the protection of maternity and paternity in Portugal lays down that one of the State's 
duties is to introduce the necessary amendment to legislation on the manufacture, marketing 
and advertising of dietetic products for children under 12 months of age, in order to 

increase breast -feeding. The enabling provisions (Section 24) of the Law lay down that the 
Government may issue regulations to this effect. 

69. In Spain amendments were issued in 1982 to Technical Health Regulations on the 
preparation and marketing of, and trade in, food preparations for special dietary uses.? 
They include provisions with respect to marking, labelling and advertising and state 
inter alia that, "in view of their use and special characteristics, such products cannot be 

marketed and advertised by methods which do not take into account their composition and 
dietary use ... Breast -feeding shall under no circumstances be disparaged ". They further 

1 
International Digest of Health Legislation, 

2 
International Digest of Health Legislation, 

Scheduled for coverage in the International 
4 

International Digest of Health Legislation, 

5 International Digest of Health Legislation, 

6 International Digest of Health Legislation, 

� International Digest of Health Legislation, 

1984, 35(3), 626 -629. 

1985, 36(4), 1005. 

Digest of Health Legislation. 

1985, 36(4), 1007 -1013. 

1984, 35(2), 366 -367. 

1985, 36(4), 974 -977. 

1985, 36(2), 435 -437. 



A39/8 
page 17 

provide that "no form of declaration of properties may be made which, directly or indirectly, 

may lead mothers to refrain from breast -feeding their children, or imply that alternative or 

complementary foods are superior ". A number of other provisions deal with the prohibition of 

the giving of gifts to persons involved in the acquisition, prescription, sale, supply or 
administration of such products, and restrictions on contributions for meetings and the 

distribution of prizes, bursaries and study travel. 

70. A voluntary agreement between the infant -food industry and the Government of Sweden in 

respect of the marketing and distribution of breast -milk substitutes was signed on 

24 November 1983. 

European Economic Community 

71. In October 1981 and April 1983 the European Parliament adopted two resolutions on the 

International Code, drawn up by the Parliament's Committee on Development and Cooperation. 

These resolutions called on the European Commission, inter alia, to submit proposals for a 

directive to ensure uniform application of the Code in Member States1 of the Community and 
to submit to the Parliament an annual report on application of and compliance with the 
International Code in the Community and by Community -based firms operating elsewhere in the 
world. 

72. In January 1986 the Parliament's Committee on the Environment, Public Health and 
Consumer Protection adopted a report in which it recommended that the draft Commission 
Directive on the composition and labelling of infant formulas and "follow -up milks" be 
amended by the addition of the major provisions of the International Code. The report also 
stated that where other articles of the Code were not specifically mentioned they should 
nevertheless be implemented by Member States, including those addressed to health workers. 

73. The Committee's report and recommendations are to be submitted for consideration by the 
Parliament at its plenary session in April 1986, together with a related recommendation of 
the Committee on Development and Cooperation. 

Eastern Mediterranean Region 

74. In Bahrain a special committee formed by the Ministry of Health is discussing ways and 
means of enforcing the principles of the International Code, following the adoption by the 
Ministers of Health of Arab States in the Gulf,2 in January 1984, of a common draft law to 
give effect to it.3 

75. The Government of Democratic Yemen promulgated a National Code of Marketing of Infant 
Foods in June 1985 and is taking steps to establish a national committee for the purpose of 
monitoring its implementation. The Code includes measures to protect and promote 

breast -feeding, supported by social legislation on behalf of pregnant and lactating women. 
The Ministry of Health, in cooperation with the National Drug Company, is in the process of 

revising the list of milk formulas and other infant foods available on the local market, and 
has taken steps to reduce the number of commercial brands. 

76. The Ministry of Health in Egypt has established, together with the Egyptian Paediatric 
Association, a technical committee for the purpose of regulating and limiting the 
distribution of breast -milk substitutes. 

77. In the Islamic Republic of Iran links have been established between the national 
nutrition committee and the monitoring committee for the purposes of implementing the 
International Code, and steps are being taken to promulgate a new law to ensure the full 
implementation of its principles. The State exercises a monopoly where trade in infant 
formula is concerned, and is currently importing three different brands. 

1 Belgium, Denmark, France, Federal Republic of Germany, Greece, Ireland, Italy, 
Luxembourg, Netherlands, Portugal, Spain, United Kingdom of Great Britain and 
Northern Ireland. 

2 The Council of Ministers of Health of Arab States in the Gulf is composed of 

representatives from Bahrain, Iraq, Kuwait, Oman, Qatar, Saudi Arabia, and the United Arab 
Emirates. 

3 International Digest of Health Legislation, 1984, 35(3), 700 -701. 
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78. Iraq's national food and nutrition committee has taken a number of decisions concerning 
implementation of the International Code, including the types of breast -milk substitutes that 
should be allowed to be imported into the country. In addition, the Committee has 
recommended that breast -milk substitutes no longer be sold in places where other milk 
products are also offered for sale. 

79. A special committee, which was formed in Kuwait in 1983 to monitor the implementation of 
the International Code subsequent to the decision of the Ministers of Health of Arab States 
in the Gulf concerning a common draft law in this respect, continues its work through visits 
to hospitals, health centres and the market place. 

80. The Ministry of Health in Oman is continuing efforts, through health education, to 

promote breast -feeding and discourage the use of breast -milk substitutes. It is 

collaborating with the municipalities to control the marketing of breast -milk substitutes, in 
accordance with the draft common law adopted by the Ministers of Health of Arab States in the 

Gulf. 

81. In Saudi Arabia a special commission is considering what measures to take to regulate 

the marketing, storage and use of milk formula and other infant foods, which at present are 
controlled according to existing quality standards applied in the country. 

82. A national committee was formally constituted in the Syrian Arab Republic in 1985 to 

review the International Code and propose appropriate measures, including legislation, for 
its implementation. The Ministry of Health sent a circular that provides guidance on the 
protection and promotion of breast -feeding to all health services and to the Ministry of 
Higher Education. The Ministry is considering the possibility of limiting the importation of 

commercial brands of breast -milk substitutes. 

83. Further to the law' adopted by the Government of Tunisia in 1983 on quality control, 
marketing and information concerning the use of breast -milk substitutes and related products, 

a decree adopted in November 1984 determined the functions, composition and working 
procedures of the National Commission for the Promotion of Infant and Young Child Feeding. 
The Commission is charged inter alia with studying and submitting proposals on all health, 
nutritional and social measures intended to promote the growth and healthy development of 
infants and children; giving its opinion on the marketing authorization for breast -milk 
substitutes and related products of domestic or foreign manufacture; submitting proposals 
for hygiene and quality standards and ensuring compliance with them and labelling 
requirements before granting marketing authorization for breast -milk substitutes and related 
products; and giving its opinion on donations and sales at reduced prices of breast -milk 
substitutes and related products to national institutions engaged in the care of children. 
The Committee has drawn up a list of brands of breast -milk substitutes that may be imported, 

and has defined an approach to monitoring to foster implementation of the International Code. 

84. The Ministry of Health in Yemen has prepared a draft code for the promotion and 

protection of breast -feeding and the marketing of foods for infants and young children, which 
follows closely the International Code. UNICF and WHO have provided technical support to the 
Government in this connection. 

Western Pacific Region 

85. The Government of Australia reports that the national Code of Practice for the Marketing 

of Infant Formulas, which it adopted in May 1983 and is now reviewing, has had the desired 

effect of curbing inappropriate marketing and distribution practices. 

86. The International Code has been brought to the attention of all health authorities. The 

Commonwealth Department of Health has the responsibility for monitoring its implementation at 

the national level, while the State and Territory health authorities are responsible for 

ensuring compliance within their jurisdictions. New orders of the Export Control Act have 

taken into account relevant articles of the International Code concerning the quality and 

appropriate labelling of all breast -milk substitutes leaving the country. 

1984, 35(1), 96. 1 International Digest of Health Legislation, 

2 
International Digest of Health Legislation, 1985, 36(3), 672 -674. 
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87. At its ninety- seventh session, in June 1984, the National Health and Medical Research 

Council of Australia drew attention to the need for further cooperative efforts between the 

Commonwealth, State and Territory health authorities and other bodies to give effect to the 

principles and aim of the International Code. To this end, the Council adopted guidelines on 

the Code's implementation that cover public education, pre -natal care, hospital practices, 

post -hospital discharge, special education for health professionals, and specific indications 
for the health care sector on how to implement the International Code.1 

88. In Fiji a draft text of a National Food and Nutrition Committee report on the 

International Code was submitted to the Cabinet in 1985. The Committee recommended that the 

Ministry of Health and Social Welfare take the lead role in bringing the relevant food 
regulations into conformity with the International Code, and that guidelines for the feeding 
of newborns be adopted in accordance with official policy and be communicated to all 

concerned. The Committee also recommended that the Ministry negotiate with employer and 
employee representatives to create an atmosphere that encourages breast -feeding on behalf of 
mothers employed outside the home, and that it formulate and implement plans and strategies 
to monitor compliance with the International Code at all levels. The Committee has prepared 

a draft national code of marketing of breast -milk substitutes, closely modelled on the 

International Code, which is now under consideration at the ministerial level. 

89. Although no legislation has been adopted to implement the International Code in 

French Polynesia, the principles and aim of the Code are fully supported. An education 
programme on the subject is operating through the health care system and information is being 
provided to the general public in cooperation with school and church authorities. At the 

same time, a number of regulations governing the sale of milk products have been adopted in 
order to make them more accessible at lower cost. All breast -milk substitutes marketed in 
the territory are imported. Labelling of these products is in conformity with the 
International Code and there is no advertising on their behalf. 

90. In Macao a code for the marketing of breast -milk substitutes, feeding bottles and teats 

came into force on 1 May 1985; it is based on that already in use in Portugal,2 but is 
adapted to suit local needs. The Code prohibits sales promotion to the general public of the 
products within its scope, as well as product sampling. It also contains provisions 
pertaining to the obligations of health services and health personnel, manufacturers and 
marketing personnel, labelling and quality. Intended as a code of ethics, adherence by all 

parties is expected to be voluntary. Any infractions are to be analysed, and appropriate 
steps are to be taken by the Department of Health Services to deal with them. The Department 
is to present a report relative to the Code's functional development, together with possible 

suggestions for its alteration, one year from the date of its coming into force. 

91. In Malaysia the "Code of ethics and professional standards for advertising, product 
information and advisory services for infant formula ", first adopted in 1979 and revised in 
1983, was further revised in 1984 and 1985 on the basis of comments received. Monitoring and 
evaluation committees have been formed at national and state levels to ensure its 
implementation. A vetting committee, consisting of representatives of the Ministry of 

Health, university paediatricians and obstetricians and the Ministry of Information, 
continues to review all media materials on infant formula. 

92. The Food Regulations adopted in 1985 cover inter alía composition and labelling. As 

regards the labelling of infant formula, they require the words "breast milk is the best food 
for infants" in large letters; a warning that "infant formula is not the only food for 
infants over six months of age "; and instructions on method of preparation. They prohibit 
the use of pictures of infants or any claim of the product's superiority over breast milk.3 

93. Information concerning possible breaches of the International Code in New Zealand are 
investigated and appropriate action is taken by a monitoring committee established for this 
purpose in 1983. Information in this respect has diminished in recent months. The committee 
is also responsible for making observations concerning the Code's application; its 1984 
recommendations concerning labelling, for example, were introduced the following year. 

1 International Digest of Health Legislation, 1984, 35(4), 899 -907. 

2 
International Digest of Health Legislation, 1984, 35(1), 94. 

3 
Scheduled for coverage in the International Digest of Health Legislation. 
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94. In 1980 the Papua New Guinea Nutrition Board accepted a code of ethics for food and 
nutrition standards as a means of establishing standards of ethical conduct for those engaged 
in, or responsible for, the production, importation, advertising and sale of foods, including 
foods for infants, children and other vulnerable groups. In addition, the Baby Feed Supplies 
(Control) Act,1 which was adopted in 1977, was amended in 1984 to empower the Minister of 

Health to proscribe any feeding article considered to be hazardous to the health and 
well -being of infants.2 

95. The Government of the Philippines has reported that a national code of marketing of 
breast -milk substitutes has been produced by a panel of experts, and that private 
manufacturers are supporting it in anticipation of its formal adoption. 

96. All health facilities in the Republic of Korea have received guidelines on encouraging 
the practice of rooming -in, the prohibition of bottle -feeding without a doctor's 
prescription, and the establishment of maternal and child health clinics. Efforts are also 
being made to prepare guidelines concerning the production and marketing of breast -milk 
substitutes. As part of the Government's breast -feeding promotion campaign, which is being 
carried out in collaboration with the Citizens' Alliance for Consumer Protection, a draft 
national code of marketing of breast -milk substitutes has been drawn up, with support from 
WHO. 

97. In the Solomon Islands, where it is estimated that 99% of children are breast -fed at 
least for the first six months of life, intensive health education programmes promote infant 
and maternal welfare. The use of breast -milk substitutes is not encouraged, but instructions 
are given that they should be fed with a cup and a spoon if they must be used. The 
authorities are considering the possibility of introducing legislation that would make the 
availability of feeding bottles and teats subject to prescription from a qualified medical 
practitioner. 

98. The Government of Tonga officially adopted the International Code in 1984 and the 
Ministry of Health is responsible for its implementation. The Government reports that no 
problems have arisen thus far in enforcing it and there does not yet appear to be a need to 
adopt new legislation. Most of the breast -milk substitutes marketed nationally are 
manufactured in Australia and New Zealand and are covered by the pertinent regulations of 
those countries (see paragraphs 85 and 93). 

99. The International Code has been fully endorsed by the Department of Health in Vanuatu 
and the Food and Nutrition Committee has recommended its official adoption by the 
Government. There is at present no advertising of breast -milk substitutes or distribution of 
samples of these products. 

Action guide on the implementation of the International Code 

100. One of the tangible results of the workshop on the socio- medical aspects of the 

implementation of the International Code,3 which WHO co- sponsored with the Commonwealth 
Secretariat, London, and UNICEF in Harare in January 1983, was an action guide4 on the 
subject. 

101. In addition to the two examples of model legislation, for adaptation and use at the 

national level, that were discussed and amended during the workshop, the guide has sections 
dealing with legal and social support systems, enforcement and stop -gap measures, creation of 

awareness of related issues, the status of women and maternity protection, the economic costs 
of breast -feeding, the role of women and nongovernmental organizations, and relations with 

the infant -food industry. The guide concludes with a general discussion of the need to adopt 
a multidisciplinary approach to a variety of socio- medical issues. It also provides a list 

of actions and priorities for action for Code implementation, a list of organizations active 
in infant -feeding issues, and a related bibliography. 

1 
International Digest of Health Legislation, 1977, 28(4), 1038 -1039. 

2 
Scheduled for coverage in the International Digest of Health Legislation. 

3 Attended by representatives of Bangladesh, Kenya, Lesotho, Malaysia, Malawi, 
Papua New Guinea, Sri Lanka, Trinidad and Tobago, United Republic of Tanzania, and Zimbabwe. 

4 Commonwealth Secretariat. Action guide on implementing the International Code of 

Marketing of Breastmilk Substitutes. London, 1985. 
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Continued cooperation with all parties concerned in the implementation and monitoring of the 

International Code 

102. In adopting the International Code, the Health Assembly requested that the 

Director -General "use his good offices for the continued cooperation with all parties 

concerned" in its implementation and monitoring.1 Accordingly, and as part of its overall 

collaboration with interested parties on matters relating to infant and young child nutrition 

in general, WHO remains in contact in this regard with professional groups, for example the 

International Paediatric Association and the International Federation of Gynecology and 

Obstetrics; nongovernmental organizations that are active in promoting the Code's principles 

and aim, including the International Baby Food Action Network (IBFAN); and manufacturers of 

products that are within the scope of the Code, on an individual basis as well as through the 

International Association of Infant Food Manufacturers (IFM). 

103. IBFAN continues to keep WHO informed of the activities of its more than 100 member 
groups in some 60 countries in all regions. It regularly provides a variety of documentation 
on its activities in countries 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. For example, the International Organization of 
Consumers' Unions (IOCU),2 which is a member of IBFAN, has prepared a promotional brochure 
entitled Protecting infant health: a health workers' guide to the International Code of 

Marketing of Breast -milk Substitutes. 

104. At IBFAN's request the WHO Regional Office for Europe organized a one -day seminar in 

June 1985 on the subject of the International Code; it brought together representatives of 

national affiliates from Austria, Belgium, Denmark, Finland, France, the Federal Republic of 
Germany, Ireland, Italy, the Netherlands, Norway, Sweden and Switzerland. Subjects discussed 
included regional and national activities to protect and promote breast -feeding, and areas 
for possible collaboration with the Regional Office. 

105. At the request of six major Western European and North American infant -food 
manufacturers, WHO has on numerous occasions since 1981 provided 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 has communicated to the Director -General its 

36 members' formal recognition of the importance of breast -feeding for the healthy growth and 
development of infants, their commitment to high ethical standards for the marketing of 
infant foods, and their support for the principles and aim of the International Code. IFM 

has also announced the adoption by all of its members of a number of guidelines in an effort 
to prevent inappropriate use of foods which, under certain circumstances, could undermine 
efforts to protect and promote breast -feeding. These guidelines concern such questions as 

the appropriate use of "follow -on foods ", which IFM considers to be generally intended for 
infants after the first 4 -6 months of life; and fluids such as juices and herbal tea drinks, 
which IFM considers should not be marketed for use as either a partial or total replacement 
for breast milk. 

106. IFM also held one of its periodic informal consultations with the European Regional 
Office in December 1984. The revised model scheme3 for evaluation of infant -food marketing 
practices and a pilot study4 on infant -food industry and health -sector experiences with the 
International Code in Denmark, Ireland and the Netherlands were among the points presented 
and discussed. 

1 Resolution WHА34.22. 
2 

Admitted into official relations with WHO in January 1986. 

WHO Regional Office for Europe, document ICP /NUТ 102/804 Rev. 2. 

WHO Regional Office for Europe, document 'CF/NUT 102 /804(A), 
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Joint WHO /UNICEF consultation, and related guidelines, concerning infants who have to be fed 
on breast -milk substitutes 

107. At the Thirty- eighth World Health Assembly, in May 1985, a number of delegates of 

Member States requested that the Director -General provide clarification regarding the phrase 
"infants who have to be fed on breast -milk substitutes" that appears in Article 6, 

paragraph 6 of the International Code. The Director -General convened a technical 
consultation, jointly with UNICEF, for this purpose. He prepared guidelines, in consultation 
with UNICEF, concerning the main health and socioeconomic circumstances in which infants have 
to be fed on breast -milk substitutes. They are contained in an addendum to the present 
documents and take account inter alia of the conclusions and recommendations of the 
consultation held on the subject.2 

1 Document А39/8 Add.l. 

2 Report of a joint WHO /UNICEF consultation concerning "infants who have to be fed on 

breast -milk substitutes ", document WHO /МСН /NUT /86.1. 
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INTRODUCTION 

1. At the Thirty -eighth World Health Assembly, in May 1985, the delegates of a number of 
Member States addressed themselves to the International Code of Marketing of Breast -milk 
Substitutes and, specifically, to the phrase "infants who have to be fed on breast -milk 
substitutes" that appears in its Article 6, paragraph 6.1 They requested that the 
Director- General provide clarification in this regard, inter alia by convening a working 
group to discuss the meaning of this phrase. 

2. The Health Assembly was informed that the Director -General had earlier decided to 
convene a technical consultation, jointly with the United Nations Children's Fund (UNICEF), 
to advise him on the health and socioeconomic circumstances in which infants have to be fed 
on breast -milk substitutes, and the implications of these circumstances for health care 
systems and other infant and social welfare institutions and organizations. 

3. Participants in the consultation, which was held in Geneva on 17 -18 December 1985, 
included experts in paediatrics, nutrition, obstetrics and gynaecology, public health, and 
social welfare. As part of their report,2 participants summarized in tabular form the main 
points covered and conclusions reached concerning the health and socioeconomic circumstances 
influencing whether or not infants have to be fed on breast -milk substitutes, and their 
implications for health and social programmes. For easy reference this summary is reproduced 
at the end of the present document. 

4. The guidelines that follow have been prepared by WHO, in consultation with UNICEF, in 
the context of Article 6, paragraph 6, of the International Code of Marketing of Breast -milk 
Substitutes. They examine the main health and socioeconomic circumstances in which infants 
have to be fed on breast -milk substitutes, and have been prepared in the light, inter alia, 
of the conclusions and recommendations of the joint WHO /UNICEF consultation on the subject. 

5. The guidelines are divided into three parts: the first establishes a number of general 
principles regarding the importance of appropriate nutrient intake in early infancy, and 
steps to be taken to protect and promote appropriate infant feeding practices; the second 
discusses the main health and socioeconomic circumstances influencing whether or not infants 
have to be fed on breast -milk substitutes; and the third considers the implications of these 
circumstances for health and related social welfare institutions and organizations that are 
responsible for infant care. 

6. The text of the guidelines includes such phrases as the competent authorities may wish 
to take steps ..." or " ... may wish to consider ... ". This does not imply that countries 
are not already taking action in accordance with the guidelines; rather, it suggests the 
need both for new initiatives and for the continuation of existing ones. The term "should" 
is also employed frequently, in respect of recommendations concerning appropriate infant 
feeding practices that are based on the best scientific evidence; it does not imply the 

imposition of action on any country. 

7. The competent authorities3 in Member States may wish 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. 

1 Article 6, paragraph 6, of the International Code states that "donations or 

low -price sales to institutions or organizations of infant formula and other products" within 
its scope "... may be made ". It further states, however, that "such supplies should only be 
used or distributed for infants who have to be fed on breast -milk substitutes" (emphasis 
added). See document WНАЭ8 /1985 /RЕС /3, pp. 66 -82, for a summary of the relevant discussion. 

2 Report of a Joint WHO /UNICEF consultation concerning "infants who have to be fed 

on breast -milk substitutes ", document WHO /МСН /NUT /86.1 (English only). 

3 For the purposes of the guidelines, the term "competent authorities" means 

governments of Member States, or the persons, institutions or organizations that governments, 

in accordance with national practice, have designated as being responsible for the health, 

nutrition and related social welfare needs of infants. 
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THE IMPORTANCE OF APPROPRIATE NUTRIENT INTAKE IN EARLY INFANCY 

8. Appropriate nutrient intake is more critical in early infancy than at any other time of 

life. This is so because of the infant's high nutritional requirements in relation to body 
weight and the influence that proper or faulty diet during the first months can have on 
future health and development. Moreover, the infant is more sensitive, and less adaptable, 

than in later life to different types, forms, proportions and quanitites of food. 

9. Breast -feeding is an unequalled way of providing complete food for the healthy growth 
and development of infants, and forms a unique biological and emotional basis for the health 
of both mother and child. In addition, the anti -infective properties of breast milk help to 

protect infants against diseases, and there is an important relationship between 
breast -feeding and child -spacing. The protection and encouragement of breast -feeding are, 
therefore, an important part of the health, nutrition and other social measures required to 

promote healthy growth and development of infants and young children, and the health and 
well -being of their mothers. 

10. There are, however, a number of situations - fortunately relatively infrequent - where 
infants cannot, or should not, be breast -fed. The choice as to the best alternative to 

breast -feeding depends on the nature of the circumstances, and for this reason it is useful 
to distinguish between: 

(a) infants who cannot be fed at the breast, for example those with sucking 
difficulties, but for whom breast milk remains the food of choice; 

(b) infants who should not receive breast milk, or any other milk, including the usual 
breast -milk substitutes, for example those with rare metabolic disorders; and 

(c) infants for whom breast milk is not available, for whatever reason. 

11. For the first group of infants, expressed breast milk provided by their own mothers 
would be best, followed by breast milk from a wet -nurse or a breast -milk bank. For the 
second, a tiny minority, special preparations are required to replace breast milk or the 
usual milk -based breast -milk substitutes. Finally, the apppropriate use of 
commercially- produced infant formula represents for the third group of infants an important 
nutritional advance. Generally speaking, these products are a considerable improvement, 
particularly for the very young infant, over some traditional, nutritionally less adequate 
substitutes, including earlier infant formula. 

12. A safe and adequate diet for infants depends, first and foremost, on the protection and 
promotion of breast -feeding; the proper use of breast -milk substitutes, when they are 
necessary; and the promotion and support of appropriate complementary feeding (weaning) 
practices, usually when infants reach four to six months of age, with the use of local food 
recources. 

13. Those persons responsible for the organization aid provision of health and social 
services may wish to take a number of steps in order to ensure appropriate infant feeding 
practices within families, health care systems, and other child and social welfare 
institutions and organizations. In so doing they will act on behalf of infants both inside 
and outside the institutional context, and will take measures to protect and promote 
breast -feeding such as: 

(a) providing objective and consistent information, education and training to mothers, 
families and others concerned with infant and young child nutrition; 

(b) developing social support measures, for example enacting effective maternity 
protection legislation and establishing day -care facilities at or near work sites so as 
to facilitate breast -feeding through frequent mother /infant contact; and 
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(c) organizing health care facilities, in particular maternity and paediatric wards and 
hospitals, and developing health care routines in ways that facililtate mother /infant 
contact. 

14. Because all pregnant women, and mothers of infants and young children, whether 
breast -feeding or not, require support, the competent authorities may wish to consider how 
best to ensure safe aid adequate nutrient intake for infants who are not breast -fed, for 
whatever reason. At the same time, however, the unnecessary or improper use of breast -milk 
substitutes constitutes a health hazard for infants. Thus, when deciding on measures to 

ensure the availability of breast -milk substitutes in circumstances in which infants have to 
be fed on them, the competent authorities will also wish to ensure that breast -milk 
substitutes are made accessible and used in ways that do not interfere with the protection 
and promotion of breast -feeding. 

MAIN HEALTH AND SOCIOECONOMIC CIRCUMSTANCES INFLUENCING WHETHER OR NOT INFANTS HAVE TO BE FED 
ON BREAST -MILK SUBSTITUTES 

15. In general, circumstances in which infants are not breast -fed are of two types - 

physiopathological and socioeconomic. They may be temporary or permanent, and related to the 
mother, the infant or both. Not all of these circumstances call for the use of a breast -milk 
substitute. In cases where a mother cannot breast -feed her infant, particularly when the 
circumstances are of a temporary or intermittent nature, breast milk may and should still be 

provided - whether expressed by the mother, given by a wet -nurse, or obtained from a 
breast -milk bank. 

Infant and maternal health 

16. A review of the various circumstances in which infants cannot, or should not, be 

breast -fed, including a consideration of the best possible alternative in each case, will 
facilitate the identification of infants who have to be fed on breast -milk substitutes for 
physiopathological reasons.1 It will also be useful in this connection to refer to a 

number of situations that are frequently thought to be contraindications to breast -feeding, 
but in fact are not. 

Conditions in which infants cannot be fed at the breast 

17. Some infants are unable to suck, for example those suffering from severe cardiac, 
respiratory or nervous -system disorders, or those with very low birth weight (below 1500 g), 
most of whom are also born pre -term. Infants born with severe cleft lip and palate also have 
sucking difficulties. Gavage or other appropriate methods may be required to feed such 
infants, but the food of choice for them remains breast milk because of its nutritional aid 
immunological advantages, which are all the more important in the case of infants who are 
ill. In addition, every effort should be made to help mothers maintain lactation so that 
they are able to breast -feed normally once the health of their infants has improved or the 
physical defect has been corrected. 

Conditions in which breast milk may be unsuitable 

18. Only under exceptional circumstances can a mother's milk per se be considered unsuitable 
for her infant. This is the case, for example, with a few hereditary metabolic disorders, 
which severely limit or render impossible the infant's use of certain milk components. Three 

conditions of particular interest in this connection are galactosaemia, phenylketonuria and 

maple syrup urine disease. If fed breast milk, or any milk -based preparation, affected 
infants will develop blindness, mental retardation or liver failure and eventually die. 
Highly specialized preparations are needed to feed infants with these conditions, which are 
fortunately very rare. 

1 For a more detailed discussion of this theme, see: Behar, M. Factors influencing 

breast -feeding in relation to infant and maternal health (unpublished WHO document 

WHO /МСН /NUT /85.1 Rev.1); available in English and French. 



А39/8 Add.1 
page 5 

19. Breast -feeding is often thought to represent a risk to the infant whose mother has an 

infectious disease; in fact, this is rarely the case. For example, where such viral 

diseases as cytomegalovirus, herpes simplex and hepatitis B are concerned, the infection will 
in any event have been transmitted to the infant either before or during birth, and there is 

no reason, therefore, not to breast -feed. 

20. Active tuberculosis in the mother presents a special problem. If the mother has not 

been treated during pregnancy, she should begin chemotherapy as soon as diagnosis is made. 
The infant should be given chemoprophylaxis for as long as the mother remains infectious, but 

in any case for a minimum of six months, and then vaccinated with BCG. A brief separation of 
mother and infant, at the onset of chemotherapy, is advisable if possible. Meanwhile, if the 

mother's condition permits, expressed breast milk should be given to the infant, since 

infection spreads via direct contact with the mother and not through her milk. 

Breast -feeding is all the more important, since situations where tuberculosis in a mother is 
diagnosed only after delivery are most likely to occur among populations where environmental 

conditions are generally very poor and health risks to the infant are greatest. 

21. Acquired immunodeficiency syndrome (AIDS) in mothers has not been sufficiently studied 
or documented to determine the extent of the risk of transmission of the LAV /HTLV -III virus 
from mother to infant through breast -feeding. The competent authorities should carefully 
monitor developments in this regard, assess the implications of new knowledge inter alia for 
breast -feeding, and advise health and related personnel, as well as the general public, 
promptly and accurately on the appropriate action to be taken. 

22. Drugs and foreign chemical compounds in breast milk resulting from medication or 

environmental pollution require special attention. As a general rule, drug therapy should be 
avoided in lactating mothers wherever possible. When the use of drugs is indicated, 
preference should be given to those least likely to have negative repercussions on the 
infant. Where there is a strong indication for using a drug that is known, or thought to be, 

harmful to the infant, breast -feeding should be temporarily interrupted. Meanwhile, every 
effort should be made to feed the infant on breast milk provided by a wet -nurse or obtained 
from a breast -milk bank. At the same time lactation should be maintained, and the mother 
should resume breast -feeding as soon as possible after drug use has been discontinued. 

23. A number of undesirable elements which may be found in breast milk as a result of 
environmental contamination - for example, dichlorodiphenol trichloroethane (DDT), 
polychlorinated biphenyls (PCBs) and radioisotopes - represent a potential hazard for the 
infant. Whereas the concentration of DDT in human milk has significantly decreased in recent 
years, the concentration of such contaminants as PCBs appears to be increasing. There is no 
scientific evidence of any undesirable consequences for infants from the ingestion of these 
pollutants via breast milk; however, not enough experience has been gained to exclude the 
possibility of long -term effects, particularly as a result of prolonged breast -feeding. 
Overall, the advantages of breast -feeding are still considered to outweigh the potential 
risks, particularly during the first months of life and in situations where the very use of 
breast -milk substitutes presents a number of risks. 

24. Certain rare conditions, such as a type of jaundice associated with breast -feeding and a 

tendency to bleed observed in a very few newborns, particularly if they are also pre -term, do 
not justify interruption of breast -feeding. Simple, effective measures are available to deal 
with these conditions. 

25. A large proportion of low- birth -weight infants (below 2500 g), particularly in 
developing countries, are born at term and behave as fully mature infants. Even though they 
are small as a result of their mothers' chronic malnutrition aid small size, they can and 
should be breast -fed and do not present any particular problems in this regard. However, 
some infants with very low birth weight (below 1500 g), do present special feeding problems, 
both because of a very weak or non- existent sucking capability and their proportionately 
higher requirements for energy, protein, calcium, sodium and iron. 
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26. Over the years special preparations have been developed for feeding pre -term 
low- birth -weight infants because it had been assumed that the concentration of nutrients in 
human milk was lower than that required by such infants, while modified cow's milk or 
standard infant formula had been found to be inappropriate in terms of digestibility and the 
biological availability of casein, fats and iron. More recently, however, it has been found 
that the milk of mothers of both small -for -date and pre -term low- birth -weight infants is 

adapted to the infants' special needs and should be considered the food of choice even if 
their sucking ability is impaired. 

27. There are a number of cultural taboos against a mother's breast -feeding when she is 
pregnant, based on assumptions regarding changes in the volume and composition of breast 
milk. These are generally unfounded, however. A mother's health is the first consideration 
in any decision about whether or not she should breast -feed in the event of a new pregnancy. 

28. There is no reason to stop breast -feeding, even temporarily, an infant who has 
diarrhoea. On the contrary, it is particularly beneficial to continue. 

Conditions relating to the mother that may interfere with breast -feeding 

29. Breast -feeding is not recommended for women who are critically ill with, for example, 
severe heart, kidney, liver or lung conditions, or who are suffering from starvation. Nor 
would breast -feeding be advisable in the rare case of psychosis or severe postnatal 
depression where an infant's life may be in danger as a result. Under such circumstances, an 
alternate safe and adequate diet for the infant must be provided. 

30. The vast majority of mothers living in socially and economically deprived circumstances, 
and who are considered to be suffering from chronic mild to moderate subclinical 
malnutrition, are quite able to breast -feed their infants successfully for long periods. 
Maternal malnutrition is not, therefore, by itself a contraindication to breast -feeding. In 
fact, under such circumstances the probability is that infants would be at greater risk if 
fed on a breast -milk substitute than if breast -fed by their malnourished mothers. Also, 
supplementary feeding of such infants is not a realistic alternative, the specialized foods 
needed for safe replacement of breast milk being beyond the reach of most of the women 
concerned. Improving a mother's diet is therefore an important step in protecting both her 
health and her children's health and nutritional status. 

31. Frequent, on- demand breast -feeding helps to delay the return of ovulation; thus 
pregnancy usually does not occur before other foods have been introduced and the frequency 
and intensity of breast -feeding diminished. When it does occur, it is advisable to 
accelerate the weaning process; the mother's health and nutritional status should be 
monitored closely. 

32. Since the timing of the return of ovulation in lactating women is not predictable, the 
use of appropriate family planning is highly recommended - for example, natural methods, 
barrier methods, or intrauterine devices. If hormonal methods are used, preference should be 
given to preparations containing only progestogen, since those containing oestrogen cause a 
significant drop in milk production. These should be started no earlier than six weeks 
postpartum. 

33. Inadequate milk production is frequently given by mothers as a reason for not 
breast -feeding; and yet failure to secrete milk following delivery, or even to produce a 

sufficient amount of milk, for purely physiological reasons, is extremely rare in those 
societies where breast -feeding is highly valued. In societies where the phenomenon is 
frequently reported, it appears to be for the most part a direct result of psychosocial and 
economic circumstances, and appropriate measures to protect and promote breast -feeding should 
help to correct the situation (see paragraphs 40 -44). 

34. Where multiple births are concerned, the breast -feeding of twins should present no 
particular problem for a healthy, well -nourished mother. Although supplementary feeding of 
malnourished mothers and infants may be required, breast -feeding should be maintained. 

35. Inverted nipples are a relatively rare physical malformation, and mild cases can be 
treated during the antenatal period. Simple exercises performed by the mother during the 
last trimester of pregnancy can help to prepare her nipples for successful breast -feeding. 
Surgery may be required for more serious cases; for the majority, however, breast -feeding is 

entirely possible. 
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36. A temporary separation of mother and infant may occasionally be necessary, for example 

when either requires hospitalization. Ideally, mothers should be permitted to remain with 

their fully breast -fed infants under these circumstances. Such an arrangement will not only 

allow breast -feeding to continue, which is of considerable value in the case of a child who 

is ill, but will present a number of other advantages, both practical and psychological, for 

mother and child. 

37. When an infant is hospitalized and dual accommodation is not possible, mothers should be 

encouraged to visit often for the purpose of breast -feeding their infants or provide their 

expressed breast milk to be fed to them. Both actions will help to maintain lactation, in 
preparation for continued normal breast -feeding once the infants concerned have been 

discharged. Breast -milk banks may also be of help in such cases. Failing all of the above 

solutions, an appropriate breast -milk substitute should be used. 

Socioeconomic circumstances) 

38. It is obvious that in cases of permanent separation, for example death of a mother or 
abandonment of a child, an alternate safe and adequate diet for the infant must be provided. 
In such situations in traditional societies, wet -nursing, including through relactation, is 

the usual and recommended solution. When this is not possible, an appropriate breast -milk 
substitute should be used. 

39. During periods of acute social disruption - for example, as a result of war, famine, 

earthquake and similar man -made or natural calamity - infants are often forcibly separated 
from their mothers, while some mothers are too weak or otherwise too indisposed to 
breast -feed. Under such circumstances breast -milk substitutes will be required to ensure a 

safe and adequate diet for the youngest members of the populations affected. These 
substitutes will be best provided as part of organized disaster relief, that includes 
appropriate safeguards to ensure that they are distributed only for infants who have to be 

fed on breast -milk substitutes and for as long as they have to be fed on them, and are 
prepared and administered correctly. A return to breast -feeding, if at all possible, should 
nevertheless remain a priority health objective. 

Protection of working mothers 

40. After giving birth, a woman requires time, physical closeness to her child, and a 

hospitable environment in order to initiate and maintain breast -feeding. Recognition of the 
"social function" of maternity is at the heart of the introduction over the years of a 
variety of policies and legislation on behalf of mothers and their children in a large number 
of countries, which serve to protect and promote breast- feeding.2 

41. In addition to the well -known benefits of breast -feeding for both mother and child, 
recent research on biological and psychological mother -child interaction during both the 
intrauterine period and early infancy provides new information about how critical these 
stages are for subsequent child and adult development and well -being. From a health point of 
view, therefore, the return of a mother to employment outside the home should be postponed, 
ideally, until weaning is well under way, or, as a minimum, long enough to cover the critical 
period of early infancy. Day -care facilities located at or near the work place should be 
provided, together with the appropriate number and duration of paid breast -feeding breaks. 

1 For a wide -ranging discussion of the various social, biological and economic forces 
affecting infant feeding, as they relate to the physical and psychosocial changes occurring 
during the "weaning process" (the period between birth and the child's accession to the 
normal family diet), see Review of factors determining infant feeding and rearing practices. 
Geneva, World Health Organization (in press). See also Piwoz, E.G. & Viteri, F.E. "Studying 
health and nutrition behaviour by examining household decision -making, intra -household 
resource distribution, and the role of women in these processes" in Food and 
Nutrition Bulletin, Vol. 7, No. 4, December 1985. 

2 See "Protection of working mothers: an ILO global survey ". In: Women at Work, 
No. 2, 1984. Geneva, International Labour Office. Includes an introduction prepared by WHO 
concerning the health rationale for maternity support (English and French editions). 



А39/8 Add. 1 

page 8 

Ensuring informed decision -making on matters relating to infant feeding 

42. Some infants will not receive breast milk because of a decision taken by their mothers 
not to breast -feed. What is important in this regard is to ensure that, when a mother 
decides not to breast -feed, she does so on the basis of objective and consistent information, 
she is conscious of all of the health risks for her infant and the economic implications for 
her family, and she is aware of social support measures for breast -feeding mothers that may 
be available in the community. 

43. The competent authorities are therefore responsible for ensuring that all mothers, 
particularly during pregnancy, are systematically provided with appropriate information and 
guidance concerning preparation for breast -feeding. They may wish to enlist the full 
cooperation of women's organizations, in particular breast -feeding women's groups, in this 
effort, and support them through the health care and social welfare systems. Concerned 
health workers in turn will wish to provide mothers not only with information about the 
importance of breast -feeding but also with practical advice on how to prepare for, and 
initiate and maintain, it. 

44. Regardless of the circumstances, however, infants of mothers who do not breast -feed, or 
who only do so partially, require a safe and adequate alternate source of nutrients. 
Accordingly, nutritionally appropriate breast -milk substitutes, and suitable ingredients from 
which to prepare them, should be made accessible to those who need them through commercial 
and non- commercial distribution systems. Great care should nevertheless be taken to ensure 
that these products are made available in ways that do not interfere with the protection and 
promotion of breast -feeding. 

IMPLICATIONS FOR HEALTH AND RELATED SOCIAL WELFARE INSTITUTIONS AND ORGANIZATIONS RESPONSIBLE 
FOR INFANT CARE 

45. Those persons working in health and related social welfare institutions and 
organizations responsible for infant care may wish to take carefully into account the various 

circumstances discussed above when planning their services and undertaking relevant health- 
and nutrition -related activities, as a contribution to the provision of safe and adequate 
nutrition for infants, by the protection and promotion of breast -feeding, and by ensuring the 

proper use of breast -milk substitutes, when they are necessary. 

46. For example, health workers in maternity wards and hospitals may wish to make every 
effort to protect and promote breast -feeding by facilitating its early initiation and feeding 
on demand through rooming -in, and by discouraging bottle -feeding. Breast -milk substitutes 
will be required only in small quantities in those institutions where infants are routinely 
put to the breast as soon as possible after birth, where they are not given any other food or 
liquid so as to ensure complete non- interference with their sucking and the maternal let -down 
reflex and milk secretion, and where health service staff provide sustained support for 
breast -feeding. 

47. Since the large majority of infants born in maternity wards and hospitals are full term, 
they require no nourishment other than colostrum during their first 24 -48 hours of life - the 

amount of time often spent by a mother and her infant in such an institutional setting. Only 
small quantities of breast -milk substitutes are ordinarily required to meet the needs of a 
minority of infants in these facilities, and they should only be available in ways that do 

not interfere with the protection and promotion of breast -feeding for the majority. 

48. When infants who are being breast -fed are admitted for treatment to paediatric wards or 
hospitals, every effort should be made to continue providing them with breast milk. The 

feeding problems raised by hospitalization are generally transitory in nature; it would 
therefore be both unnecessary and particularly inappropriate on a number of grounds to cease 
breast -feeding at the very moment when the risk to an infant's health has been increased 
through illness. Mothers should be encouraged to continue breast -feeding their hospitalized 

infants and should be provided facilities for this purpose. Where this is not possible, they 

should be encouraged to maintain lactation, in preparation for resuming normal breast -feeding 

once the infants concerned have been discharged. 
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49. Special attention should be given to infants who may be ill as a result of inappropriate 
feeding or feeding practices. In particular, efforts should be made to prevent the 

recurrence of any such illnesses by encouraging and supporting the initiation of 

breast -feeding or, where appropriate in the case of young infants, relactation; or, failing 

this, by providing instructions for the appropriate preparation and use of breast -milk 

substitutes. 

50. There will, of course, always be a small number of infants in these services who will 
need to be fed on breast -milk substitutes. Suitab a substitutes, procured and distributed as 
part of the regular inventory of foods and medicines of any such health care facility, should 

be provided for these infants. 

51. Health and welfare programmes, in contrast to paediatric wards and hospitals, include 
the care of both healthy and unwell children on an ambulatory basis through, for example, 
maternal and child health services; day -care centres that are responsible for the infants of 
working or otherwise temporarily absent mothers; and supplementary feeding schemes on behalf 
of mothers and children. A main objective of these and similar programmes where infant 
feeding is concerned should be to protect and promote breast -feeding in every possible way. 

52. Finally, those persons in charge of orphanages and disaster relief operations need to 
make appropriate provision for sufficient quantities of safe and adequate breast -milk 
substitutes to meet the nutritional requirements of those infants in their charge who have to 

be fed on them. The institutional setting, or careful follow -up by responsible officers in 
the case of outside distribution, should provide the means for ensuring that all those 
infants who need to be fed on breast -milk substitutes are systematically identified and 
receive them for as long as necessary. 

53. Infants who are not breast -fed, for whatever reason, should receive special attention 
from the health and social welfare systems, since they constitute a risk group. Their 
mothers, or other family members, as appropriate, should receive adequate instructions for 

appropriate preparation of breast -milk substitutes, and a warning against the health hazards 
of inappropriate preparation. 

54. In particular, the competent authorities may wish to identify, for example through 
epidemiological studies or other suitable means, that minority of infants who have to be fed 
on breast -milk substitutes, but whose mothers or families, for economic reasons, are unable 
to procure it in adequate amounts. They may wish to ensure that a suitable breast -milk 
substitute is provided for as long as the infants concerned need it. 

55. Meanwhile, the competent authorities will also wish to strengthen health and nutrition 
education activities on behalf of these mothers, and other family members, as appropriate, in 
order to foster preparation for, and initiation aid maintenance of, breast -feeding on behalf 
of any future infants born to them. Education relative to appropriate infant nutrition 
should begin in early childhood for boys and girls in families and continue through schools 
before and during adolescence, in preparation for parenthood. 

56. Health workers should receive training on how to motivate and help mothers prepare for 
and maintain breast -feeding. This training should include the identification of those 
relatively rare cases of infants who have to be fed on breast -milk substitutes for 

physiopathological reasons. Mothers, too, should be taught to deal with the feeding of their 
infants under such circumstances and be supported for this purpose by health workers and 
other elements of the health and social welfare systems. 

CONCLUSION 

57. In conclusion, the vast majority of mothers can and should breast -feed, just as the vast 
majority of infants can and should be breast -fed. Only under exceptional circumstances can a 
mother's milk be considered unsuitable for her infant. For those few health situations where 
infants cannot, or should not, be breast -fed, the best alternative - whether expressed breast 
milk from the infant's own mother, breast milk from a wet -nurse or a breast -milk bank, or a 

breast -milk substitute - depends on the particular circumstances. 
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58. For implementing health and social measures to protect breast -feeding, the competent 
authorities have at their disposal a variety of means of ensuring that the most appropriate 
choice in regard to infant feeding is made within families, and in health care systems and 
other infant and social welfare institutions and organizations. They will wish to protect 
the health and nutritional status of the mother, for her own sake and as a first step in 
protecting the health and nutritional status of her children. This implies ensuring that 
mothers are adequately informed on matters relating to infant feeding, that they receive 
appropriate family aid community support to facilitate and encourage breast -feeding, and that 
they are protected from factors that inhibit it. Adequate maternity leave, convenient 
day -care facilities and paid breast -feeding breaks, for example, should be available for all 
working women. 

59. The competent authorities in Member States may wish to use the above 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. 



SITUATION 

SUMMARY OF THE MAIN HEALTH AND SOCIOECONOMIC CIRCUMSTANCES INFLUENCING 
WHETHER OR NOT INFANTS HAVE TO BE FED ON BREAST-MILK SUBSTITUTES, 

AND THEIR IMPLICATIONS FOR HEALTH AND SOCIAL PROGRAMMMES 

FREQUENCY IMPLICATIONS FOR INFANT 
FEEDING PRACTICES 

IMPLICATIONS FOR 

HEALTH & SOCIAL PROGRAMMES 

COMMENTS 

RELATED TO INFANT HEALTH 

Metabolic disorders <1:20 000 Both BM and BMS usually Facilities required for Special formula is 

LBs unsuitable or usable only 
in restricted amounts 

clinical and laboratory 
screening and monitoring 

required 

(advanced technology) 

Pre -term delivery: 
32 -36 weeks 5 -8% BF possible 

BM best 

Prevent LBW. Modify health 
care practices and povide 
social support for BF 

<32 weeks 
(These infants are 

<1% BM best 
gavage if necessary 

Use alternative methods for 
feeding BM. Continue 

Mother's BM by gavage, 
banked BM and possible 

usually very LBW) maintain lactation by involvement of mother in care supplementation. 
expressing BM and feeding Special formula if no 

alternative, but still 
may require supplement 

Small for gestational age 5 -20% BF possible Improve maternal nutrition 
(Also referred to as 

intrauterine growth 
retardation) 

BM best through health and social 

policies and services 

Cleft palate <0.1% BF often possible Train mother in feeding. BF often easier than 
BM best 
gavage if necessary 

Early surgical repair bottle -feeding. 
Lactation should be 
maintained 

Hospitalization of infant Variable BF possible 
BM best 

Provide boarding facilities 
for mother to allow care 
and BF 

Diarrhoeal disease Variable BF possible Train health workers and Bottle -feeding often 
but very BM best provide community and family results in diarrhoea) 

common education disease 



SITUATION FREQUENCY IMPLICATIONS FOR INFANT 
FEEDING PRACTICES 

IMPLICATIONS FOR 
HEALTH & SOCIAL PROGRAMMES 

COMMENTS 

RELATED TO INFANT HEALTH 

1:80 - 

1:100 

Very rare. 
No reliable 
data, but 

probably 
X1:5 000 LBs 

Rare, mostly 
in pre -term 
LBW infants 

Variable, 
common to 
rare 

Uncommon 

BF possible 

BM best, may require 

supplementation 

If bilirubin blood level 
too high, may require BMS, 
To confirm diagnosis, 
observe level when 
stopping and restarting 
BF 

BF should continue 

Results in part from 
inappropriate BF. BF 

still possible aid 
desirable 

Expressed BM fed by 
alternate means (BM is not 
infectious, but the mother 
may infect the infant 
directly) 

Already infected in 
utero, not a contra - 
indication for BF 

(See section on other 
serious maternal 
illnesses) 

Social and family support 

Clinical and diagnostic skills 
and facilities for monitoring 
jaundice and facilities for 

heliotherapy if necessary 

Provision of 1 mg of vitamin k 
or analogue desirable 
prophylactically, especially in 
pre -term LBW infants* 

Train health workers. Treat, 

encourage and support mothers 

Early diagnosis and prompt 

treatment for mother. Provide 
chemoprophylaxis for at least 
6 months for infant, then give 
BCG vaccination. Expressed BM 
fed to infant 

Common causes such as 
haemolytic disease and 
infection to be ruled 
out first 

Only brief separation 
necessary until therapy 
started 

Multiple births 

BF jaundice 

Haemorrhagic disease of the 

newborn 

RELATED TO MATERNAL HEALTH 

Mastitis 

Tuberculosis 
(only if active during or 

after pregnancy) 

Viral infections transmitted 
transplacentally, i.e. 

before birth (e.g. 
cytomegalovirus) ** 

Intrapartum or post -partum 
infection (e.g. sepsis) 



SITUATION FREQUENCY IMPLICATIONS FOR INFANT 
FEEDING PRACTICES 

IMPLICATIONS FOR 
HEALTH & SOCIAL PROGRAMMES 

COMMENTS 

RELATED TO MATERNAL HEALTH 

Drug therapy Variable Depends on drug - may Need for health workers to know Wet -nurses and BM bank 
(should be distinguished require only temporary which drugs contraindicated for 
according to neonatal vs. halt of BF; if long -term BF infants and when to halt BF 
post neonatal BM exposure) use required, cessation of temporarily 

BF may be necessary 

Oral combined hormonal Common Sharp decrease in BM Provide alternative IUD, progestogen -only 
contraceptives results in unnecessary and contraceptives, health contraceptives, and 

earlier supplements education barrier methods are the 
preferred alternatives 

Environmental contaminants 
concentrated in milk 

Widespread 
but variable 

No current evidence of 
contraindication for BF. 

Environmental monitoring, 
public education and 

Concentrations of other 
water -soluble 

DDT and derivatives DDT declining. PCBs show reassurance and support for BF contaminants (e.g. lead) 
PCBs and other organo- 
chloride compounds 
heavy metals and isotopes 

sharp decrease with 
duration BF and parity 

women may be higher in BMS 

Lactation failure: 

(1) Unable to secrete milk Very rare Unable to BF If no BM bank or wet - 
nurse, requires BMS 

(2) Unable to secrete Unknown Still may BF, but may Health workers need to be Depending on age, give 
sufficient BM to provide require supplementation trained in providing support supplement of locally 
for adequate growth and identification and 

treatment of primary cause 
and encouragement for BF available weaning food 

(3) Perceived inability to Variable. Still may BF Knowledge /training of health Usually occurs after a 

provide adequate BM Psychosocial workers. Encourage and few months of BF. 

and environ- support mothers in BF Depending on age, give 
mental 
influences 

techniques supplement of locally 
available weaning food 



SITUATION FREQUENCY IMPLICATIONS FOR INFANT 
FEEDING PRACTICES 

IMPLICATIONS FOR 
HEALTH & SOCIAL PROGRAMMES 

COMMENTS 

RELATED TO MATERNAL HEALTH 

Serious maternal illness 
requiring hospitalization 
or prolonged care: 

(1) organic illness Variable 
during the 

If only for short period, 
use of wet -nurse, BM bank 

Social and health service 
support for infant care if 

puerperal 
period, but 
otherwise 
uncommon 

or BMS, while mother's 
milk is expressed in 

hospital. Otherwise 
requires BMS 

prolonged hospitalization 

(2) mental disorders Rare Wet -nurse or BM bank, 
otherwise requires BMS 

Often mother unlikely to care 
for her infant. Provide 
social support for infant care 

Pregnancy Rare to Not contraindication to Frequent demand feeding 
uncommon BF, but if BF continues 

it becomes a major energy 
demand on the mother 

throughout the day 
increases the contra - 
ceptive effects of BF 

Maternal malnutrition: 

(1) mild to moderate Common Not a contraindication for 
BF, but need for maternal 
care and food supplements 
during 2nd and 3rd 
trimester of pregnancy 

Organization of maternal 
health services, including 
screening, referral and 
treating the malnutrition or 
its underlying cause 

(2) severe, including 
famine and other disaster 

Variable Often inadequate BM. 
Both mother and infant 

Organized relief measures, 
including major mobilization 

situations require supplementation of social and health resources 

(3) Specific nutrient Unknown, but Not a contraindication Awareness of the problem and 
deficiencies in BM thought to for BF, but need for availability of diagnostic 

be very rare supplementation of mother 
and /or infant 

skills aid facilities 



SITUATION FREQUENCY IMPLICATIONS FOR INFANT 
FEEDING PRACTICES 

IMPLICATIONS FOR 
HEALTH & SOCIAL PROGRAMMES 

COMMENTS 

SOCIOECONOMIC CIRCUMSTANCES 

Death of mother 2 to 1000: Requires BMS if wet -nurse Organization of health and 
100 000 LBs not available social services if family 

support not available 

Abandonment of infant Rare to If neither wet -nurse nor Organization of health and 
uncommon BM bank available, 

requires BMS 
social services if family 
support not available 

Disaster, including famine, 
refugee conditions, etc. 

Variable Stress, malnutrition and 
magnitude of situation 
may overwhelm capacity 
for adequate BF 

Supplementation for both 
mother and infant, organiza- 
Lion of supportive health and 
social services essential 

BMS may be indicated 

Working mothers Common May be unable BF National policy and legis- BF can and should be 
during working hours due lation for maternity maintained in a variety 
to time and conditions protection and promotion and of circumstances for 
of travel, work site support of BF at work, and for working women. Need for 
conditions and facilities, 
and /or lack of policy and 
social support 

extended maternity leave and 
benefits 

commitment by the woman, 
and appropriate support 
services 

Other mothers who decide Variable to Ensure availability and Support these mothers; Identify infants who 
not to BF, for whatever frequent correct use of BMS in feeding with BMS demonstrated have to be fed BMS but 
reason ways not interfering with by health workers to these whose families are unable 

BF in general mothers only; strengthen 
education of mothers to 

encourage BF of future infants 

to afford it; provide 
BMS as long as needed 

BF = Breast -feeding 
BM = Breast milk 
BMS = Breast -milk substitute 

LBW = Low birth weight 
LB = Live birth 

* Although routine prophylaxis is given to all 
infants, in some settings the necessity for this 
practice has not been fully established. 
* AIDS: Although the recent medical literature on 
AIDS indicates that the LAV /HTLV -III virus has been 
found in breast milk, there is as of yet insufficient 
information available to determine the clinical or 
public health significance of these findings. 


