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This report is presented in two parts: Part I summarizes briefly the current global situation
of malnutrition among children under five years of age, specifically protein-energy and
micronutrient malnutrition. Part II is presented in accordance with resolution WHA33.32,
which requested the Director-General to report in even years on steps taken to promote
breast-feeding and improve infant and young child feeding, and Article 11, paragraph 7, of
the International Code of Marketing of Breast-milk Substitutes, which provides for reporting
at similar intervals on the status of its implementation. It follows the five-theme framework
used in past progress reports: the encouragement of breast-feeding; the promotion of
appropriate weaning practices with the use of local food resources; the strengthening of
education, training and information on infant and young child feeding; the promotion of the
health and social status of women; and the appropriate marketing and distribution of
breast-milk substitutes.
Both parts of the report should be seen in the light of the results of the International
Conference on Nutrition (Rome, 1992). The activities described relate generally to the
period 1992-1993; and where WHO is concerned, they are part of its larger programme of
support to countries in the fields of food and nutrition including food safety, maternal and
child health and family planning, diarrhoeal disease control, and related programme areas.
The Executive Board, having considered an earlier version of this report at its ninety-third
session, recommended to the Health Assembly in its resolution EB93.R9 (Infant and young
child nutrition) the adoption of a resolution (see paragraph 165 of this document). The
resolution includes recommendations for action to help ensure that, among other important
steps, Member States promote sound infant and young child nutrition, in keeping with their
commitment to the World Declaration and Plan of Action for Nutrition, which was adopted in
1992.
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INTRODUCTION
International Conference on Nutrition
1.
The International Conference on Nutrition (ICN, Rome, December 1992) was the culmination of
more than two years of joint efforts by the World Health Organization and the Food and Agriculture
Organization of the United Nations (FAO) to increase awareness of the extent and seriousness of nutritionand diet-related problems and to achieve consensus on the way forward in dealing with them. ICN was
attended by more than 1300 participants from 159 Member States and the European Community as well
as representatives of 15 organizations and bodies of the United Nations system and over 150 other
intergovernmental and nongovernmental organizations. It was thus a vital step in the direction of a truly
global commitment to confronting all forms of malnutrition; to relating them to inequitable social and
economic development; and to eliminating or substantially reducing many of them before the year 2000
(see box below).
WORLD DECLARATION ON NUTRITION
(excerpt)
As a basis for the Plan of Action for Nutrition and guidance for formulation of national plans of
action，including the development of measurable goals and objectives within time frames，we [the Ministers
and Plenipotentiaries] pledge to make all efforts to eliminate before the end of this decade:
я famine and famine-related deaths;
• starvation and nutritional deficiency diseases in communities affected by natural and man-made
disasters;
m iodine and vitamin A deficiencies.
We also pledge to reduce substantially within this decade:
и starvation and widespread chronic hunger;
m undernutrition’ especially among children，women and the aged;
» other important micronutrient deficiencies，including iron;
я diet-related communicable and noncommunicable diseases;
m social and other impediments to optimal breast-feeding;
и inadequate sanitation and poor hygiene, including unsafe drinking-water.
PLAN OF ACTION FOR NUTRITION
Strategies and actions
• incorporating nutritional objectives，considerations and components into development policies and
programmes;
и improving household food security;
я protecting consumers through improved food quality and safety;
я preventing and managing infectious diseases;
• promoting breast-feeding;
» caring for the socio-economically deprived and nutritionally vulnerable;
• preventing and controlling specific micronutrient deficiencies;
• promoting appropriate diets and healthy lifestyles;
• assessing，analysing and monitoring nutrition situations.
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2.
The World Declaration emphasizes the unacceptability of malnutrition and the determination of all
governments to eliminate hunger and reduce malnutrition significantly. It points to poverty and lack of
education, rooted in underdevelopment, as fundamental causes, and identifies social and economic
inequality and disparities between the sexes, as well as wars and occupations, as other major contributors.
The Declaration affirms the need for major universal policy changes if malnutrition is to be radically
reduced. The Declaration considers nutritional well-being to be a key objective of human development;
it focuses on programmes for those most in need，and on the right of women to adequate nutrition, health
and education, participation in decision-making and access to and control of resources. As a basis for the
Plan of Action for Nutrition, the Declaration reiterates the world community's commitment to the nutrition
goals of the Fourth United Nations Development Decade and of the World Summit for Children (see box
below). The Plan of Action for Nutrition, in turn，highlights nine action-oriented themes (see excerpt
above), which involve various sectors and levels of responsibility, and under which crucial activities are listed
for reducing or eliminating all types of malnutrition and promoting nutritional well-being.1 All are directly
relevant to meeting the nutrition needs of infants and young children.
NUTRITION GOALS OF THE WORLD SUMMIT FOR CHILDREN
(to be reached by the year 2000)
• reduction in severe, as well as moderate，malnutrition among under-five children by half of 1990
levels;
• reduction of the rate of low birth weight (2.5 kg or less) to less than 10 percent;
• reduction of iron deficiency anaemia in women by one-third of the 1990 levels;
я virtual elimination of iodine deficiency disorders;
m virtual elimination of vitamin A deficiency and its consequences, including blindness;
m empowerment of all women to breast-feed their children exclusively for 4-6 months and to continue
breast-feeding，with complementary food’ well into the second year;
я growth promotion and its regular monitoring to be institutionalized in all countries by the end of
the 1990s;
• dissemination of knowledge and supporting services to increase food production to ensure
household food security.
3.
As a global consensus about the nature and causes of nutritional problems, the World Declaration
and Plan of Action for Nutrition serve as the platform for WHO'S continuing technical support to countries,
including those with high levels of malnutrition, for example dietary deficiency of protein and energy that
is frequently complicated by infectious diseases; deficiencies of iron, vitamin A and iodine, which are
among the world's most widespread health problems; and excessive intakes of energy and nutrients which,
combined with unhealthy lifestyles, are taking an increasing toll in all countries in terms of chronic diseases
that result in premature disability and death. Meeting the health and nutrition needs of the family,
particularly of mothers, infants and young children，is at the centre of WHO's strategy for support to
nutrition activities at all levels.
4.
The Forty-sixth World Health Assembly, in May 1993, considered the report2 of the Director-General
on ICN and the consequent proposed WHO strategy for supporting nutrition action at all levels. In
endorsing in their entirety the World Declaration and Plan of Action for Nutrition in resolution WHA46.7,
the Health Assembly called for a reinforcement of WHO's capacity for food and nutrition action in all
relevant programmes, so that increased emphasis can be given as a priority to:
• maternal, infant and young-child nutrition，including breast-feeding;

1

World Declaration and Plan of Action for Nutrition. FAO/WHO, International Conference on Nutrition, Rome,
December 1992.
2

Document WHA46/1993/REC/1, Annex 3.
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m micronutrient malnutrition;
• nutrition emergencies, particularly training in preparedness and management;
• monitoring of nutritional status;
• control of diet-related chronic diseases;
• food safety control and the prevention of foodborne diseases;
• research and training in subjects related to food and nutrition.
5.
In response to the recommendations of ICN，the Director-General had already decided in advance
of the Health Assembly to create a new Division of Food and Nutrition composed of the nutrition, food
safety, and food aid programmes. Meanwhile, the inter-programme working group on infant feeding, 1
which was established in 1991 under a global nutrition task force, continued to serve as the focus for
indispensable collaboration in developing and implementing a comprehensive programme in infant and
young child feeding. To ensure a common position that reflects fully the Organization's policy in the light
of the World Declaration and Plan of Action for Nutrition, the working group is reviewing WHO's overall
approach to infant and young child feeding, in collaboration with regional staff and other relevant
programmes and agencies concerned. 2 Finally, global working groups have also been established in related
areas; they include "protecting consumers through improved food quality and safety", "preventing and
controlling specific nutrient deficiencies"，"preventing and managing infectious diseases", "promoting
appropriate diets and healthy life-styles", and "assessing，analysing and monitoring nutrition situations" (see
box, below paragraph 1).

1

The working group on infant feeding is composed of the programmes for nutrition, maternal and child health,
control of diarrhoeal diseases, food safety, human reproduction, and food aid.
2
Infant and young child feeding: global approach and plan of action (in preparation) will be reviewed by the SubCommittee on Nutrition of the United Nations Administrative Committee on Coordination (ACC/SCN) in March
1994.
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PART I.

MALNUTRITION AMONG INFANTS AND YOUNG CHILDREN:
SUMMARY OF THE CURRENT GLOBAL SITUATION

PROTEIN-ENERGY MALNUTRITION
6.
More than a third of the world's under-five-year-old children are still malnourished (underweight).
The WHO global database on child growth1 covers 87% of the total population of infants and young
children in developing countries; data from a cross-section of the population in each of 86 of these
countries indicate both regional and global trends in malnutrition, as well as a baseline against which to
assess the decade goal of the World Summit for Children (paragraph 2)，which aims at halving malnutrition
by the year 2000.
7.
Currently over two-thirds (80%) of the world's malnourished children live in Asia • especially southern
Asia - 15% in Africa, and 5% in Latin America. There has been a worldwide decrease in the prevalence
of malnutrition, and this is also true of the regions except for Africa where the absolute number of
malnourished children has increased due to population growth. Table 1 shows the prevalence and number
of malnourished (underweight) children under five years of age and the trend since 1975 and a projection
for the year 2005.

TABLE 1. GLOBAL AND REGIONAL ESTIMATES OF MALNOURISHED
(UNDERWEIGHT) CHILDREN IN DEVELOPING COUNTRIES
1990

1975

Africa
Asia
Americas

1

Near East
Less developed countries
1

2

2005

%

million

%

million

%

million

30.4

22.9

27.4

31.6

24.7

39.2

47.8

164.6

42.0

154.1

37.5

144.4

12.8

8.5

9.6

7.2

8.0

6.2

39.7

5.6

26.4

5.3

18.8

4.8

42.6

195.6

35.8

192.5

31.9

189.9

Includes North America.

2

Comprises all regions of Africa and Latin America, all regions of Asia (excluding Japan), Melanesia,
Micronesia and Polynesia.

MICRONUTRIENT MALNUTRITION
8.
Iodine deficiency disorders (IDD) are the greatest worldwide cause of preventable brain damage in
infants and young children. WHO has just completed an assessment of the global magnitude of the problem
in terms of the numbers of children affected with goitre. Currently, IDD is a significant public health
problem in 118 countries, while 1571 million people live in iodine-deficient environments and are therefore
at risk of IDD, and 655 million people actually have goitre (Table 2). Approximately half the global total
of those affected by IDD is found in Asia (WHO South-East Asia and Western Pacific Regions), but there
are also 86 million affected by goitre in the African Region, and even 11.4% of Europe，s population is still

1

See Bulletin of the World Health Organization, 71(6): 703-712 (1993).
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affected. Tangible progress in salt iodization is being made in many countries - for example in China, in
countries of South-East Asia, and in Africa. Despite the magnitude of the problem，it seems realistic to
anticipate that IDD will indeed be eliminated as a major public health problem by the year 2000.1
TABLE 2. NUMBERS OF PEOPLE AND PERCENTAGE OF REGIONAL
POPULATION LIVING IN AREAS AT RISK OF IODINE DEFICIENCY
DISORDERS, AND NUMBERS AFFECTED BY GOITRE (TOTAL GOITRE RATE >5%)
Population at risk

Population
WHO region
million

million

% of
region

Population affected
by goitre

% Of
global
total

million

% Of

region

% Of
global
total

Africa

550

181

32.9

11.5

89

16.2

13.6

Americas

735

167

22.7

10.6

63

8.6

9.6

1 355

486

35.9

30.9

175

12.9

26.7

Europe

858

141

16.4

9.0

97

11.3

14.8

Eastern Mediterranean

411

173

42.1

11.0

93

22.6

14.2

1 553

423

27.2

26.9

139

8.9

21.2

5 462

1 571

28.7

100.0

655

12.0

100.0

South-East Asia

Western Pacific
Total

9.
Vitamin A deficiency. More than a quarter of a million children are estimated to go blind every year
due to a deficiency of vitamin A，and some 14 million currently exhibit signs of clinical xerophthalmia. At
least 50 million more children have deficient vitamin A body stores, which signifies compromised health
and poorer chances of survival. Meta-analyses of all available large-scale, controlled community trials show
that improving the vitamin A status of deficient child populations six months to six years of age contributes
significantly to decreasing the risk of mortality. The primary intervention strategies to achieve the
vitamin A goals are the improvement of vitamin A status by promoting exclusive breast-feeding for the first
four to six months of life, and regular consumption of vitamin A-containing foods during the complementary
and post-complementary feeding periods. Continued breast-feeding has been shown to offer an important
measure of protection for children even beyond the second year of life. Also, universal or geographically
limited distribution of vitamin A supplements at appropriate dosages and intervals should be encouraged
where clinical deficiency is an important public health problem.
10. The goal of virtual elimination of vitamin A deficiency and all its consequences, including blindness,
adopted at the World Summit for Children (paragraph 2) was reiterated by ICN. As a step in assessing
progress towards this goal by the year 2000，WHO has determined what should be done to meet the
WHO/UNICEF intermediate goal in this regard by 1995:
Ensure that at least 80% of all children under 24 months of age living in areas with inadequate vitamin A
intake receive adequate vitamin A through a combination of breast-feeding and dietary improvement,
fortification and supplementation.

1

WHO/UNICEF/International Council for the Control of Iodine Deficiency Disorders. Global prevalence of
iodine deficiency disorders. Micronutrient Deficiency Information System, Working Paper No. 1. Geneva, World
Health Organization, 1993.
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Little more than two years remain to reach the mid-decade goal, and seven years to achieve sustainable
programmes for the virtual elimination of vitamin A deficiency in children. For years WHO and UNICEF
have been promoting distribution of vitamin A supplements to this age group, but they have only limited
experience with advocating and monitoring results of increased intake of food sources of this vitamin.
Based on available evidence，however, WHO and UNICEF have concluded that an initial focus on
alleviating vitamin A deficiency in children under two years of age would result in the greatest number of
lives being saved and the most child blindness prevented, given the susceptibilities of this age group. An
educational component designed to improve child-feeding practices and a plan for monitoring its
effectiveness should be an integral part oí any strategy adopted for this purpose.
11. WHO has developed guidelines for the use and interpretation of new indicators for identifying subclinically vitamin A-deficient populations for which intervention programmes would be appropriate. The
indicators should also prove useful in determining the extent to which relevant decade goals have been
achieved. In 1992 WHO organized two consultations on vitamin A, one with the International Vitamin A
Consultative Group on using immunization contacts to combat vitamin A deficiency’1 and another to
examine the impact of vitamin A supplementation on the incidence and severity of respiratory infections. 2
Finally, WHO coordinated a multi-centre trial to assess the impact of vitamin A supplementation on
morbidity.
12. Iron deficiency. Directly related to the truly massive problem of iron deficiency anaemia in women
is iron deficiency anaemia in infants and young children. Some 58% of pregnant women in developing
countries are anaemic, with the result that infants are born with low birth weight and depleted iron stores.
An earlier (1985) WHO global assessment of anaemia indicated that 51% of under-five-year-old children
in developing countries are anaemic. Breast milk contains enough iron for infants up to four months of
age. Artificial feeding and weaning diets, however，are often very low in iron, and the iron from vegetable
sources is very poorly absorbed partly owing to inhibiting substances or low levels of vitamin С in the diet.
Iron deficiency in early childhood is associated with higher mortality and impairment of cognitive
development. The World Declaration and Plan of Action on Nutrition, apart from setting decade goals for
reducing substantially iron deficiency anaemia in women, provides guidelines for countries to combat
anaemia in children. WHO, in collaboration with other organizations and bodies in the United Nations
system, is pursuing new approaches for defining this problem more accurately and dealing with it more
effectively.

1

Document WHO/NUT/EPI/93.1 (English only).

2

Vitamin A supplementation and childhood pneumonia (document WHO/CDR/93.2, English only).
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PART II.

INFANT AND YOUNG CHILD FEEDING

13. This is the eighth in a series of progress reports prepared since 1981 in accordance with resolution
WHA33.32, which requested the Director-General to submit to the Health Assembly in even years a report
on the steps taken to promote breast-feeding and to improve infant and young child feeding.
14. The five-theme framework of past progress reports serves as the basic outline (see "Contents" above).
Information on the fifth theme is presented in accordance with Article 11’ paragraph 7, of the International
Code of Marketing of Breast-milk Substitutes，which provides for reporting to the Health Assembly in even
years on the status of its implementation.

ENCOURAGEMENT AND SUPPORT OF BREAST-FEEDING
Examples from countries
15. In September 1993, the Department of Health Services of Chuuk State (Federated States of
Micronesia) issued its first policy statement on breast-feeding "as a way of working towards exclusive breastfeeding for all Micronesian babies" during the first four to six months of life. The policy governs the
prenatal, birth and postnatal periods, and closely follows the principles laid down in the joint
W H O / U N I C E F statement on breast-feeding and maternity services (paragraph 58). World Breastfeeding
Week (paragraph 29) was celebrated with the aid of a variety of lectures, leaflets, posters, etc. intended to
reach health professionals and the general public alike.
16. Among steps taken to prepare for a national conference on breast-feeding in Croatia in November
1993, the authorities formulated a national breast-feeding strategy; prepared booklets for parents and
health workers, and audiovisual and other information materials for the mass media; and organized
regional seminars in Rijeka, Osijek and Split.
17. By Order No. 95 of 23 May 1991 the Government of Mexico established the National Committee on
Breast-feeding 1 in order to help reduce infant morbidity and mortality through the promotion of breastfeeding. Functions include proposing amendments to existing legislation and regulations in order to
promote breast-feeding; proposing the inclusion of information on breast-feeding in study plans and
programmes within the framework of elementary, secondary and, particularly, medical, nursing, and social
welfare studies; establishing permanent breast-feeding promotion campa igns; and ensuring compliance with
the existing regulations governing advertising for breast-milk substitutes (paragraph 90).

18.

The Association nigérienne pour la protection de l'allaitement au sein (Niger Association for the

Protection of Breast-feeding) was established in May 1992 to counter negative influences on infant-feeding
practices. Its aims include raising awareness of the importance of breast-feeding among political leaders,
health authorities and mothers, revising labour legislation relative to breast-feeding women (paragraphs 6367), and proposing a law governing breast-milk substitutes and complementary foods.
19. Alarmed by evidence suggesting that artificial feeding is increasing，the Government of Papua New
Guinea in December 1992 issued instructions to all provincial and district health authorities on action they
should take to promote national policy. Main points include: exclusive breast-feeding during the first four
to six months of life; helping mothers initiate breast-feeding early and teaching them how to express their
milk and feed it with a cup and a spoon; and encouraging on-demand feeding and rooming-in while
discouraging supplementary feeding and prelacteal feeds，i.e. feeds given shortly after birth before breastfeeding has been initiated.

1

International Digest of Health Legislation, 44(1): 63-64 (1993).
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20. The President of the Philippines signed into law on 2 June 1992 the Rooming-in and Breastfeeding
Act1 adopting rooming-in as national policy to encourage, protect and support breast-feeding. The
intention is to "create an environment where basic physical, emotional and psychological needs of mothers
and infants are fulfilled" by "placing the newborn in the same room as the mother right after delivery up
to discharge to facilitate mother-infant bonding and initiate breast-feeding". The Act applies to all private
and government health institutions and to infants born of "normal spontaneous deliveries". Provisions cover
breast-milk collection, storage and use; information and education; and incentives and sanctions applied
to institutions contravening it. The Secretary of Health signed in 1993 a memorandum of agreement, with
the Philippine Hospital Association, for the promotion of breast-feeding in some 1200 private hospitals in
the country.
21. The Government of the Republic of Korea has produced and distributed widely pamphlets promoting
breast-feeding intended for the general public and a poster featuring the W H O / U N I C E F "ten steps to
successful breast-feeding" (paragraph 25) for use in all health centres and hospitals.
22.
The Child Nutrition Act of 1966 in the United States of America was amended in 19922 to establish
a new programme to promote breast-feeding as the best method of infant nutrition，foster wider public
acceptance of breast-feeding, and assist in the distribution of breast-feeding equipment to breast-feeding
women. Activities under the programme may include the developing and distribution of appropriate
educational materials, including public service announcements，promotional publications and press kits, and
the provision of funds to physicians, health professional organizations, hospitals, community-based health
organizations, and employers to assist in the distribution of breast pumps and similar equipment to breastfeeding women.
23. The State of Florida (USA) in March 1993 adopted an Act 3 encouraging breast-feeding, authorizing
breast-feeding in public, and affirming that breast-feeding a baby does not violate prohibitions against
obscenity, is not harmful to minors, and does not constitute unlawful nudity or sexual conduct. The Act
includes references to the United States Surgeon General's recommendation that，unless medically
contraindicated, babies from birth to one year of age should be breast-fed, and to the establishment by
WHO and UNICEF of breast-feeding as a major goal of the decade. Describing breast-feeding as "an
important and basic act of nature which must be encouraged in the interests of maternal and child health
and family values", the Act provides that "a mother may breast-feed her baby in any location, public or
private, where the mother is otherwise authorized to be, irrespective of whether the nipple of the mother's
breast is uncovered during or incidental to the breast-feeding".
24.
In Venezuela, Presidential Decree 4 No. 2717 of 22 December 1992 established a permanent
interministerial breast-feeding committee，which is responsible for formulating and coordinating national
breast-feeding policy. Participants include representatives of national associations of paediatricians and
obstetricians and gynaecologists，the milk and pharmaceutical industries, and UNICEF and WHO/PAHO.

The Baby-friendly Hospital Initiative
25. The Baby-friendly Hospital Initiative was launched by WHO and UNICEF in June 1991 at a meeting
in Ankara of the International Pediatric Association. In September 1991 the Director-General of WHO
and the Executive Director of UNICEF wrote a joint letter to all Heads of State calling on them to help
reverse the global move away from breast-feeding. Protecting，promoting and supporting breast-feeding in
maternity wards and hospitals means ending practices that are known to be obstacles to women's initiating

10

1

International Digest of Health Legislation, 43(4): 770-772 (1992).

2

International Digest of Health Legislation, 44(1): 64 (1993).

3

International Digest of Health Legislation, 44(3): 466 (1993).

4

International Digest of Health Legislation, 44(4): 642 (1993).
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and continuing breast-feeding, including separating healthy babies from their mothers, giving babies sugarwater, and furnishing free or low-price supplies of infant formula to maternity wards and hospitals
(paragraphs 142-151).
TEN STEPS TO SUCCESSFUL BREAST-FEEDING
Every facility providing maternity services and care for newborn infants should:
1.

Have a written breast-feeding policy that is routinely communicated

to all health care staff.

2.

Train all health care staff in skills necessary to implement this policy.

3.

Inform all pregnant women about the benefits and management of breast-feeding.

4.

Help mothers initiate breast-feeding within a half-hour of birth.

5.

Show mothers how to breast-feed, and how to maintain lactation even if they should be
separated from their infants.

6.

Give newborn infants no food or drink other than breast milk，unless medicaüy indicated.

7.

Practise rooming-in - allow mothers and infants to remain together - 24 hours a day.

8.

Encourage breast-feeding on demand.

9.

Give no artificial teats or pacifiers (also called dummies or soothers) to breast-feeding infants.

10.

Foster the establishment of breast-feeding support groups and refer mothers to them on discharge
from the hospital or clinic.

26. WHO and UNICEF are supporting competent national authorities responsible for designating
maternity wards and hospitals "baby-friendly", by issuing international assessment criteria, providing
programme guidelines, developing training manuals and other materials, and supporting related training
activities (paragraphs 49-52).
The Initiative is based on the principles described in the joint
WHO/UNICEF statement on breast-feeding and maternity services (paragraph 58), which are synthesized
in the Ten steps to successful breast-feeding (see box above). The strategy WHO and UNICEF are using to
help achieve the global breast-feeding goals and targets of the Innocenti Declaration (see box below) draws
upon the two organizations' technical and programme strengths, the commitment of world leaders to the
goals of the World Summit for Children (paragraph 2)1 and to the Convention on the Rights of the Child，
and the cooperation of a large number of nongovernmental organizations.

1

The Forty-fourth World Health Assembly, having discussed action to follow up the World Summit for Children
organized by UNICEF (New York, September 1990)，requested the Dircctor-Gcneral to monitor achievements in
child health in all countries, including those relating to the targets of the Innocenti Declaration (resolution
WHA44.33).
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OPERATIONAL TARGETS OF THE INNOCENTI DECLARATION
A meeting of government policy-makers from over 30 developed and developing countries (Florence,
July 1990) adopted the Innocenti Declaration on the Protection，Promotion and Support of Breastfeeding.
The Forty-fifth World Health Assembly，in resolution WHA45.34f urged Member States to give full
expression to the Declaration's operational targets’ namely that’ by 1995:
• all governments should have appointed a national breast-feeding
multisectoral breast-feeding
committee;

coordinator and established

a

я ensured that every facility providing maternity services applies the principles laid down in the joint
WHO/UNICEF statement on the subject;
и taken action to give effect to the principles and aim of the International
Breast-milk Substitutes;
• enacted legislation，and adopted means for its enforcement,
working women.

Code of Marketing

of

to protect the breast-feeding rights of

27. According to available information, by December 1992 the competent authorities in all developing
countries had assessed the general situation and 860 hospitals had been singled out for achieving
"baby-friendly" status. Of this number, 142 had achieved this designation, while 142 had been awarded
certificates of commitment. By September 1993 nearly 800 had received certificates. Asian countries are
leading the world in transforming maternity services according to the criteria of the Initiative, including
China1 with 207 hospitals，Indonesia 97，Philippines 102 and Thailand 45. The Republic of Korea intends
to make accreditation of new hospitals subject to their introducing rooming-in for mothers and babies, while
older institutions will be offered fiscal incentives to alter their premises accordingly. The Government
expects to have 60 baby-friendly hospitals by the end of 1993 and 500 by the year 2000. At the urging of
the Coalition for Protection of Women and Children，the Government of Tamil Nadu State (India), with
a population of 40 million, issued instructions in January 1993 that all state maternity hospitals (accounting
for 65-70% of births) implement the Initiative. The Children's Hospital in Tallinn, Estonia，is expanding
and adapting the principles to include the special needs of low-birth-weight and sick infants. Similarly, in
Uganda the decision was taken to add two steps to the original ten • concerning BCG and poliomyelitis
vaccination and the issuing of child-health cards before discharge. Seven hospitals in Poland have begun
making the organizational changes required to comply with the Initiative's standards. The Witwatersrand
Breastfeeding Liaison Group in South Africa organized the sixth national breast-feeding week 6-13 March
1993 on the theme of the Initiative and promotion of the "ten steps", which the national health authorities
adopted as official policy in 1990. Three hundred copies of the South African reprint of the joint
W H O / U N I C E F statement on breast-feeding and maternity services (paragraph 58) were among the
promotional material distributed on this occasion. Meanwhile in the United States of America the Healthy
Mothers, Healthy Babies Coalition, with a grant from the Department of Health and Human Services, is
examining the criteria and assessment process of the Initiative.
An expert group composed of
representatives of key organizations of health-care providers and hospital administration, and technical
experts in breast-feeding, is deciding what, if any, revisions are necessary to implement the Initiative in the
USA. While no reviews of hospitals will be conducted or awards given until the expert group has completed
its work in 1994, hospitals are being encouraged to work towards improving breast-feeding practices by
requesting a Certificate of Intent based on self-designation.

1

See "Making hospitals ‘baby-friendly,: an example from China". Weekly Epidemiological Record, 68(20):
145-146 (1993). The December 1992 figure was 21; a further 186 were announced at the "Baby-friendly Hospital
Initiative" Award Ceremony during the International Congress on Maternal and Child Health/Family Planning on
26 October 1993, sponsored by the Chinese Ministry of Public Health, UNICEF, UNFPA and WHO.
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28. In a remarkably short time, the Initiative has mobilized national leaders, health professionals,
nongovernmental organizations, the news media, mothers, and the public at large in at least 125 countries
and territories. This attests to the universality of its principles, applicable as they are anywhere that
maternity services are offered. Recording and reporting on the impressive accomplishments in so many
countries is a challenge in itself, given the volume of information being generated. UNICEF is issuing a
monthly newsletter, BFHI News,1 while WHO is collecting information to prepare a summary of worldwide
action during the Initiative's first two years.

World Breastfeeding Week
29. The World Alliance for Breastfeeding Action (WABA) 2 is a global nongovernmental network of
organizations - several are in official relations with WHO - that was established in 1991 to protect the right
of all children and mothers to breast-feed. It functions through a number of task forces dealing with
interrelated programme approaches, including social mobilization, research，health care practices, education
and training (paragraphs 49-61)，mother support groups, women and work (paragraphs 63-67)，and
compliance with the International Code of Marketing of Breast-milk Substitutes (paragraphs 68-156). As
part of its global mobilization strategy to increase public awareness of breast-feeding's importance and to
help achieve the goals of the Innocenti Declaration (paragraph 26)，the Alliance has twice organized World
Breastfeeding Week 1-7 August. The themes for 1992 and 1993 were, respectively, the Baby-friendly
Hospital Initiative, and women, work and breast-feeding (paragraphs 63-67). In recognition of the
importance of this event and its emphasis on stimulating worldwide awareness and action in communities,
the Director-General was pleased to address to all concerned special messages on the relevant themes.
WHO also participated in local action marking the week in a number of countries - more than 70 were
reported to have celebrated it in 1993 - and helped with the worldwide distribution through its six regional
offices of the Alliance's action folders, in English, French and Spanish. The Alliance has chosen the
International Code and how it serves to protect breast-feeding as the theme for World Breastfeeding Week
1994.

Action by other concerned parties
Consumer groups
30.
La Leche League International (LLLI)，3 through its volunteer network of more than 7500 leaders and
30 000 members in 48 countries, is striving to increase the worldwide incidence and duration of breastfeeding and attainment of the operational targets of the Innocenti Declaration (paragraph 26), the plan of
action of the World Summit for Children (paragraph 2)，and the World Declaration and Plan of Action for
Nutrition (paragraph 2). The League, in the best of self-help traditions, is dedicated to aiding mothers
support each other in breast-feeding. It has contributed for many years to relevant WHO programmes,
including nutrition, maternal and child health, and diarrhoeal disease control; it was admitted into official
relations with WHO in January 1993. WHO is cooperating with La Leche League (Europe) in planning
its first regional meeting, which is scheduled for Vienna in July 1994.

1

BFHI News is produced by the Division of information, UNICEF, 2 United Nations Plaza, H-9F, New York,
NY, 10017, USA.
2

World Alliance for Breastfeeding Action, P.O. Box 1200, 10850 Penang, Malaysia.

3

La Leche League International, P.O. Box 1209, Franklin Park, Illinois 60131-8209, USA.
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Professional and other technical bodies
31.
In response to growing concern about a decline in the practice of breast-feeding, the International
Confederation of Midwives (ICM) 1 adopted a policy at its international congress in Sydney in 1984 that
spelled out the "great and urgent need for midwives to work much harder to increase the number of babies
being breast-fed". Particular emphasis was given to the right of all babies to be breast-fed for at least the
first six months of life; the right of all mothers to proper advice，help, encouragement and counselling for
successful breast-feeding; the right of all families to accurate information about all aspects of breastfeeding; and the unique and vital role of the midwife in promoting breast-feeding. The Confederation's
Executive Committee reiterated these principles in Vancouver in May 1993 "as an important child survival
strategy" with important "health advantages for the mother", while urging midwives to promote breastfeeding and assist mothers in achieving success through education and practical advice; encouraging
provision of facilities for women to continue breast-feeding; and educating other health care professionals,
students of midwifery and auxiliary health workers about the art and practice of breast-feeding.
32.
The nearly 3000 members of the International Lactation Consultant Association (ILCA) 2 in 25
countries on five continents are lactation consultants, lay breast-feeding counsellors, and professionals in
various fields that provide continuing education in breast-feeding. The Association was admitted into
official relations with WHO in January 1993 in view of its continuing collaboration with a number of
technical programmes, in particular, nutrition and diarrhoeal disease control. It is collaborating in the
Baby-friendly Hospital Initiative's activities, particularly in training and assessment; it also contributes to
WHO documents and publications, and acts as an advocate for universal implementation of the
International Code.
33.
Since 1984 many members of both the Association and La Leche League International - but also
physicians in private practice, nurses, midwives and others - have achieved formal certification as lactation
consultants by the International Board of Lactation Consultant Examiners. 3 This title conveys not only
the message that the individual is supportive of breast-feeding but also that she or he is skilled in the
technical management of the non-medical breast-feeding problems that are the primary causes of lactation
failure. By September 1993 a total of nearly 4000 people in 30 countries had been certified. In July 1994
the certification exam is to be offered in some 40 sites in the USA, 7 in Canada, 5 in Europe, 10 in
Australia, 2 in New Zealand, and one each in Colombia, Hong Kong, Singapore, South Africa and
Zimbabwe, whether in Dutch, English, French, German, or Spanish.

Breast-feeding and child-spacing4
34.
WHO and the Institute of Reproductive Health at Georgetown University, a WHO collaborating
centre, are preparing a consolidated review of studies on breast-feeding and fertility undertaken in 10
countries, based on the WHO simplified methodology. 5 The objectives are to report on experiences in

1

A nongovernmental organization in official relations with WHO: International Confederation of Midwives,
10 Barley Mow Passage, Chiswick, London W4 4PH, United Kingdom.
2

International Lactation Consultant Association，201 Brown Avenue, Evanston, Illinois 60202-3601, USA.

3

International Board of Lactation Consultant Examiners, Inc. (2315 Wickersham Cove, Germantown, Tennessee
38139, USA) is a non-profit corporation established to develop and administer a voluntary certification programme
for lactation consultants.
4

See also Breastfeeding and child-spacing, FACTS ABOUT INFANT FEEDING, No. 2，November 1992 (English,
French and Spanish). FACTS is a medium for conveying the results of the collaborative activities of WHO，s global
working group on infant feeding (paragraph 5) to both the international health community and the general public.
Contact: Division of Diarrhoeal and Acute Respiratory Disease Control, WHO, 1211 Geneva 27, Switzerland.
5

WHO simplified methodology for community-based calculation of the proportion of mothers at risk of
conception by breast-feeding status (document MCH/85.15 Rev.l).
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using the methodology and to determine what changes may be required in the light of experience. With
the assistance of the Institute and the financial support of UNFPA，WHO has prepared a booklet for health
workers responsible for educating and counselling women and couples about natural methods of fertility
regulation for family planning.1

Exploring the economics of breast-feeding
35.
Instituting universal breast-feeding and rooming-in in the maternity ward of the Jose Fabella
Memorial Hospital in Manila, with its daily newborn census of 320 babies and daily average of 100
deliveries, resulted in savings the first year equal to 8% of the hospital's entire budget. This and other
examples of cost-effective changes in health care routines, in keeping with the principles of the Babyfriendly Hospital Initiative, suggest the utility of assessing the financial costs and direct savings related to
breast-feeding practices in maternity wards and hospitals. WHO proposes that this be done by developing
a simple framework for assessing the direct monetary costs of breast-feeding practices in relation to the
costs of "standard" nursery and bottle-feeding facilities. The primary target would be administrators and
managers of individual facilities，and the overall objective would be to provide health managers with a tool
to assist operational decision-making and organizational planning.
Data collection for intra- and
inter-country comparisons of the costs and direct savings of breast-feeding practices would be a secondary
objective. To the extent that resources permit，WHO is prepared to develop guidelines for this purpose，
in consultation with UNICEF and others concerned.
36. As epidemiologists sharpen their tools and improve their skills for understanding the effects of feeding
mode on child health and development, health economists should increase their contribution by
incorporating this experience in their calculations. Analyses of costs relating to infant-feeding mode too
frequently stop at counting cans of formula and the value of related paraphernalia and calculating the time
it takes a mother or child-minder to prepare and feed a breast-milk substitute. Information from developed
and developing countries alike indicates that the cost-effectiveness equation of breast-feeding versus
artificial feeding is considerably more complex.
37.
Significantly lower infectious-disease morbidity and reduced allergies in children with a family history
of atopic disease are two of breast-feeding's numerous advantages demonstrated in developed countries.
Mounting evidence of breast-feeding's positive effect on health points to a practical but neglected means
of lowering health care costs in these same environments. According to the United States National Center
for Health Statistics, every year children in the USA make an estimated 87.4 million visits to paediatricians.
More than 23 million of these are for just three symptoms - cough, fever and earache - which are among
the conditions that breast-feeding helps to prevent or diminish. Health authorities in the State of Florida
(USA) estimate that as much as US$ 25 million can be saved annually in health- and welfare-payments to
mothers and children if the state's new breast-feeding support legislation (paragraph 23) meets its objective.
One can only begin to speculate about the implications of better development, at different ages，among
breast-fed children born pre-term compared with a control fed artificially.2 The fact that whole generations
of infants in industrialized countries are being nourished "successfully" on infant formula does not mean
that the effects on their health and development, and the related costs to all concerned, have been fully
understood.
38.
As noted in the Eighth report on the world health situation,2 of the 140 million babies born each year,
almost 4 million die within hours or days from perinatal causes. Approximately 95% of these deaths occur
in developing countries. Acute respiratory infections are estimated to be the first cause of childhood

1

Natural family planning: what health workers need to know (document WHO/MCH/FPP/93.2, English only).

2

Lucas, A. et al. Breast milk and subsequent intelligence quotient in children born preterm. Lancet, 339:
261-264 (1992).
3

Implementation of the Global Strategy for Health for All by the Year 2000, second evaluation: eighth report on t

world health situation. Volume 1: Global Review. World Health Organization, Geneva, 1993.
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mortality, claiming 4.3 million lives of children under the age of five annually. Almost 20%, or 800 000，of
these deaths are due to pneumonia in the neonatal period. Diarrhoeal diseases remain a major cause of
morbidity and mortality in infants and young children, resulting in 1500 million episodes of illness and more
than 3 million deaths each year in children under five years of age. The terrible waste in human lives and
resulting anguish to families are among the several "costs" to which inappropriate feeding practices greatly
contribute. WHO estimates that some 1.5 million infant deaths every year could be averted through
effective breast-feeding.
39. There are also a number of important short- and longer-term economic implications of breast-feeding
where mothers are concerned. Breast-feeding protects a mother's health by reducing the risk of after-birth
bleeding when suckling starts within the first hour，by helping to protect her against ovarian and breast
cancer, by reducing her risk of anaemia, and by helping to space births when she fully breast-feeds and thus
remains amenorrhoeic (paragraph 34). An analysis of what these multiple advantages - or their absence mean in purely economic terms would do much to enhance understanding about the relative advantages
of infant-feeding modes and their financial and other implications, as much for the individual parent, child,
family and employer (paragraphs 63-67), as for society as a whole.

Breast-feeding and human immunodeficiency virus (HIV)
40.
With the increasing prevalence of HIV infection around the world, more and more women of childbearing age are becoming infected and hence are capable of passing the infection on to their unborn or
newborn babies. Roughly one-third of babies born to HIV-infected mothers become infected. Much of this
mother-to-baby transmission occurs during pregnancy and delivery, although recent data confirm that some
of it occurs through breast-feeding.
41.
WHO and UNICEF jointly convened a technical consultation in 1992 to consider all available data
on HIV transmission and breast-feeding. The consultation concluded1 that where infectious disease and
malnutrition are the main cause of infant deaths and the infant mortality rate is high，the usual advice given
to mothers should be that they breast-feed their babies. This is because their baby's risk of HIV infection
through breast milk is likely to be lower than the risk of death from other causes if the baby is not breastfed. Women in these circumstances who know they are HIV-infected, and for whom alternative feeding
might be an appropriate option, should seek advice from their health-care providers in making their
decision on how to feed their infants most safely. On the other hand，in circumstances where the main
cause of death during infancy is not infectious disease and the infant mortality rate is low, the consultation
concluded that the usual advice to pregnant women known to be infected with HIV should be to use a safe
feeding alternative for their baby rather than to breast-feed; voluntary and confidential HIV testing,
including pre- and post-testing counselling, should be available to the women, and they should be
encouraged to seek testing before delivery.

1

Consensus Statement from the WHO/UNICEF Consultation on HIV Transmission and Breast-feeding (Geneva,
30 April - 1 May 1992). Weekly Epidemiological Record’ 67: 177-184 (1992).
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PROMOTION AND SUPPORT OF APPROPRIATE AND TIMELY COMPLEMENTARY
FEEDING (WEANING) PRACTICES WITH THE USE OF LOCAL FOOD RESOURCES
Exclusive breast-feeding as an infant-feeding ideal: understanding better the scientific
basis
42. The concept of "exclusive breast-feeding" - giving an infant no other food or liquid than breast milk,
not even water, during the first four to six months of life1 • is anchored in the Innocenti Declaration
(paragraph 26). Unfortunately, however, exclusive breast-feeding during the first half-year of life remains
an elusive goal in many even of the environments most favourable to breast-feeding (Table 3). Parents and
health workers alike, even when convinced that this is the theoretical norm, may have considerable difficulty
in applying it in everyday behaviour, whether because tradition dictates that infants receive other liquids
or foods during this period, out of ignorance of an infant's true nutritional requirements, or owing to other
limiting social or economic factors. The result, at any rate，is greater - often significantly greater - infant
morbidity and mortality in this age group than would be expected if infants were exclusively breast-fed
during the entire four- to six-month period.

TABLE 3. PERCENTAGE OF INFANTS EXCLUSIVELY BREAST-FED FOR
UP TO THREE MONTHS, IN SELECTED DEVELOPING COUNTRIES

%
Burundi
Uganda
Bolivia
Morocco
Botswana
Indonesia
Mexico
Egypt
Jamaica
Jordan
Peru
Source:

-

89
70
59
48
41
39
38
38
35
32
32

Demographic and Health Surveys and WHO.

43.
Important additional scientific evidence is now available based on two years of preparatory work by
an expert committee on the use and interpretation of anthropometry, which WHO convened (Geneva,
1-8 November 1993) to consider major outstanding issues, including reference data on pregnant and
lactating women, fetal growth, infants, children, adolescents, adults，and the elderly, and guidelines for their
use and interpretation. 2 The work of the committee's subcommittee on infants strongly suggests that the
present WHO growth reference for infants, which is based on a predominantly bottle-fed population, is
inappropriate and that its application interferes with the promotion of exclusive breast-feeding for the first
four to six months of life.

1
For a summary of WHO recommendations on breast-feeding and the giving of supplementary fluids, see Breastfeeding and the use of water and teas, FACTS ABOUT INFANT FEEDING, No. 1，August 1992. See also

Recommended length of exclusive breastfeeding, age of introduction of complementary foods and the weanling dilemm
(document WHO/CDD/EPD/92.5).
2

Physical status: the use and interpretation of anthropometry. Report of an expert committee. Geneva, World

Health Organization (in preparation).
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44.
In reviewing published growth data on infants for whom WHO feeding recommendations are followed
and who live under favourable conditions, the subcommittee found significant differences between the
growth patterns of these infants and the pattern reflected in the current international reference. One of
the negative consequences of such comparisons is that breast-feeding mothers and health-care providers
can easily misinterpret as faltering growth the normal pattern of growth of breast-fed infants. This can lead
to the premature introduction of solid foods and the erroneous information of mothers that their breast
milk is not adequate to meet their infants，nutritional requirements. The result is a twofold risk to children:
increased morbidity and mortality from infectious diseases, particularly where living conditions are
characterized by poor environmental sanitation and overcrowding; and compromised nutritional status.
Alternatively, health practitioners may misinterpret true growth failure in a breast-fed infant as the "normal
negative deviation" in growth expected when breast-fed infants are compared to the present reference
population. Given the short- and long-term consequences of growth failure，the dangers both of the
premature introduction of other foods and their undue delay - often described as the "weanling's dilemma"merit continued close investigation. Using the present WHO reference data appears to accentuate the
difficulties of avoiding both these extremes rather than helping to ensure optimal infant nutritional
management. The need for a revised reference thus seems clear; collection of the information needed to
complete its development should proceed with all deliberate speed.

Food safety issues in infant and young child feeding
45.
In order to raise awareness of the importance of food safety for preventing diarrhoea, WHO has
prepared a comprehensive review1 of the role of food in transmitting diarrhoeal agents. A recent WHO
document provides basic principles for safe preparation of foods for infants and young children.2 As a
follow-up to a 1987 consultation on health education in food safety, a methodology to ensure food-safetyconscious behaviour has been tested in pilot projects in Argentina, Guatemala, Indonesia, Pakistan, Peru
and Venezuela. 3 Within the framework of the Joint F A O / W H O Food Standards Programme, the Codex
Alimentarius Commission in 1991 adopted Guidelines for formulated supplementary foods for older infants

and young children.

46.
Monitoring the presence of mycotoxins，pesticide residues and industrial pollutants in breast milk and
other foods for children is important in view of the association between ingestion of contaminants, to which
infants and children may be particularly sensitive, and acute and chronic noncommunicable diseases. WHO,
in collaboration with UNEP and FAO, is implementing the Food Contamination Monitoring and
Assessment Programme (GEMS/Food). The objective: provide governments，and institutions and bodies
concerned，with accurate up-to-date information on levels and trends of contaminants in food, their
contribution to total human exposure, and their significance for public health and trade.4 WHO is also
preparing a review of the level of chemical contaminants in breast milk to provide governments with a basis
for taking appropriate action to protect infants and children.
47.
Interest in traditional food-processing technology, as it relates to weaning foods, lies in the potential
for reducing contamination by pathogens and for increasing energy density. WHO has prepared a critical

1

Motarjemi, Y. et al. Contaminated weaning food: a major risk factor for diarrhoea and associated
malnutrition. Bulletin of the World Health Organization, 71(1): 79-92 (1993). Available in English, French and
Spanish from the Food Safety unit, WHO, Geneva. See also issue No. 3 (April 1993) of FACTS ABOUT INFANT
FEEDING, which presents a summary of the main points.
2

Contaminated food: a hazard for the very young. World health fomm (in preparation).

3

Application of the Hazard Analysis Critical Point system for the improvement of food safety. WHO-supported case
studies on food prepared in homes, at street-vending operations and in cottage industries (document

WHO/HPP/FOS/93.1, English only).
4

For information on estimated total dietary intakes during the 1980s of pesticides, PCBs, lead, cadmium and

mercury, see Assessment of dietary intake of chemical contaminants (document WHO/НРР/FOS/92.6).
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review1 of existing knowledge in this regard, with particular reference to malting and fermentation,
including an examination of their prevalence, their effectiveness in increasing energy density, and their
acceptability. A WHO-supported study in north-eastern Brazil examined infant-feeding practices in a poor,
periurban population, and their relation to the prevention and control of diarrhoea.

Research on infant and young child feeding
48.
WHO supports a geographically broad and technically varied programme of research on approaches
to promoting improved feeding practices and nutrition. Studies have been completed, or are under way,
in the areas of breast-feeding, complementary feeding practices, and supplementation with vitamin A and
other micronutrients. For example, a review2 of available information on the timing of complementary
feeding, completed in 1992, confirmed the validity of the recommendation of a four to six month range
based on the growth and development needs of the individual infant. At the same time, however, the
review signalled the importance of continued study to improve understanding of the risks and benefits of
beginning complementary feeding between four and six months of age. In 1993 an informal consultation
was held to determine research priorities in complementary feeding. 3

STRENGTHENING OF EDUCATION, TRAINING AND INFORMATION ON INFANT AND
YOUNG CHILD FEEDING
Training activities linked to the Baby-friendly Hospital Initiative
49.
WHO considers training health workers and administrators to be one of the most effective means of
meeting the Innocenti Declaration's second operational target - application by all maternity services of the
principles laid down in the W H O / U N I C E F statement on breast-feeding and the role of maternity services.
Building on the foundations of the Initiative, WHO is striving to develop an overall training strategy for
breast-feeding and lactation management, in close collaboration with UNICEF and other interested agencies
and organizations. The aim is to contribute to the creation of a critical mass of trained trainers and staff,
in breast-feeding and lactation management, by focusing on support, in countries and regions, to major
maternity hospitals and institutions responsible for maternal and child health.
50.
Since 1991 WHO, in cooperation with UNICEF，has been preparing a 40-hour course in breastfeeding counselling for health workers who are responsible for the care of mothers and young children in
health centres, maternity facilities and hospitals.4 The focus is on the clinical and interpersonal skills
needed to support mothers td breast-feed successfully. Lectures and clinical practice alternate with
demonstrations, small-group sessions and role-play. The course is structured based on experience showing
that 40 hours is the minimum time required to make significant changes in health workers' attitudes and
improve their practices. The course was pre-tested first in the Philippines，and then in Jamaica and
Bangladesh, preceded by a five-day preparatory session for four or five local trainers, who then conducted
the course under supervision. The first formal course in a country was held in the Islamic Republic of Iran
in December 1993. In addition to furthering the Baby-friendly Hospital Initiative, the course is suited to

1

Ashworth, A. & Draper, A. The potential of traditional technologies for increasing the energy density of weaning

foods (document WHO/CDD/EDP/92.4).
2

Recommended length of exclusive breastfeeding, age of introduction of complementary foods and the weanling

dilemma (document WHO/CDD/EPD/92.5).
3

Report on the joint CDD/NUT informal consultation: improving complementary feeding practices for the

prevention of diarrhoea (unpublished document).
4

Breastfeeding counselling: a training course (documents WHO/CDR/93.3-93.6; French and Spanish in
preparation).
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providing a more specialized cadre of health workers with skills that will enable them to help mothers
throughout the two years or more of the recommended period of breast-feeding.
51. WHO and UNICEF, in collaboration with Wellstart International (a WHO collaborating centre) and
the World Alliance for Breastfeeding Action (paragraph 29), organized a workshop on lactation
management and the Baby-friendly Hospital Initiative for participants from eastern and central European
countries (Saint Petersburg, August-September 1993). Policy-makers, health professionals, researchers,
experts in lactation management and members of mother-support groups - 60 persons from 24 countries •
took part in three consecutive sessions: one to train a cadre to assist other countries; one to identify and
fill gaps in knowledge of lactation management; and one to introduce the Initiative. The workshop also
provided an opportunity to prepare Russian-language editions of two popular WHO publications, the joint
WHO/UNICEF statement on breast-feeding and the role of maternity services (paragraph 58) and Infant
feeding: the physiological basis (paragraph 59), the latter with funds from the United States Agency for
International Development (USAID) provided through Wellstart International. To ensure sustained
momentum following the Saint Petersburg workshop, immediate follow-up included the consideration of
hospitals in Belarus, the Russian Federation and the Ukraine as demonstration sites for implementation
of the Initiative. Two UNICEF/WHO workshops for staff from these institutions on lactation management
and the Initiative are scheduled to be given in early 1994 by a Polish nongovernmental organization,
EKO ОКО, at the Institute for Mother and Child in Warsaw, a WHO collaborating centre.
52. Thirty-five doctors, nurses, midwives and nutritionists in Lebanon also received training in lactation
management and the Baby-friendly Hospital Initiative, with support from UNICEF and WHO, during an
80-hour course the curriculum for which was established by the International Baby Food Action Network
(IBFAN) 1 and UNICEF. Much relevant information and educational material is now available in Arabic,
including a video film produced by UNICEF Beirut. Another WHO/UNICEF-supported training session
took place in China in 1992 in preparation for the first round of hospital assessments (paragraph 27)，in
support of the Government's goal of a national rate of 80% for exclusive breast-feeding during the first four
to six months of life by the year 2000. In 1992-1993 WHO also provided technical support for training on
the Initiative in Egypt, Jordan and the Philippines, and helped to establish a regional lactation management
training centre in the Philippines for the Western Pacific; centres for French-speaking Africa and the
Eastern Mediterranean are being found. In 1993 WHO sponsored several participants at the four-week
advanced breast-feeding and lactation management course at the Institute of Child Health in London
(United Kingdom), which is a WHO collaborating centre, and a WHO staff member served on the faculty.

Information for decision-making
Monitoring trends in the prevalence and duration of breast-feeding
53. As part of its global nutrition surveillance activities, WHO gathers and periodically publishes
information on the worldwide prevalence and duration of breast-feeding. These data are used to review
global, regional and national breast-feeding trends, their implications for fertility and child-spacing
(paragraph 34), and their relation to child morbidity and mortality. The breast-feeding data bank,2 with
information from over 2000 surveys, studies and review articles covering 156 countries and territories, was
until recently structured according to the following indicators: prevalence of breast-feeding (once or more),

1
The International Baby Food Action Network (IBFAN) is a worldwide coalition of citizen groups working for
better infant health through the promotion of breast-feeding and elimination of inappropriate marketing and
distribution of breast-milk substitutes, bottles and teats. Founded in 1979, IBFAN now counts more than 140
member organizations in 70 countries.
2

The data bank is managed by the Nutrition unit, WHO, 1211 Geneva 27，Switzerland, in close collaboration with
the Division of Diarrhoeal and Acute Respiratory Disease Control, the Maternal and Child Health unit, and the
Expanded Programme on Immunization. Contributions and inquiries are welcome.
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median duration of breast-feeding, and proportion of children breast-fed at 3, 6, 12, 18 and 24 months of
age.
54. A major obstacle to collecting data on the prevalence and duration of breast-feeding has been the lack
of uniformity in nomenclature and indicators used to define and describe infant-feeding modes. Significant
progress in removing this primary methodological stumbling-block has been achieved since 1990 with the
development of standard breast-feeding indicators and methods for using them to collect accurate data from
households1 and in health care facilities2 (see box below). The indicators are being field-tested while the
methodology for their measurement is further refined. Meanwhile, the partners in their development WHO, UNICEF, the Swedish International Development Authority (SIDA), and USAID - are promoting
their worldwide adoption to facilitate comparison of data from different periods in a given country and to
increase confidence among programme managers about success achieved in altering attitudes and practices.
55. In June 1993 Wellstart International�ExpandedProgram on Breastfeeding hosted, on WHO，s behalf,
a meeting to assess monitoring of breast-feeding trends and to decide on future action.3 Based on a
consensus in favour of WHO's retaining and reinforcing its responsibility for monitoring breast-feeding
trends, a thorough review and restructuring of its data bank are now under way thanks in part to funds
provided by USAID. In addition to introducing the new indicators, this includes redefining and expanding
the system's scope, list of products and users, and preparing appropriate user documentation for wide
dissemination in English, French and Spanish. A four-year period has been set to facilitate full transition
from the old to the new data banks.
56. WHO is also operating data banks in anthropometry (paragraphs 42-44), iodine deficiency (paragraph
8)，nutritional anaemia in women (paragraph 12)，vitamin A deficiency (paragraphs 9-11), and low birth
weight.

Formulating infant-feeding policy
57. WHO's cooperation with UNICEF in the field of infant and young child feeding, with support from
bilateral development agencies such as SIDA and USAID, led to the convening of a technical meeting
(Geneva, June 1990) to review the scientific basis of breast-feeding strategies and experience with them.
Topics included breast-feeding prevalence and trends, health care systems and practices, lactation
management training, mother support groups，information, education and training, and women, work and
breast-feeding (paragraphs 63-67). A summary of the meeting's discussions and relevant recommendations
is now available in a single volume.4

1

Indicators for assessing breast-feeding practices (document WHO/CDD/SER/91.14, English and French).

2

Indicators for assessing health facility practices thai affect breastfeeding (document WHO/CDR/93.1, English;
French in preparation).
3

Participants included UNICEF, Demographic and Health Surveys, International Science and Technology
Institute, La Leche League International, American Public Health Association, Institute for Reproductive Health, and
USAID.
4

Saadeh, R. et al. Breast-feeding: the technical basis and recommendations for action. Geneva, World Health
Organization (document WHO/NUT/MCH/93.1 ).
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Indicators for assessing health facility practices
that affect breast-feeding

Breast-feeding indicators derived from households
Exclusive breast-feeding rate
Proportion of infants less than 4 months of age who
are exclusively breast-fed

Exclusively breast-fed by natural mother rate
Number of infants exclusively breast-fed by
their natural mothers from birth to discharge
no. of infants discharged

Infants <4 months (<120 days) of age who were
exclusively breast-fed in the last 24 hours
Infants <4 months (<120 days) of age

Breast-milk substitutes and supplies receipt rate

Predominant breast-feeding rate
Proportion of infants less than 4 months of age who
are predominantly breast-fed

Number of mothers who received
breast-milk substitutes, infant-feeding bottles, or
teats at any time prior to discharge
or during a prenatal visit to this facility
no. of mothers discharged

Infants <4 months (<120 days) of age who were
predominantlv breast-fed in the last 24 hours
Infants <4 months (<120 days) of age

Bottle-fed rate

Timely complementary feeding rate
：Proportion of infants 6-9 months of age who are
receiving breast milk and complementary foods

Number of infants who received any food or
drink from a bottle in 24 hours prior to discharge
no. of infants discharged

Infants 6-9 months (180-299 days) of age who
received complementary foods in addition
to breast milk in the last 24 hours
Infants 6-9 months of age (180-299 days) of age

Rooming-in rate

Continued breast-feeding rate (1 year)
Proportion of children 12-15 months of age who are
breast-feeding

Number of infants rooming-in 24 hours a day,
beginning within 1 hr of birth, not separated
from mother for more than 1 hr at anv time
no. of infants discharged

Children 12-15 months of age who
were breast-fed in the last 24 hours
Children 12-15 months of age

Breast-fed rate

Continued breast-feeding rate (2 years)
Proportion of children 20-23 months of age who are
breast-feeding

Number of infants breast-feeding
in 24 hours prior to discharge
no. of infants discharged

Children 20-23 months of age who
were breast-fed in the last 24 hours
Children 20-23 months of age
Bottle-feeding rate
Proportion of infants less than 12 months of age who
are receiving any food or drink from a bottle

Timely first-suckling rate

Number of infants who first
sucklcd within 1 hour of birth
no. of infants discharged

Infants <12 months (<366 days) of age who
were bottle-fed in the last 24 hours
Infants < 12 months (366 days) of age

Exclusively breast-milk fed rate

•

Number of infants exclusively breast-milk
fed from birth to discharge
no. of infants discharged
Pacifier use rate

Number of infants who received
pacifiers at anv time prior to discharge
no. of infants discharged
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58. Just four years after the appearance of the joint W H O / U N I C E F statement on breast-feeding and
maternity services,1 which is the centrepiece for the Baby-friendly Hospital Initiative，it is available, or in
preparation, in more than 40 language editions.2 Nearly half a million copies are in print, including 100 000
in English, 40 000 each in French and Spanish, and 12 000 in Russian. Particularly satisfying is the large
number of non-traditional language editions, for example from central and eastern Europe and developing
countries, including eight from the Indian sub-continent, that are being distributed and used in connection
with promotion and training activities for the Initiative.
59.
In July 1990 WHO published a review of the scientific evidence for dealing with the many questions
concerning the appropriate feeding of infants during the first year of life that includes more than
500 references to the literature. The book is now available, or in preparation, in 13 language editions.3
It is on the list of standard reference works of several organizations, including the Indonesian Society for
Perinatology, the Australian Lactation Consultant Association, the International Lactation Consultant
Association (paragraph 32), and the International Board of Lactation Consultant Examiners (paragraph 33).
The University of Belgrade Medical School is using it as a paediatric textbook.
60. Advances in understanding the importance of vitamin A (paragraphs 9-11) in the broader realm of
child health and survival’ and renewed commitment by national health authorities and international
organizations and bodies provided the impetus for preparing a third revised and expanded edition of
WHO's best-selling field manual for assessing vitamin A deficiency. 4

Review of the breast-feeding content of medical textbooks
61. Together with IBFAN and the Institute for Reproductive Health at Georgetown University,
Washington, D.C., a WHO collaborating centre, WHO has undertaken a desk review of the breast-feeding
content of the main medical textbooks in use around the world. Information on breast-feeding from 23 of
them was analysed in the light of the latest scientific information and actual clinical experience. Preliminary
results show an alarming gap between the two and thus a pressing need to revise and update textbooks
accordingly. A final report is expected by mid-1994; on this basis, publishers, editors and authors of
selected textbooks will be approached to inform them of the study's findings and recommendations, and to
enlist their support in making appropriate changes in future editions. In order to help ensure the success
of this exercise, the International Federation of Gynecology and Obstetrics, the International Pediatric
Association, and the International Confederation of Midwives (paragraph 31) - all organizations in official
relations with WHO - are being asked for support during the next phase.

1

Protecting, promoting and supporting breast-feeding: the special role of maternity services. A joint

WHO/UNICEF statement. Geneva, World Health Organization, 1989.
2

Arabic, Assamese, Bengali, Catalan, Chinese, Czech, Danish, Dutch, English (including the WHO original, a
South African reprint, and reproduction in two medical journals), Farsi, Finnish, French, German, Greek, Hungarian,
Bahasa Indonesia, Italian, Japanese, Kannada，Kiswahili, Korean, Lithuanian, Malay, Malayalam, Nepali, Oriya,
Polish, Portuguese, Romanian, Russian, Serbo-Croatian，Sindhi, Slovak, Spanish, Swedish, Tamil, Telugu, Thai,
Turkish, Ukrainian, and Vietnamese.
3

Infant feeding: the physiological basis, Akrc, J. (ed.). Supplement to Vol. 67 (1989) of the Bulletin of the World
Health Organization. Geneva, World Health Organization, 1990. Arabic, Bengali, English, Farsi, French, German,
Bahasa Indonesia, Polish, Portuguese, Russian, Serbian, Spanish, and Swedish.
4

Sommer, A. Vitamin A deficiency and its conséquences: a field guide to their detection and control. Third

edition. Geneva, World Health Organization (English, Frcnch and Spanish editions in preparation).
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DEVELOPMENT OF SUPPORT FOR IMPROVED HEALTH AND SOCIAL STATUS OF
WOMEN IN RELATION TO INFANT AND YOUNG CHILD FEEDING
Incorporating women's health and related issues into WHO programmes
62.
Within WHO, as outside, interest is growing in the links between women's health, the health of
families and communities, and the social and economic development of societies. Neglect of women's
health stems from a failure to recognize，or to take into account, specific needs, whether determined by the
physiological differences between men and women or cultural norms that may contribute to social and
economic inequalities between the sexes. These issues are being taken up by many WHO programmes,
individually or collectively, in response to the policy decisions of the governing bodies. Institutional
mechanisms have been put in place to strengthen the Organization's contribution to improving the status
of women, including designation of focal points on "Women, health and development” at headquarters and
in each of the six regional offices. The headquarters focal point serves as moderator of an inter-divisional
steering committee, which strives to maximize the impact of eleven global programmes in meeting the
health needs of women. Most recently, the Forty-fifth World Health Assembly established a Global
Commission on Women's Health. The fruit of these many efforts has important implications for women,
and for the health and nutrition of families，particularly infants and children.

Women, work and breast-feeding
63.
On a number of occasions since 1948 the World Health Assembly has urged the Organization's
Member States to enforce existing, or adopt new, measures to promote and facilitate breast-feeding among
employed women. In May 1992 the Health Assembly requested the Director-General to consider, in
collaboration with the International Labour Organisation, the options available in the health and other
interested sectors for reinforcing the protection of women in the workplace in view of their maternal
responsibilities (resolution WHA45.34).
64. This was considered a timely request. Once before - in 1952, in collaboration with WHO - ILO
reviewed and updated its original 1919 standard dealing with maternity protection by adopting
Convention 103 and Recommendation 95. A second review and updating process was under way, and
WHO had been invited to contribute to ILO's law-and-practice report that was to launch the tripartite government, employer and worker - consultation process. However, at its 257th session in November 1993,
the Governing Body of the International Labour Office decided not to retain a proposal submitted to it by
the Office to include a revision of Convention 103 and Recommendation 95 on the agenda of the 1995
session of the International Labour Conference. This decision notwithstanding, cooperation with ILO
continues in an effort to inform all parties concerned about the multiple benefits of breast-feeding for
infants and mothers, and the implications for maternity protection in the workplace.
65.
In a special message on the occasion of World Breastfeeding Week 1993 (paragraph 29), the theme
of which was creating a "mother-friendly" workplace, the Director-General emphasized the importance of
alerting the social partners to the advances in scientific knowledge and practical understanding of
breast-feeding's function in promoting human health and development, and to the implications for social
policy. Maternity protection in the workplace - and specifically the promotion of breast-feeding - assume
greater significance than the relatively limited functions of nutrition and child care originally appeared to
suggest. As employers strive to contain costs, they should be careful to take into account the 'Value added"
by social measures on behalf of women workers, such as adequate maternity leave, flexible working
schedules, job-sharing, and child-care facilities at or near the workplace. These measures increase
satisfaction and productivity, reduce turnover，absenteeism and tardiness，and improve loyalty and morale.
And to the extent that they enhance opportunities for employed women to continue breast-feeding, there
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is a real opportunity for employers to reduce their health costs (paragraphs 35-39). Working outside the
home and breast-feeding are compatible when a mother has the support of her family and her employer.1
66.
On 19 October 1992 the Council of the European Communities adopted Council Directive
92/85/EEC 2 on the introduction of measures to encourage improvements in the safety and health at work
of pregnant workers and workers who have recently given birth or are breast-feeding. According to the
Directive pregnant workers, workers who have recently given birth or who are breast-feeding "must be
considered a specific risk group in many respects, and measures must be taken with regard to their safety
and health". Their protection should nevertheless not "work to the detriment of directives concerning equal
treatment for men and women".
Operative articles cover inter alia protection of pregnant and
breast-feeding workers from performing duties for which an assessment has revealed a risk of exposure that
would jeopardize safety or health, to agents and working conditions listed in an annex; exemption from
performing night work during pregnancy and for a period following childbirth; measures to ensure that
workers "are entitled to a continuous period of maternity leave of at least 14 weeks allocated before and/or
after confinement in accordance with national legislation and/or practice"; and time off, with no loss of
pay, for antenatal examinations; prohibition of dismissal; and protection of employment rights.
Compliance with the Directive is required not later than October 1994.
67. The Breastfeeding Promotion Committee of the Healthy Mothers, Healthy Babies Coalition in the
USA (paragraph 27) produced in 1993 an attractive information folder 3 providing practical examples of
what a number of large private corporations and government agencies are doing to create a work
environment that is supportive of breast-feeding. Emphasizing the benefits both to employers and to
mothers and their children, the folder provides practical tips about helping breast-feeding employees and
a list of resources for breast-feeding education, management and support. As reported earlier, the 1992
amendment to the Child Nutrition Act in the USA may include providing funds to employers to assist in
the distribution of breast pumps to breast-feeding women (paragraph 22).

APPROPRIATE MARKETING AND DISTRIBUTION OF BREAST-MILK SUBSTITUTES
68. The Thirty-fourth World Health Assembly in May 1981 adopted the International Code of Marketing
of Breast-milk Substitutes4 in the form of a recommendation and urged all Member States inter alia to
translate it into national legislation, regulations or other suitable measures; to involve all concerned parties
in its implementation; and to monitor compliance with it.
69. The International Code provides for regular reporting to the Director-General (Article 11，
paragraph 6) and by the Director-General to the Health Assembly (Article 11，paragraph 7) on the status
of its implementation.
In addition, the Thirty-fourth World Health Assembly requested the
Director-General to report to the Health Assembly in May 1983 on the status of compliance with the Code
at country, regional and global levels, and to make proposals for action, if necessary. Accordingly, the
Director-General reported to the Thirty-fifth, Thirty-seventh, Thirty-ninth，Forty-first, Forty-third and Fortyfifth World Health Assemblies (in 1982, 1984，1986’ 1988，1990 and 1992)5 on steps taken by Member

1

See chapter 6, "Women, work and breast-feeding", in Breast-feeding: the technical basis and recommendations for
action, op. cit., pp. 93-112.
2

International Digest of Health Legislation, 44(1): 34-38 (1993).

3

What gives these companies a competitive edge? National Healthy Mothers, Healthy Babies Coalition,
409 12th Street, S.W., Washington, D.C. 20024, USA.
4

Resolution WHA34.22 and document WHA34/1981/REC/1, Annex 3.

5

Respectively, documents WHA35/1982/REC/1, Annex 5; WHA37/1984/REC/1, Annex 5, part II;
WHA39/1986/REC/1, Annex 6，part 1; EB81/1988/REC/1, Annex 10; WHA43/1990/REC/1, Annex 1; and
WHA45/1992/REC/1, Annex 9.
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States to give effect to the Code, and to the Thirty-sixth World Health Assembly (in 1983)1 on the status
of compliance with it. The following is thus the eighth report on the subject, as well as the seventh
consecutive biennial report, since the Code's adoption 13 years ago.
70. As in previous reports, most of the following information has been provided by Member States
themselves, whether in direct communications to the Director-General，via the regional offices and regional
committees, or in statements made by their representatives. Information presented in each report is
cumulative; an overall picture may thus be obtained by referring to previous reports, which provide a
detailed account of the steps taken by more than 160 countries and territories - individually, and in some
cases collectively, through regional and interregional forums. Relevant information from progress reports
between 1982 and 1990 has been combined into a single document. 2 Complementing this synthesis is a
second paper3 that focuses on the Code's individual articles and describes how each has been given
expression through national legislation and other suitable measures.

African Region
71.
In Burkina Faso the importation and sale of feeding bottles and teats has been governed by legal
provisions since 1970，while regulations concerning the packaging and labelling of breast-milk substitutes
were promulgated in 1987. In 1991-1992 a multisectoral committee, including representatives of authorities
for health, justice, trade, information, and finance, examined steps to be taken to give effect to the
International Code in the light of evolving circumstances. With support from the IBFAN Code
Documentation Centre (paragraph 124), a draft national code governing the sale, distribution, promotion,
labelling, availability and quality of breast-milk substitutes was prepared，and approved by the Council of
Ministers on 28 July 1993.
72. As one of a number of measures it is taking to protect breast-feeding, the Government of Cape Verde
has prepared draft regulations in response to what it qualifies as "an invasion of breast-milk substitutes
owing to recent trade liberalization policy". The regulations, for which WHO's technical input was
requested, include complementary foods in their scope in an effort to ensure that these products are not
used for feeding infants under six months of age.
73.
In January 1992 the Government of Côte d'Ivoire, with the support of WHO and UNICEF, organized
a meeting with local distributors of companies affiliated with the International Association of Infant Food
Manufacturers (paragraph 145). Following this meeting, the Government decided to prohibit donations of
breast-milk substitutes in both public and private health services as from 1 February 1992.
74.
In 1991 the Ministry of Public Health and Population in Gabon，as part of a national plan to protect
and promote sound infant-feeding practices in accordance with the commitments made by heads of state
at the World Summit for Children (paragraph 2)，ordered all infant-food companies to refrain from
distributing free or low-priced infant formula or other foods for infants to any public or private health care
institution; established a coordinating committee, with the participation of WHO and UNICEF and in
association with manufacturers' and distributors，local representatives, to oversee the strict application of
the order; prohibited any promotion of milks or other foods for infants; and began a campaign to increase
awareness among mothers, families, health workers and national authorities about the benefits of
breast-feeding.

1

Document A36/7.

2

The International Code of Marketing of Breast-milk Substitutes: synthesis of reports on action taken (1981-1990)

(document WHO/MCH/NUT/90.1, available in English, French and Spanish).
3

Lester, G. The International Code of Marketing of Breast-milk Substitutes: survey of national legislation and othe

measures adopted (1981-1991) (document WHO/HLE/NUT/92.1, available in English and French).
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75. Although a national code of marketing had been drafted in Sierra Leone in the 1980s, the
Government reports there was no meaningful follow-up until 1992 and the establishment of a national
committee for the Baby-friendly Hospital Initiative consisting of representatives from the Department of
Health, nongovernmental groups including the Sierra Leone Infant Feeding Action Group (an IBFAN
affiliate), and UNICEF and WHO. The Committee's sub-group responsible for advocacy of the
International Code has begun work on a new national draft code, which is expected to receive formal
approval from the departments concerned by end-1993. There are no national laws dealing with food in
general or with imported infant formula in particular. Steps are being taken to stop advertising of infant
formula to the general public, while radio talks and discussions on breast-feeding in the major local
languages are increasing.
76. A press release issued in July 1993 by the Department of National Health and Population
Development in South Africa called attention to Article 7.4 of the 1986 South African Code of Ethics for
the Marketing of Breast-milk Substitutes, which stipulates that no samples of breast-milk substitutes may
be supplied to health workers except for purposes of professional evaluation. Noting that this article
concerned physicians and paediatricians as well, the Department decided that providing samples to this
category of health worker would cease. Issuing samples of breast-milk substitutes to hospitals and clinics
had already been phased out by end-1992，following the request by WHO and UNICEF to this effect
(paragraph 25).
77.
Officials from the United Republic of Tanzania, following participation in a course organized by the
IBFAN Code Documentation Centre in February 1992 (paragraph 124)，prepared relevant draft regulations
for adoption under the Food (Control of Quality) Act, 1978. These texts were reviewed and amended
during a workshop organized by the Tanzania Food and Nutrition Centre, with support from WHO and
UNICEF, for 40 persons representing health, food and related sectors, and representatives of the media,
trade unions and community development. The draft regulations await formal approval of the National
Food Control Commission before being submitted to Parliament for adoption.

Region of the Americas
78. No advertising of infant formula is permitted in the Bahamas，where an informal agreement between
Government and representatives of infant-formula manufacturers has been reached. Marketing activities,
including distribution of product samples, are not permitted in hospitals and maternity clinics, although
manufacturers' booklets are available advocating breast-feeding and promoting use of their products for
those women who cannot breast-feed. Among the health-care practices described as adversely affecting
breast-feeding are routine feeding of dextrose water and formula during the immediate postpartum period.
Paediatricians are preparing a policy to discontinue these practices and encourage, unless contraindicated,
immediate postpartum breast-feeding of all babies. A "breast-feeding club" initiative was launched in 19921993 to reinforce breast-feeding promotion in maternity wards. A newly established national nutrition
committee is updating a statement on breast-feeding.
79. The National Program for the Promotion of Breastfeeding in Belize advocates exclusive breast-feeding
during the first four to six months of life through pre- and post-partum parenting classes. A summary of
the International Code, concerning which no legislation has been adopted, has been distributed to health
workers. Most of its provisions are reportedly not applied, however，and the health structure has not been
modified to facilitate its implementation. Distribution of formula samples in hospitals and maternity clinics
continues as part of routine marketing practices.
80. The Department of Health in Bermuda describes as a "gentleman's agreement" with infant-formula
distributors the approach used to ensure that the International Code is not contravened. However, it also
reports that one company provides free formula and gift packs in hospitals for bottle-fed babies.
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81. Ministry of Health Resolution 0067/1984 gives effect to the International Code in Bolivia.
Inter-institutional agreements for applying these standards exist but are not yet fully implemented.
Distribution of samples or other marketing activities by formula manufacturers are not allowed in hospitals.
82. The International Code has been distributed in the Cayman Islands although no legislation has been
adopted in this connection. Promotional posters, contact with marketing personnel, and sponsorship of
professional services by commercial interests are not permitted in the health services. Distribution of
samples of breast-milk substitutes continues, however.
83. The Government of Chile reports that, in addition to voluntary observation of the International Code
by local marketers and distributors of infant foods, legislation was adopted in December 1992 to regulate
the Code's application within the national health structure. Additional legislation concerning its monitoring
is under consideration. Distribution of samples of breast-milk substitutes or other promotional activities
are not allowed in the country. The main activities of the national breast-feeding commission are
implementation of the Baby-friendly Hospital Initiative, dissemination of the Code and preparation of
related educational materials.
84. Ten years after the adoption of stringent standards1 in Colombia to control the marketing of breastmilk substitutes, the promotion of these products was said to be still carried out in almost aU maternity
institutions. To remedy the situation the Government adopted Decree No. 13972 in August 1992, concluded
new agreements with infant-formula manufacturers to put an end to free product distribution, and
conducted workshops to familiarize health workers with the International Code. At the same time, Decree
No. 13962 established the National Council for the Promotion of Breast-feeding, under the Ministry of
Health; its functions include guidance and encouragement for breast-feeding policy, dissemination of
information and education of the general public, and advice on establishing committees to promote breastfeeding.
85. Draft legislation is under consideration in Costa Rica to update and strengthen national action giving
effect to the International Code, including a special regulation on whole-milk formulas in view of their
widespread use in infant feeding. The Ministry of Health has prepared a statement supporting compliance
with the Code in health institutions. A member of the National Breast-feeding Committee sits on the panel
responsible for evaluating advertising for foods for infants. No samples of breast-milk substitutes may be
distributed in hospitals or clinics.
86. The Ministry of Public Health in Cuba has sole responsibility for disseminating information relating
to infant feeding. The aim of the International Code has been adopted as part of national health policy
for ensuring adequate infant nutrition. The Government manufactures the country's only bona fide breastmilk substitute, which is available only by prescription for infants who cannot be breast-fed. Application
of the Code in its entirety is reinforced through supervision. International donations of modified milks for
paediatric hospitals are used exclusively for feeding infants who are not younger than four months of age.
87. New legislation in Ecuador intended specifically to protect breast-feeding is being approved. In 1993
the country's First Lady signed a "code of behaviour", which disallows free distribution of products, with
representatives of companies that market infant formula domestically. Health workers are informed of
relevant new laws and agreements through special training sessions. However, it is reported that the Code
is not applied completely and that loopholes exist owing to lack of specific regulations.
88. In July 1992 the Ministry of Health in Guatemala organized a training course on the International
Code for its legal advisers, physicians and nutritionists. A WHO legal officer was involved in technical
aspects of this exercise, which concentrated on solving problems encountered in implementing various

1

International Digest of Health Legislation, 32(3): 468-471 (1981).

2

International Digest of Health Legislation，44(4): 637 (1993).
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provisions of the Code through existing national legislation, Decree-Law 66-83 of 6 June 19831 and
Government Order No. 841-87 of 30 September 1987.2 The latter deals inter alia with the use and
consumption of breast-milk substitutes and complementary foods for infants, dissemination of related
information, and responsibilities of marketing personnel and public or private health care providers.
89. In Jamaica a ban has been imposed on the advertising of infant formula for children less than one
year old, and on the use of infant formula in hospitals, where 80% of deliveries occur. A national infantfeeding policy and code of marketing have been drafted; they are being widely circulated to health workers
and used in training.
90. The agreement between the Government of Mexico and infant-formula manufacturers restricting their
activities in accordance with the International Code has been extended to private clinics and doctors，offices.
The Code is displayed openly so that both health personnel and the general public are aware of it.
Monitoring ensures the Code is applied fully (paragraph 17)，and no product sampling or other form of
promotion by formula companies is permitted.
91. Draft measures governing the marketing of breast-milk substitutes in Panama were expected to be
submitted for adoption into law by end-1993. It is reported that no distribution of product samples in
maternity wards and hospitals has taken place in the past two years. In recognition of the Innocenti
Declaration (paragraph 26), in August 1993 the Ministry of Health signed a new agreement to support and
protect breast-feeding.
92. In 1993 the Ministry of Health in Paraguay modified a 1991 resolution on appropriate steps to be
taken in the health services in accordance with presidential decree No. 16525 of 22 February 1993 regulating
marketing of breast-milk substitutes. The decree and the International Code have been distributed to all
maternity wards; however, distribution of samples of breast-milk substitutes and other marketing techniques
are still permitted there.
93. The Government of Peru reports that it is adopting new legislation to give effect to the International
Code. Committees have been organized and agreements signed in hospitals. Early mother/child contact
is promoted in government institutions to advance implementation of the Code.
94. Draft regulations in Uruguay, which include only minimal aspects of the International Code, are
presently under review. Distribution of infant-formula samples and other promotional activities are not
permitted in maternity wards or private clinics, where there are otherwise no specific breast-feeding
promotion activities.
95. Under the Anti-Drug Abuse Act of 19863 in the United States of America the definition of
"adulterated" infant formula has been amended to mean infant formula that does not provide required
nutrients, does not meet prescribed quality requirements, or the processing of which is not in compliance
with prescribed good manufacturing practices and quality control procedures. Good manufacturing
practices and quality control measures are established under the Act，including requirements for the keeping
of records. Such requirements relating inter alia to microbiological and nutrient testing, manufacturers，
audits, and consumer complaints are covered in a December 1991 amendment 4 to the Federal Food, Drug
and Cosmetic Action, to "ensure a safe, wholesome, and sanitary source of nutrition for infants".

1

International Digest of Health Legislation, 35(3): 630 (1984).

2

International Digest of Health Legislation, 43(1): 96-91 (1992).

3

International Digest of Health Legislation, 43(3): 552-556 (1992).

4

Ibid, p. 556.
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South-East Asia Region
96. The Bangladesh campaign for the protection and promotion of breast-feeding, which was begun in
November 1992, seeks to achieve universal exclusive breast-feeding for the first five months of life for all
babies, and to improve weaning practices and the nutritional status of pregnant and lactating women. Of
the campaign's six subcommittees, that dealing with the marketing of breast-milk substitutes closely monitors
implementation of the International Code based on national legislation adopted in 19841 and amended in
1990. Additional legislation is planned to ensure that national requirements are at least as rigorous as the
International Code.
97.
In India, where 25 million infants are born every year, the Infant Milk Substitutes, Feeding Bottles
and Infant Foods (Regulation of Production, Supply and Distribution) Act, 1992,2 was gazetted on
29 December 1992; it came into force on 1 August 1993 as a "salute to the Innocenti Declaration
(paragraph 26) and on the eve of World Breastfeeding Week" (paragraph 29). For the purposes of the Act,
"infant milk substitute" means "any food being marketed or otherwise represented as a partial or total
replacement for mother's milk, whether or not it is suitable for such replacement", whereas "infant food"
is defined as "any food ... being marketed or otherwise represented as a complement to mother's milk to
meet the growing nutritional needs of the infant after the age of four months". The Act proscribes the
donation or distribution of infant milk substitutes or feeding bottles except to orphanages, which may also
purchase substitutes or feeding bottles "at a price lower than their sale price for the purpose of utilizing
them" in the institution, although this should not amount to an inducement for the use or sale of the
products. The Prevention of Food Adulteration (Fifth Amendment) Rules，1991，3 had already prohibited
pictures of infants or mothers on labels of breast-milk substitutes, or other pictures which may idealize the
use of the product, and the use of such terms as "humanized" or "maternalized", in conformity with the
labelling provisions (Article 9) of the International Code. Other labelling requirements include a notice
about the superiority of breast milk and a warning about careful and hygienic preparation.
98.
The Regulations 4 adopted in 1985 in Indonesia concerning the manufacture, importation, quality,
labelling and marketing of breast-milk substitutes were supplemented in 1991 with guidelines on the
marketing and distribution of breast-milk substitutes drawn up by the Ministry of Health for manufacturers
and importers, and with corresponding guidelines for health staff and institutions, which emphasize the
importance of breast-feeding.
99. The Government of Nepal adopted the Breastmilk Substitution Substances (Sale, Distribution and
Control) Act, 2049 (1992) (dated 29 August 1992).5 The Act calls for the constitution of a Committee for
the Promotion and Protection of Breastfeeding and includes provisions governing monitoring, retail
purchase of products, awarding of fellowships and research grants，gifts of equipment and materials to
health care facilities, product certification and inspection. Regulations to enforce the Act are under
consideration.
100. The Government of Sri Lanka reports that recent developments to implement the International Code,
in close collaboration with WHO and UNICEF, include formulation of a breast-feeding policy and the
signing, in January 1993，of an agreement between the Ministry of Health and manufacturers and
distributors and other parties. The agreement ends the practice of accepting, using and distributing free
or below-wholesale-price supplies of breast-milk substitutes, feeding bottles and teats in maternity hospitals,
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hospitals and other health facilities.
implementation.

A monitoring committee has been established to ensure its

European Region
101. Following their participation in an IBFAN seminar in the Czech Republic (paragraph 126),
representatives of the health and law sectors in Albania translated the International Code into Albanian.
The Code has been distributed to Government departments and drafting has begun of national legislation
to give effect to it.
102. The Government of Denmark made Order No. 588 on 8 July 19931 to implement, inter alia, European
Commission Directive 91/321/EEC of 14 May 1991 and Council Directive 9 2 / 5 2 / E E C of 18 June 1992
(paragraph 105).2 The Order repeals certain provisions dating from 1971 on the marketing, composition
and labelling of breast-milk substitutes. Annexes concern composition of infant formulae and follow-on
formulae when reconstituted as instructed by the manufacturer.
103. An Order3 of 9 March 1992 in France established the characteristics of dietetic milk foods for infants
and dietary foods for infants (under four months of age) that may be sold by retail and supplied in any way
to the public only by pharmacists.
104. Some delays have occurred in Poland in drafting new legislation on marketing breast-milk substitutes,
but it is expected that a new law on food and nutrition will authorize the Minister of Health to implement
the International Code.

European Economic Community4
105. As reported in 1992，the Commission of the European Communities adopted Commission Directive
of 14 May 1991 on Infant Formulae and Follow-on Formulae (91/321/EEC), which concerns the internal
Community market.5 Council Directive 92/52/EEC 6 of 18 June 1992 deals with the export of these same
commodities to third countries. Products are required to be labelled in an appropriate language and in such
a way as to avoid any risk of confusion between infant formulae and follow-on formulae. A number of the
stipulations, prohibitions and restrictions laid down in Directive 91/321/EEC also apply to products when
exported to third countries.
106. In this connection, the Council also adopted a resolution (92/C 172/01) in which it stated that the
Commission ”will instruct its delegations in third countries to serve as contact points for the competent
authorities. Any complaints or criticisms with respect to the marketing practices of a manufacturer based
in the Community could be notified to them". Furthermore, "the Commission will be ready to examine such
cases and assist in the search for a satisfactory solution for all parties concerned", which the Commission
will communicate to the countries in question through official channels. Finally, "the Commission will
forward to the European Parliament and to the Council every two years a report on the results of the
application of this resolution".
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See International Digest of Health Legislation, 42(4): 675-688 (1991) and 43(3): 550-551 (1992).
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International Digest of Health Legislation, 43(3): 551-552 (1992).

4

Belgium, Denmark, France, Germany, Greece, Ireland, Italy, Luxembourg, Netherlands, Portugal, Spain, United
Kingdom of Great Britain and Northern Ireland.
5

Official Journal of the European Communities, No. L 175，4 July 1991, pp. 35-49.

6

International Digest of Health Legislation, 43(3): 550-551 (1992).
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107. Commission Directive 93/11/EEC of 15 March 19931 concerns the release of N-nitrosamines and
of substances capable of being converted into N-nitrosamines, from teats and soothers made of elastomer
or rubber. These articles must not pass on to release-test liquid under specified conditions any Nnitrosamine and N-nitrosatable substance detectable by a validated method which can detect 0.01 mg in
total of N-nitrosamines released/kg and 0.1 mg in total of N-nitrosatable substances/kg. Member States
are expected to comply with the Directive no later than 1 April 1994.

Eastern Mediterranean Region
108. The Government of Bahrain considers that the number of mothers breast-feeding their children has
increased, after reaching an all-time low in 1981, thanks to a ban on all advertising of breast-milk substitutes
in the media; a ban on the distribution of breast-milk substitutes in hospitals and clinics, by ministerial
decree in January 1993; and the establishment of a national committee responsible for promoting infant
and young child nutrition. The Ministry of Health is preparing national legislation to implement the
International Code.
109. Complementing other past and current action, the Government of Egypt has issued regulations to all
concerned government personnel prohibiting the distribution of free or low-cost supplies of infant formula;
describing the medical reasons for which infants have to be fed on breast-milk substitutes; and preventing
promotion of breast-milk substitutes through the media and direct contact between manufacturers，
representatives and mothers. The National Breast-feeding Committee's five-year work plan includes
implementation and monitoring of the International Code.
110. To promote the health of infants and young children in Iraq, which had suffered considerably from
the Gulf war and ensuing trade embargo, the Government has strengthened its breast-feeding programme
under a scientific committee. The committee has discussed implementation of the International Code, and
draft legislation for this purpose was prepared in 1992 with technical support from WHO.
111. Early in 1993, the Ministry of Health in Morocco received on request technical guidance from WHO
in drafting a national code of marketing and a corresponding strategy for its implementation, which is now
being reviewed in the light of the country's overall breast-feeding promotion strategy.
112. By circular dated 20 October 1992 the Directorate General of Health Affairs in Oman reminded the
directors of all public and private health facilities of the Government's commitment to breast-feeding.
Under no circumstances are infant-food company agents permitted to distribute their products in hospitals,
health centres and private clinics, nor may advertising or promotional materials for these products be
displayed in these institutions.
113. Efforts in Pakistan to implement the International Code include a notification by the Ministry of
Health prohibiting or controlling advertising and distribution of free or low-cost supplies of formula. A
national code of marketing, for adoption as law, is being prepared by the Pakistan Paediatric Association,
in consultation with industry and other parties.
114. The Government of Saudi Arabia has accepted as national policy the Declaration on Breast-feeding
that was adopted in Muscat in January 1993 by the Thirty-fourth Conference of the Ministries of Health
Committees of the Gulf Cooperation Council. Recalling the Koranic injunction that "mothers should
breast-feed their offspring for two full years", the Declaration stressed the importance of encouraging
breast-feeding; it instructed all government and private hospitals, health centres and clinics not to permit
free distribution of formula or promotion by hospitals or health centres of any infant formula or other
processed food for children, and to raise awareness among mothers and pregnant women of the importance
of breast-feeding.

1
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115. The import of milk products, including infant formula, into Sudan has been banned since 1981，
although refugee populations receive targeted supplies. A national committee for promoting and protecting
breast-feeding, established in 1992，seeks to reach community and religious leaders, women's and youth
groups, and health workers' professional organizations through training，media campaigns and curricula
revision.
116. Following a request by the Government of the Syrian Arab Republic for technical support in
implementing the International Code, in October 1993 a WHO team met with national counterparts to
discuss regulatory and programme measures to be taken in accordance with national nutrition policy. This
included preparation of relevant draft legislation, for consideration by the competent national authorities.

Western Pacific Region
117. In May 1992, manufacturers and importers of infant formula in Australia signed an agreement 1
setting out their obligations, which the Government describes as being "substantially in line with the WHO
Code". A voluntary agreement describing the responsibilities of manufacturers and importers of infant
formula towards the Code had already been signed in 1983 and updated in 1986. The 1992 agreement,
unlike its predecessors, includes provisions for an independent panel to monitor its implementation. For
the purposes of the agreement, the term "infant formula" refers to all formula intended for infants aged less
than 12 months, whether "standard formula" for infants aged less than six months or "follow-on formula"
for infants aged 6-12 months. Agreements with retailers and bottle and teat manufacturers and importers
are expected to follow shortly, as are guidelines for health workers and arrangements for ending free or
low-price supplies of infant formula in maternity wards and hospitals.
118. Although a marketing code based on the WHO model has been drafted in China，introducing the
code as legislation is reported to have become increasingly difficult. However, the Ministry of Public Health
is preparing a ministerial order, which could be adopted by other ministries as well, that will be stronger
than the regulation issued in April 1992 urging all health facilities not to accept free or low-price supplies
of infant formula. Meanwhile, it has been reported that in the Province of Taiwan, where fewer than 10%
of mothers breast-feed their babies, television advertisements for infant formula were banned as from April
1993. Radio and print advertisements will be discouraged, although the health authorities have no legal
means to punish violators.
119. Malaysia's code of ethics for infant formula, dating from 1979，aims at supporting provision of proper
nutrition for infants by protecting and promoting breast-feeding and by ensuring adequate standards for
infant formula when its use is required. The code is recognized as having a number of weaknesses, which
the Ministry of Health is striving to eliminate.
120. The Secretary of Health in Papua New Guinea recalled in a December 1992 circular addressed to
health authorities that the country had been one of the first to enact legislation aimed at protecting its
young population from the ravages of bottle-feeding. 2 The Secretary specifically recalled that free or
subsidized supplies of breast-milk substitutes may not be offered to，nor accepted by, health services or
health workers at any level, whether private or government; that no bottles, artificial teats or dummies may
be used in any maternity care facility or paediatric unit; and that distribution of samples of breast-milk
substitutes, or any other infant foods，to health workers or to health institutions, public or private, should
be immediately discontinued.

1

Scheduled to be covered in the International Digest of Health Legislation, 45(1) (1994).

2

The 1977 Baby Feed Supplies (Control) Act requires that baby feeding bottles, teats and dummies be sold at
registered pharmacies and obtained only through medical prescription. See International Digest of Health Legislation,
28(4): 1038-1039 (1977).
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121. In April 1987 the Department of Health in the Philippines issued guidelines 1 for implementing its
national code of marketing,2 which had been adopted the previous year. In May 1987 the Department
published rules and regulations 3 covering the advertising, promotion and marketing of breast-milk
substitutes, breast-milk supplements and related products. The rules and regulations deal, inter alia, with
the functions and working procedures of the interagency committee responsible for implementing the
national code and provisions concerning penalties imposed for violations.
122. The Code of Ethics on the Sale of Infant Formula Products in Singapore, which was adopted in 1979,
is reported to be under revision.
123. The Ministry of Health and the Viet Nam Breast-feeding Programme, with technical and financial
support from WHO, organized workshops on implementing the International Code for 80 participants in
Ho Chi Minh City and Hue in April 1993. A decree giving effect to the Code is being prepared and a plan
of action for breast-feeding promotion drawn up for implementation in 70% of the country's provinces and
cities by 1995. WHO had already participated in 1992 in the planning of these and related activities at a
national workshop on the International Code; a WHO legal officer helped with the drafting of regulations
to give effect to the Code, and a consultant advised on lactation management. The International Code was
translated into Vietnamese in 1992.

Responding to requests from Member States for technical support
124. Funds provided by the Government of the Netherlands and SIDA continue to permit WHO to
respond to requests from Member States for technical support in translating the International Code into
appropriate national measures, e.g. in Guatemala, Iraq, Morocco, Syrian Arab Republic, United Republic
of Tanzania, and Viet Nam. In addition to sending its own staff, WHO has identified suitable consultants
with backgrounds in health, law, standard-setting, and relevant supervisory and inspection activities that
would enable them to advise competent national authorities，on request. A dozen such persons 4 are "on
call" for this purpose as part of a professional intersectoral advisory team. Funds from the Netherlands
have also enabled WHO to organize a workshop (Cairo，September 1993) on Code implementation for
participants from 14 countries 5 of the Eastern Mediterranean Region，with support from UNICEF and
participation of the legal adviser of the IBFAN Code Documentation Centre. 6 Also, an interregional
seminar for nationals from countries of the South-East Asia and Western Pacific Regions, and one for the
Region of the Americas, were held in March 1994.
125. A s part of a regional strategy that includes training in breast-feeding, lactation management, and
effective implementation of the International Code, staff from the IBFAN Code Documentation Centre
periodically hold training courses on the International Code for participants financed from government or
private funds. Course content includes policy development, socioeconomic and legal dimensions of the
Code，and analysis of selected national laws and other measures intended to give effect to it. Guidance is
provided in legal drafting，and participants have access to the Centre's extensive range of related reference
materials. WHO coordinates its own Code-related training activities with IBFAN by ensuring that they
participate in each other's sessions and regional complementarity.

1

International Digest of Health Legislation, 43(2): 316 (1992).

2

International Digest of Health Legislation, 38(4): 805-809 (1987).

3

International Digest of Health Legislation, 43(2): 316-317 (1992).

4

The potential WHO consultants are nationals of Australia, Canada, Chile, Denmark, Egypt, India, Pakistan,
Philippines, Poland, Sierra Leone, Thailand, and United Republic of Tanzania.
5

Bahrain, Cyprus, Iraq, Jordan, Egypt, Lebanon, Morocco, Oman, Pakistan, Qatar, Saudi Arabia, Sudan, Syria,
and United Arab Emirates.
6
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126. In 1992 IBFAN conducted training courses in Malaysia for physicians, lawyers, nutritionists and
administrators from 19 Asian and African countries, with technical contributions by a WHO legal officer,
and in Guatemala for 15 Latin American and Caribbean countries. In January 1993 IBFAN, with
participation from WHO and UNICEF, organized a training workshop in Ouagadougou on the Code for
26 French-speaking participants from the fields of health and law from 16 mainly African countries.1 In
May 1993 IBFAN organized a seminar in Nymburk，Czech Republic，for 30 participants from central and
eastern Europe 2 in cooperation with a local voluntary organization and IBFAN affiliate, ANIMA, and with
support from the Czech Ministry of Health, UNICEF and WHO. The purpose was to acquaint national
officials - paediatricians, child-care specialists and lawyers - with what were, for them, new marketing
techniques that contribute to a decline in breast-feeding, and how to deal with evolving market conditions
(paragraphs 152-156) by implementing the International Code. IBFAN organized a second African
workshop in Malawi, in February 1994, for English-speaking participants.

Giving effect to the International Code: lessons from experience
127. More than a decade of the combined experience of Member States in giving effect to the
International Code calls for a number of observations with regard to the Code's aim and legislative and
non-legislative means to achieve it; infant formula and related trade issues; and donations or low-price
sale of infant formula, whether to maternity wards and hospitals or through supplementary feeding
programmes.

The aim of the International Code
128. The aim of the International Code is stated in its Article 1: to contribute to the provision of safe and
adequate nutrition for infants. The aim is to be achieved in two ways: first, by protecting and promoting
breast-feeding, and, secondly, by ensuring the proper use of breast-milk substitutes, when these are
necessary，on the basis of adequate information and through appropriate marketing and distribution. In
this connection, care should be taken not to confuse the aim of the International Code, the measures
adopted to achieve the aim，and the impact of the measures in a given context. Thus, for example, even
if the aim of the Code per se is not to reduce infant formula consumption，generally speaking this would
be the expected outcome if its aim were successfully achieved.
129. By the same token, in exceptional circumstances, it is possible that efforts to ensure safe and adequate
nutrition for infants can result, at least temporarily, in an increase in the consumption of infant formula.
For example, as noted in the last report3 to the Health Assembly, in March 1991，following the cessation
of hostilities in the Gulf, WHO drew the attention of the Chairman of the Sanctions Committee of the
United Nations Security Council "to the ... acute need [in Iraq] among infants and children for infant
formula and suitable energy-dense complementary foods" (paragraph 110 of this report concerns
Government action to improve the situation). French Polynesia is another case in point. The health
authorities reported in 1989 that, in view of its disastrous impact on infant nutrition and health, first priority
had initially been accorded to combating the long-standing and widespread practice peculiar to the territory
of using sweetened condensed milk to feed infants. Subsequently the authorities concluded, on the basis
of rising imports and use of bona fide breast-milk substitutes and effects observed in health clinics, that a
shift in policy, giving first priority to breast-feeding promotion and reduction of the use of breast-milk
substitutes to cases of strict necessity, was both warranted and feasible.4

1

Benin, Burkina Faso, Cameroon, Congo, Côte d'Ivoire, Ethiopia, Gabon, Ghana, Guinea, Haiti, Mali, Mauritius,
Niger, Rwanda, Senegal and Togo.
2

Albania, Bosnia, Croatia, Czech Republic, Estonia, Hungary, Lithuania, Paraguay, Poland, Russian Federation,
and Slovak Republic.
3

Document WHA45/1992/REC/1, Annex 9，paragraphs 33-34.

4

Document WHA43/1990/REC/1, Annex 1，paragraph 184.
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A combination of legislative and other suitable measures
130. According to Article 11，paragraph 1，governments should take action to give effect to the Code, "as
appropriate to their social and legislative framework, including the adoption of legislation, regulations or
other suitable measures". Most governments have given effect to at least portions of the International Code
through legally enforceable means. However, as shown in this and past reports by the Director-General,
the "other suitable measures" category offers considerable latitude for action，sometimes in addition to, at
other times in place of, legislation. Through an inventive blend of approaches Member States are giving
effect, in whole or in part, to their collective decisions as expressed in the resolutions of the Health
Assembly and in the International Code. They are consistently doing this not in isolation, but as part of
their wider efforts to address the health, nutritional problems, and related social status of women and
families.
131. The wealth of information provided by more than 160 countries and térritories, which has been
summarized in this and past reports to the Health Assembly, represents a compilation of experiences for
countries to draw on in assessing their own actions for giving effect to the Code. It covers the wide range
of approaches that countries are using, in their health care systems and society as a whole, for this purpose.
In general, the overall trend during the past 13 years has been the tailoring of country-specific approaches
to fit country-specific situations. The patterns may be summarized as follows:
• review, amendment and updating of existing legislation;
• adoption of new legislation;
• preparation and updating of guidelines;
• establishment of permanent or ad hoc governmental/nongovernmental bodies responsible for
implementing and monitoring the Code;
• negotiation and updating of voluntary agreements with the infant-food industry, and occasionally
with health workers' organizations;
• review and updating of administrative arrangements;
• improvement of the breast-feeding content of initial and in-service training for health workers;
• monitoring infant-formula manufacturers' export activities;
• control by state authority of licensing and marketing arrangements for infant formula;
• administrative or legal measures requiring prior obtainment of the advice of a health worker before
breast-milk substitutes can be made available;
• administrative, legislative or voluntary means either permitting donations or low-price sate of
relevant supplies only through official channels, or disallowing the practice entirely.
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132. In-depth country reports1 show that it can be difficult to decide which portions of national measures
can and should be adopted into law. In some countries - Canada, Germany and USA, for example restrictions on advertising have implications for constitutional provisions relating to free speech. In such
cases countries have tended to opt for developing voluntary agreements with the infant-food industry, even
if this has not always worked to the satisfaction of all parties. For example, the Government of the USA
reports that in mid-1989 one of the five major infant-formula companies began to advertise its product
directly to consumers, followed by a second company which also advertises its product in this manner. The
American Academy of Pediatrics has announced its opposition to such advertising and has adopted a policy
terminating support it receives from any company which promotes its product directly to the public. (See
in this connection paragraphs 133-139.) In the Philippines, despite adopting legislation to give effect to
Article 5 (advertising and promotion to the general public), the Government has been unable to prohibit
direct advertising of products within the scope of the Code owing to policy relating to freedom of
commercial speech. Instead, such advertisements are referred for approval to a vetting committee. In
Sweden, where relevant changes in the constitution were estimated to require at least six years, part of the
national measures adopted were issued as guidelines; part as regulations for the health sector; part as a
voluntary agreement with the infant-food industry; part as an agreement with the Consumer Board and
the Business Delegation on Marketing Law that any future entrants would conform to the voluntary
agreement; and part as a unilateral pledge by industry regarding non-commercial informational and
educational materials to the public. Swedish companies agreed to abide by these agreements in both
domestic and foreign markets. Australia (paragraph 117) has proceeded, simultaneously or successively,
on a number of fronts: specific legislation directed at some of the special concerns expressed in the Code;
general legislation controlling misleading and deceptive conduct, thus facilitating compliance with other
provisions of the Code; compliance with the Code by infant formula manufacturers through a voluntary
agreement; promotion and monitoring of compliance by voluntary groups; and adoption of relevant health
care policies by health authorities. Many other examples of an inventive combination of legislative and
non-legislative means to give effect to the International Code are featured in the synthesis2 and
global-survey3 documents referred to above. In contrast, a number of developing countries, for example
Chile, Ecuador, India，Mexico, Peru, Philippines，Tunisia, United Republic of Tanzania, and Zimbabwe
have drafted relatively comprehensive legislation among the various measures they have taken to give effect
to the Gode.

Infant formula and related trade issues
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133. Health implications of direct advertising of infant formula. The last report to the Health Assembly
briefly considered the health implications of direct advertising of infant formula to the general public.4 It
was recalled that, because of the hazards associated with using breast-milk substitutes, infant formula was
no ordinary consumer product, but that, up to the age of four to six months, it should be treated more as
a nutritional medicine that should be used with the advice and under the supervision of health workers.

1

Review and evaluation of national action taken to give effect to the International Code of Marketing of Breast-m

Substitutes: report of a technical meeting. Document WHO/MCH/NUT/91.2. Participating countries were: Brazil,
Egypt, Finland, Guatemala, Islamic Republic of Iran, Kenya, the Netherlands, Nigeria, Papua New Guinea, the
Philippines, Poland, Sweden, United Kingdom of Great Britain and Northern Ireland, and Yemen. Also present at
the meeting were representatives of five nongovernmental organizations in official relations with WHO: the
International Federation of Gynecology and Obstetrics, the International Pediatric Association, the International
Confederation of Midwives, the International Organization of Consumers Unions, and the International Association
of Infant Food Manufacturers. The conclusions and recommendations of the technical meeting are reproduced in the
report by the Director-General on infant and young child nutrition to the Forty-fifth World Health Assembly
(document WHA45/1992/REC/1, Annex 9，paragraphs 124-132).
2

Document WHO/MCH/NUT/90.1, op. cit.

3

Document WHO/HLE/NUT/92.1, op. cit.

4

Document WHA45/1992/REC/1, Annex 9，paragraphs 120-123.
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The report also noted that, even viewed from the perspective of fostering competition，direct advertising
to mothers with infants in the first four to six months of life was singularly inappropriate because:
• advertising infant formula as a substitute for breast milk competes unfairly with normal, healthy
breast-feeding, which is not subject to advertising，yet which is the safest and lowest-cost method
of nourishing an infant;
• advertising infant formula as a substitute for breast milk favours uninformed decision-making,
bypassing the necessary advice and supervision of the mother's physician or health worker.
In this respect, the report concluded，it can be considered that advertising of infant formula fails to achieve
the objectives of ensuring best quality at the lowest cost and creating an informed public, which are among
the benefits assumed to be a result of direct advertising.
134. The debate continues about the extent to which direct advertising of infant formula to the general
public influences the prevalence and duration of breast-feeding. Choice of infant-feeding mode is a highly
complex process that is affected by multiple factors including cultural traditions, educational opportunities,
accessibility of objective and consistent information, time available and perceived options. WHO has
consistently stated that appropriate marketing and distribution of breast-milk substitutes is only one of
several important factors where protecting healthy practices in respect of infant and young child feeding
is concerned.
135. Reviewing the basic principles common to all advertising and promotion is instructive in this context.
Generally speaking, all producers competing in the marketplace do so for two essential reasons:
• to expand the market for a given class of product, whatever its type;
• to expand their share of the market - present and future - over that of their competitors.
To achieve these ends，simultaneously or consecutively, the marketing of infant formula presupposes a
market increasing in size as more infants are fed artificially. Moreover, the advertising of infant formula
is not passive, nor is it without consequences. Trying to prove the precise effect of advertising, however,
misses the point that there are inherent dangers in encouraging uninformed decision-making and the
bypassing of the mother's physician or other health worker. Those who suggest that direct advertising has
no negative effect on breast-feeding should be asked to demonstrate that such advertising/^/¿у to influence
a mother's decision about how to feed her infant.
136. The perception of infant formula as "just another processed food". The perception of infant formula
as a processed food like any other is having similar consequences in quite different environments. Thus,
for example, in some countries with traditional market economies the authority responsible for overseeing
trade insists that manufacturers and distributors of infant formula compete with each other, as do those of
any food commodity, by engaging in usual marketing practices including direct advertising and promotion
to the general public. At the same time, in many countries that are moving from centrally planned to
market economies, there is considerable resistance to placing limits on commercial behaviour following
years of centralized decision-making.
137. WHO has concluded that a decision whether to use infant formula and, if so, which product and how,
should not depend on the effectiveness of commercial advertising. Proper use of infant formula should
rather be the result of informed decision-making based on objective and consistent advice, and appropriate
supervision. This message is implicit in the final paragraph of the preamble to the International Code,
which states:

Believing that, in the light of the foregoing considerations, and in view of the vulnerability of infants in
the early months of life and the risks involved in inappropriate feeding practices’ including the unnecessary
38

A47/6

and improper use of breast-milk substitutes’ the marketing of breast-milk substitutes
treatment，which makes usual marketing practices unsuitable for these products.

requires special

138. No breast-milk substitute, not even the most sophisticated and nutritionally balanced formula, can
begin to offer the numerous unique health advantages that breast milk provides for babies. Nor can
artificial feeding do more than approximate the act of breast-feeding, in physiological and emotional
significance, for babies and mothers alike. And no matter how appropriate infant formula may be from a
nutritional standpoint, when infants are not breast-fed or are breast-fed only partially, feeding with formula
remains a deviation from the biological norm for virtually all infants. Therefore, infant formula should not
be marketed or distributed in any environment in ways that may interfere with the protection and
promotion of breast-feeding.
139. It is true that in some environments feeding infants artificially is particularly dangerous, even
life-threatening, because of the high cost of infant formula, lack of clean water, difficulties associated with
reading or following mixing instructions, and poor hygiene. However, even where these conditions generally
do not prevail, artificial feeding still carries with it increased risks to the health of both infants and mothers.
The perception of infant formula as "just another processed food", and therefore one that should be subject
to "usual marketing practices", is unlikely to change until the health community at large has managed to
communicate clearly the message that the marketing and distribution of breast-milk substitutes is not only,
or even primarily, a trade issue. Indeed, it is a matter of promoting good health and safe nutrition for all
infants, irrespective of the environment.
140. Purported impact of the General Agreement on Tariffs and Trade (GATT). On a number of
occasions in recent years, including the Forty-fifth World Health Assembly, 1 a number of nongovernmental
groups have expressed concern about the purported impact on implementation of the International Code
of the conclusions reached during negotiations in the context of GATT. With the drawing to a close on
15 December 1993 of the "Uruguay Round" of debate on global trade liberalization, it is useful to recall an
important principle underlying all deliberations of GATT since 1969. Article XX of the Text of the General
Agreement, 2 which concerns general exceptions，states:
Subject to the requirement that such measures are not applied in a manner which would constitute a
means of arbitrary or unjustifiable discrimination between countries where the same conditions prevail，
or a disguised restriction on international trade，nothing in this Agreement shall be construed to prevent
the adoption or enforcement by any contracting party of measures …necessary to protect human …health
[or] necessary to secure compliance with laws or regulations which are not inconsistent with the provisions
of this Agreement... (emphasis added).
141. On this basis，and in the absence of even anecdotal evidence suggesting the contrary, it appears
reasonable to assume that the conclusion of the "Uruguay Round" of GATT negotiations will not weaken
the capacity of Member States to adopt and enforce national measures, including laws and regulations, to
give effect to the principles and aim of the International Code. Where possible impact on international
trade in products within the scope of the Code is concerned，it should be recalled that, in keeping with the
Code's Article 11，paragraph 1, relevant measures adopted to give effect to it "should apply on the same
basis to all those involved in the manufacture and marketing of products within [its] scope".
Donations or low-price sales of infant formula
142. In the light of the discussion of the agenda item "infant and young child nutrition" during the ninetythird session of the Executive Board in January 1994, it is important to recall that the Director-General,

1

See document WHA45/1992/REC/3, summary record of the ninth meeting of Committee B, pp. 221-227.

2

Basic Instruments and Selected Documents, Volume IV，Text of the General Agreement, General Agreement on
Tariffs and Trade, Article XX, pp. 37-38. Geneva, GATT, 1%9.
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in his report1 to the Forty-third World Health Assembly in May 1990，provided clarification concerning
donations or low-price sales of infant formula :

213. In accordance with Article 6，paragraph 6, of the International Code, donations or low-price sales
of infant formula may be made to institutions or organizations. However, such supplies should only be
used or distributed for infants who have to be fed on breast-milk substitutes, and should not be used by
manufacturers or distributors as a sales inducement. Furthermore, paragraph 7 of the same Article recalls
that, where donated supplies of infant formula are distributed outside an institution or organization, it
should take steps to ensure that they can be continued for as long as the infants concerned need them.
Article 3 of the Code defines supplies as "quantities of a product provided for use over an extended period,
free or at a low price, for social purposes, including those provided to families in need".
214. On the other hand，the Code states that manufacturers and distributors should not provide, directly
or indirectly, to pregnant women, mothers or members of their families’ samples of products within its
scope (Article 5, paragraph 2); that there should be no giving of samples to induce sales directly to the
consumer at the retail level (Article 5, paragraph 3); that samples of infant formula should not be
provided to health workers except when necessary for the purpose of professional evaluation or research
at the institutional level; and that health workers’ in turn, should not give samples of infant formula to
pregnant women，mothers of infants and young children’ or members of their families (Article 7,
paragraph 4). Article 3 of the Code defines samples as "single or small quantities of a product provided
without cost".
215. At the Thirty-eighth World Health Assembly，in May 1985，a number of delegates requested that the
Director-General provide clarification regarding the phrase "infants who have to be fed on breast-milk
substitutes" in Article 6，paragraph 6’ of the Code. Accordingly, following a joint WHO/UNICEF
consultation on the subject, guidelines2 were prepared concerning the main health and socioeconomic
circumstances in which infants have to be fed on breast-milk substitutes; these were presented to the
Thirty-ninth World Health Assembly in May 1986. Member States were invited to use these guidelines in
determining for themselves, on the basis of their particular health and socioeconomic circumstances, how
to protect infants and mothers against inappropriate feeding practices, which infants have to be fed on
breast-milk substitutes, and how best to ensure that these infants receive an appropriate substitute for as
long as they need it. The Health Assembly adopted resolution WHA39.283 urging Member States
inter alia "to ensure that the small amounts of breast-milk substitutes needed for the minority of infants
who require them in maternity wards and hospitals are made available through the normal procurement
channels and not through free or subsidized supplies". This recommendation notwithstanding, the
Director-General considers that the International Code has not been modified by this or any other
resolution.
143. Based on anecdotal evidence, what appears to be occurring in some cases is that quantities of infant
formula are being provided free or at low price to some institutions，including hospital paediatric wards and
health centres, for use in feeding many infants, each for a short period. This would of course be equivalent
to providing samples, which is expressly disallowed by the Code.
144. In their joint letter in September 1991 calling on all Heads of State to support the Baby-friendly
Hospital Initiative (paragraphs 25-28), the Director-General of WHO and the Executive Director of
UNICEF requested a commitment to ending free and low-cost supplies of infant formula in maternity wards
and hospitals. More recently, the Forty-fifth World Health Assembly (1992) urged Member States "to take

1

Document WHA43/1990/REC/1, Annex 1，p. 76.

2

Document WHA39/1986/REC/1, Annex 6，part 2.

3

Handbook of resolutions and decisions of the World Health Assembly and the Executive Board. Volume III，

Third edition (1985-1992), pp. 61-62.
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measures appropriate to national circumstances aimed at ending the donation or low-priced sale of breastmilk substitutes to health facilities providing maternity services" (resolution WHA45.34).
145. As reported to the twenty-ninth session (1-2 February 1993) of the UNICEF-WHO Joint Committee
on Health Policy (JCHP), 1 in consultation with the International Association of Infant Food Manufacturers
(IFM), which is a member of the International Special Dietary Foods Industries (admitted into official
relations with WHO in 1987), the target for December 1992 had been set for ending free or low-cost
supplies of infant formula to maternity wards and hospitals in developing countries. According to
information available to UNICEF and WHO, as of February 1993 this practice either did not exist, or
governments had taken action to end it, in 122 countries; in only eight developing countries had no such
action been initiated. The Committee noted further that progress had also been made in industrialized
countries, particularly in Europe.
146. In explanation of the different deadlines recommended for developing and developed countries to end
distribution of free or low-cost supplies of infant formula, it was stated that progress was such that actual
cessation of supplies could be expected in most countries by mid-1993. However, the conformity date for
industrialized countries had been set to coincide with the entry into force of the European Directive on
Infant Formulae and Follow-on Formulae scheduled for June 1994 (paragraph 105). JCHP recommended
that UNICEF and WHO should urge full compliance, by June 1993, with government action prohibiting the
distribution of free or low-cost supplies of infant formula, and that the target date of June 1994 should be
set for ending distribution of free or low-cost supplies of infant formula in both developing and developed
countries. By September 1993 more than 70 developing countries had taken specific action to this end (see
also individual country reports above).
147. As noted in the last report to the Health Assembly, 2 the International Association of Infant Food
Manufacturers had agreed to work with WHO and UNICEF in a country-by-country process aimed at the
development, by governments, of regulatory or other official measures putting an end to donations or lowprice supplies of infant formula to maternity wards and hospitals in developing countries. In September
1992，the Association's policy in this regard was extended to cover the newly independent states of the
former USSR and countries of eastern Europe. At the same time, its President reiterated his membership's
view that it was essential that the measures taken by governments be clear and unambiguous, and that they
engage the responsibility not only of all manufacturers but also of all concerned in the health care system.
148. WHO and UNICEF are encouraged by positive action where developing countries are concerned.
However, they agree that the next step will be to end free and low-cost supplies of infant formula that
contribute to routine bottle-feeding in health care facilities in all industrialized countries. This practice is
reported to have already ceased, through voluntary agreement by the infant-food industry, in Denmark,
Germany, Ireland, Netherlands, and United Kingdom of Great Britain and Northern Ireland, while similar
steps are expected in Australia (paragraph 117) in 1994.

Proposed definitions by the International Association of Infant Food
Manufacturers and monitoring mechanisms in respect of donations or low-price
sales of infant formula
149. In November 1992 WHO and UNICEF reviewed informally with the Association the situation with
regard to cessation of donations and low-price supplies of infant formula in maternity wards and hospitals
in developing countries. In recalling his membership's commitment to cooperating with governments to
achieve this goal，the President of the Association stressed the need for governments to develop definitions
and criteria for monitoring mechanisms that would apply to all concerned - manufacturers and distributors
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Document WHA45/1992/REC/1, Annex 9，paragraph 137.
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and the health care system alike - and that would be "impartial, objective and enforceable".
requested the Association to put forward suggestions in this regard.

WHO

150. In January 1993 the President of the Association communicated its proposal to WHO and UNICEF.
In this context, the Association considers that key definitions include the meaning of "low price"; for
example, whether this means a price below the lowest price offered within the context of normal
procurement, a price below ex-factory or landed duty-paid cost, or a price below recommended retail price.
It also believes that governments should decide whether it is appropriate to provide donations or low-price
supplies of infant formula to health facilities where maternity services are not provided (paragraphs 142148). In cases where such supplies are deemed appropriate, it suggests that governments may wish to
consider adopting mechanisms to ensure that the needs of infants who have to be fed on breast-milk
substitutes are adequately and appropriately covered，for example by channelling supplies through national
health authorities or another approved agency. In cases where no donations or low-price supplies are
permitted, alternative procurement channels could be established, whether by governments, relief agencies
or other charitable organizations for bona fide purposes.
151. The suggestions that the Association has put forward for appropriate national measures concerning
donations or low-price supplies of infant formula are appreciated. To the extent that resources permit,
WHO intends to consider them, together with various other proposals that have been made for relevant
guidelines. It is considered that the underlying principles governing relevant national measures should
include clear definitions, which are communicated to and understood by all parties; transparent monitoring
and reporting procedures to determine whether alleged violations contravene national measures; and a
monitoring authority established under government responsibility. It is hoped that this long-standing and
unusually contentious issue can be resolved rapidly. It is to be expected that all parties have grasped the
central lesson from this experience: that it is only through proper dialogue, entered into in good faith, that
disputes of this magnitude and duration can be satisfactorily resolved so that resources can continue to be
used to good effect.

Charitable distribution of breast-milk substitutes through ad hoc or long-term
feeding programmes
152. As noted in the last report by the Director-General, 1 the results of a thorough review and evaluation
of experience in giving effect to the International Code undertaken by 14 Member States2 were discussed
by representatives of the countries concerned at a technical meeting hosted by the Government of the
Netherlands in The Hague in September-October 1991. Among the difficulties cited in preparing and
implementing national measures to give effect to the International Code was a failure to respect the Code's
principles and aim in newly evolving market conditions, e.g. countries moving from centrally planned to
market economies, or population groups beginning to participate for the first time in a cash economy. In
this connection, participants recommended that:

Charitable and other donor agencies should exert great care in initiating’ or responding to，requests for free
supplies of foods used to feed infants. These agencies should review, and adapt as appropriate, the
policies relating to the distribution and use of milk products for infant feeding that have been adopted by
such bodies as the Office of the United Nations High Commissioner for Refugees, the World Food
Programme, and the International Committee of the Red Cross. To avoid interfering with breast-feeding
practice’ no more than the minimum amount of infant foods should be provided, for distribution under
appropriate supervision and follow-up.
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Document WHA45/1992/REC/1, Annex 9，paragraphs 124-132.

Brazil, Egypt, Finland, Guatemala, Islamic Republic of Iran, Kenya, Netherlands, Nigeria, Papua New Guinea,
Philippines, Poland, Sweden, United Kingdom of Great Britain and Northern Ireland, and Yemen.

42

A47/6

153. More recently, participants from eastern and central European countries at the 1993 workshop on
the Baby-friendly Hospital Initiative，held in Saint Petersburg (paragraph 51)，unanimously recommended
that donors should be urged not to send breast-milk substitutes indiscriminately to countries in central and
eastern Europe. In emergency situations，they concluded，governments should request that donors make
funds available for breast-feeding promotion.
154. There have been a number of reports of large sums from public and private sources being spent, in
well-meant solidarity, to provide breast-milk substitutes for distribution through supplementary feeding
programmes in countries of central and eastern Europe, including the republics of the former USSR. There
are also examples of infant-formula distribution taking place in maternity wards, including distribution to
mothers who have already successfully initiated breast-feeding, "in case of lactation failure". In contrast,
resources to protect and promote breast-feeding in these same environments are sorely lacking. (A
noteworthy exception is Bosnia and Herzegovina where, in 1993, breast-feeding rates in Sarajevo were
reported to have increased from 16% to 60% owing to a policy that emphasizes meeting the nutritional
needs of mothers to enable them to meet those of their infants.)
155. Donations and requests for infant formula as a high-priority food-aid commodity are frequently the
result of ignorance on several levels: in the health care system, where human milk，lactation management,
and the health hazards of unnecessary or improper use of infant formula and other breast-milk substitutes
may be poorly understood; in the community，where accurate information about actual infant-feeding
practices may be lacking; and among policy-makers and administrators who, in struggling to meet the
immediate nutrition needs of their populations, may not be fully aware of the importance of protecting and
promoting breast-feeding.
156. As noted above (paragraph 142)，in 1986 the Thirty-ninth World Health Assembly reviewed
Guidelines that had been prepared in the light of the words "infants who have to be fed on breast-milk
substitutes", which appear several times in the International Code. Though not entirely up to date - for
example as regards breast-feeding and risk of HIV infection (paragraphs 40-41) - the Guidelines remain
useful for exploring the main relevant issues. Likewise, the principles laid down as part of the policy of
organizations and bodies of the United Nations system (e.g. UNHCR，WFP) on distribution and use of milk
products for infant feeding, to which WHO contributed on technical aspects, are germane to a degree.
Nevertheless, neither the Guidelines nor United Nations system policy deal directly with specific situations
that have arisen more recently，including those described by participants in the technical meeting in The
Hague (1991) and in the workshop in Saint Petersburg (1993). Clear and practical policy guidance is called
for in this connection，for uniform application by all governmental, intergovernmental and nongovernmental
authorities concerned.

CONCLUSION
157. One of the tangible results of the International Conference on Nutrition (ICN) - the World
Declaration on Nutrition - offers a challenging vision of a world transformed. Meanwhile, its Plan of Action
charts a credible course for achieving this transformation. The ability of the international community to
move from the potential to the actual, from the world we know to the world we would inhabit, turns, as
before, on whether the political will can be mustered in pursuit of this objective.
158. What is different today, however - and this is perhaps ICN's most immediate contribution - is the
pivotal position that nutrition now occupies in the collective consciousness. The international community,
with one voice, unabashedly declares hunger and malnutrition to be unacceptable in a world that has both
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the knowledge and the resources to end this human catastrophe. 1 Building on this global consensus means
moving with all deliberate speed to effect the changes called for so that the ambitious goals so solemnly set
can be achieved within the agreed time frame.
159. Where the focus of this report is concerned，there is much encouraging evidence from around the
world that Member States are taking seriously their collective commitments as they relate to protecting and
promoting the nutritional well-being of infants, young children, and pregnant and lactating women.
Nevertheless, the world is not standing still. As impressive as the progress achieved clearly is, much more
is required if the challenges dominating nutrition's present and near-future are to be met. It would be
difficult to overestimate either the number or complexity of these challenges just seven years from the start
of the third millennium AD, when fully 51% of the world's estimated 6228 million people will be living in
urban agglomerations.
160. What contributions at this stage is it reasonable to expect from a number of the main actors? With
ICN fresh in their memory it is perhaps easiest for governments to use the opportunity to determine their
own role, which is spelled out in the World Declaration and Plan of Action for Nutrition, and paragraph 4
of resolution WHA46.7 of the Forty-sixth World Health Assembly (May 1993).
161. Professional and other technical bodies should enjoin their membership’ whether doctors, nurses,
midwives, lactation consultants, or other members of the health team, to re-dedicate themselves to
protecting and promoting safe and adequate nutrition for all children. They should of course continue to
educate their members in accordance with the latest scientific information; but to multiply the effects of
their action they also need to strengthen old as well as forge new alliances, whether with other professional
associations or other key groups espousing similar values.
162. Nongovernmental organizations，to which WHO and its Member States owe so much for their tireless
efforts over the years, should understand how highly the Organization values their contribution and their
continued close collaboration. It would not be an exaggeration to say that, were they to cease playing the
role frequently requested of them by the Health Assembly, WHO would be hampered in carrying out its
own "good offices" function through the dialogue in which it continually engages with all concerned parties.
Bearing in mind the breadth of WHO's responsibilities, however - as well as the inherent limitations of an
international intergovernmental organization - they should also appreciate that identity of interests does
not necessarily translate into identical forms of action. The key to collaboration between WHO and
nongovernmental organizations remains complementarity.
163. Where commercial enterprises are concerned, manufacturers and distributors of processed foods
intended for infants and young children continue to have an important and constructive role to play; their
contribution is in fact growing in the light of world demographic trends, particularly increasing urbanization.
In this connection，however，they remain responsible for monitoring their marketing practices according to
the principles and aim of the International Code. All manufacturers and distributors of products within its
scope 2 - whether operating domestically or internationally, in developed or developing countries - are
invited once again to ensure that these products are not marketed or distributed in ways that may interfere
with breast-feeding.
164. The special burden placed on all concerned parties for the nutritional well-being of infants and young
children is defined simultaneously from the perspective of hard science and ethical principles. The early
months o í life are a precious, precarious moment; by definition, they cannot be re-lived. Adequate diet
is more crucial in infancy than at any other time of life because of the infant's high nutritional requirements
in relation to body weight and the influence of proper or faulty nutrition during the first months on future
health and development. If the nutritional well-being of people is a pre-condition for the development of
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societies, it is all the more so where their most vulnerable members - infants and young children - are
concerned. Governments will be unsuccessful in their efforts to accelerate economic development in any
significant long-term sense until optimal child growth and development are ensured for the majority.
Thanks to the International Conference on Nutrition, the technical basis for continued action is clear. So,
too, is the moral basis in terms of social equity and the right of everyone to adequate nutrition.

MATTERS FOR THE PARTICULAR ATTENTION OF THE HEALTH ASSEMBLY
165. Resolution EB93.R9, adopted by the Executive Board at its ninety-third session, recommends to the
Health Assembly the adoption of a resolution, the text of which is reproduced in document
EB93/1994/REC/1.
166. In resolution EB93.R9, the Executive Board requested the Director-General, "in transmitting the
report to the Forty-seventh World Health Assembly, to draw specific attention to the guidelines concerning
the main health and socioeconomic circumstances in which infants have to be fed on breast-milk
substitutes
In accordance with this request, the Health Assembly is referred to document
WHA39/1986/REC/1, Annex 6，part 2，and to the Consensus Statement from the WHO/UNICEF
Consultation on HIV Transmission and Breast-feeding (Geneva, 30 April - 1 May 1992).
Weekly
Epidemiological Record, 67: 177-184 (1992).
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