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Much evidence can be found in the scientific literature about the beneficial effects of 

breastfeeding. The evidence relates to: 

 

1. Nutritional properties of human milk. 

2. Immunological properties that not only protect the infant from harmful micro-

organisms, but also help in the development and maturation of the infant‟s immune 

system. 

3. Metabolic influences that help set the metabolic clock of the infant. 

4. Psychological advantages including mother-infant bonding and neurodevelopment. 

 

The research data is voluminous and is not repeated here. The scientifically minded reader 

can find it on the Internet including the website of the Journal of Tropical paediatrics 

(www.tropej.oxfordjournals.org under the heading “Continuing medical Education”  

Chapter 5 “Breastfeeding” in Mother and Child Nutrition in the Tropics and Sub-tropics). 

 

As is usually the case scientific developments in one area influence several other related 

disciplines. There have been many ramifications of these research findings; 

 

1. It is now universally accepted that mother‟s milk is the best food for her infant. Its 

protein and energy contents are ideally suited for supporting growth of the infant who 

under normal circumstances double their birth weight in four to six months‟ time on 

breast milk alone.  

 

In the early 1970‟s nutritionists used to judge the quality of a food protein by calculating 

its egg score. It is now generally agreed that protein value of other foods should be 

measured with reference to the protein in human milk.  

 

Taking into account all the scientific evidence The World Health Organization (WHO) 

and United Nations Children‟s‟ Fund (UNICEF) recommend exclusive breastfeeding for 

the first six months of life as the best form of infant nutrition. It has been estimated that if 

all the mothers followed the recommendation one million infant lives would be saved 

annually. 

 

Adequate nutrition, protection from infection, a healthy environment and 

growing up in a loving family relationship are some of the essentials for 

optimum growth of children. The International growth charts that have been 

used for many years to monitor growth of children did not take method of 

feeding into account and mostly assumed a healthy family background. In 

order to clear uncertainties and in keeping with the recommendations 

regarding infant and child feeding WHO sponsored an international study on 

the growth of children with a view to develop growth charts that were 

http://www.tropej.oxfordjournals.org/
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consistent with „best‟ health practices. Subjects (children and their families) 

for the study were recruited from a diverse set of countries – Brazil, Ghana, 

India, Norway, Oman and the USA. Key features among the selection criteria 

included the following:  

 

“exclusive or predominant breastfeeding for at least 4 months, introduction of  
complementary foods by the age of 6 months, and continued partial breastfeeding 

up to at least 12 months”   

 

And also 

 
“No maternal smoking before and after delivery; single term birth, and absence of 
significant morbidity”  

 
 

The importance of breastfeeding for optimum growth of children is highlighted by the 

WHO Child Growth Standards full details of which are available at the website 

www.who.int/childgrowth/technical_report_pub/en/index.htm 

 

The standards developed for growth in weight for boys and girls are given below as 

samples of what is available on the above website. 

 

  
Weight for age in centiles for girls – Birth to 5 years Weight for age in centiles for boys – birth to  5 years 

 

 

 

Decline in breast-feeding 

 

In recent years many developing countries have experienced a steep decline in breast-feeding. 

The decline is more common in large towns and cities, but similar trends are also present in 

rural areas. Several factors have contributed to this decline in the incidence of breast-feeding, 

such as rapid urbanization and changing social values, but by far the most important causes 

are the intensive advertising and aggressive sales practices of the manufacturers of infant 

formulae. Attractive displays and catchy slogans in the mass media, 'gift packs' issued to 

mothers in maternity wards, milk nurses visiting young mothers at home, and free hand-outs of 

starter cans in children's clinics have together dealt a strong blow to breast-feeding. The baby is 

http://www.who.int/childgrowth/technical_report_pub/en/index.htm
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thus not only deprived of the benefits of mother's milk, but in the unhygienic environment of 

most rural homes he(she) is also offered contaminated feeds causing recurrent diarrhoea. 

Another disadvantage is that of cost. Many families find that they must spend almost half their 

income to feed the baby properly on artificial milk. Hence the baby's feeds are over-diluted and 

he begins to lose weight. One of the commonest causes of marasmus- severe wasting, or thinness-  

in infants in developing countries is bottle-feeding. Animal studies have shown that growth 

failure in an organism affects mainly that organ of the body which is growing maximally at the 

time. The tragedy of marasmus occurring in early infancy is that its worst effects occur in the 

brain, which happens to be the organ growing maximally during the first two years of life 

 

 

 

Promotion of Breastfeeding. National and International aspects 

 

The Innocenti Declaration on protection, promotion and support of breastfeeding was 

developed and adopted by policy makers from 32 governments and 10 UN agencies on 1st 

August 1990. The goals included a call for governments to act and create an environment 

enabling all women to practice exclusive breastfeeding of infants from birth to 4-6 months of 

age, and to continue breastfeeding with adequate complementary foods for up to two years. 

A number of approaches can be and have been taken to promote breast feeding as the norm, 

and to protect the practice of breastfeeding from the encroachment of artificial feeding. The 

most important of these approaches are: 

 

o The international Code of marketing of Breast Milk Substitutes 

o National Legislation to protect Breast Feeding 

o National Infant and Child Feeding Policies 

o The Baby Friendly Hospital Initiative. 

 

A number of approaches can be and have been taken to promote breast feeding as the norm, 

and to protect the practice of breastfeeding from the encroachment of artificial feeding. The 

most important of these approaches are: 

 

o The international Code of marketing of Breast Milk Substitutes 

o National Legislation to protect Breast Feeding 

o National Infant and Child Feeding Policies 

o The Baby Friendly Hospital Initiative. 

 

 

The international Code of Marketing of Breast Milk Substitutes 

 

 This was the first step in the international promotion of breastfeeding and the control and 

regulation of advertising of formula feeding. In some countries this had got out of hand 

and unfair claims about virtues of formula were being made by the manufacturers. After 

much international debate in 1979 at the World Health Assembly a code of ethics 

regarding promotion of infant formula was unanimously agreed to by the WHO and the 

major formula milk companies. The Code, adopted by the World Health Assembly in 
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1981, which set minimum standards to regulate marketing of infant formulas, feeding 

bottles and teats, and which stipulated that health facilities should never be involved in 

the promotion of breast milk substitutes, and that free samples should not be provided to 

new mothers  has been reviewed regularly since its inception. In spite of the formal 

acceptance of the code by the formula milk industry, there have been many examples of 

code violations by different manufacturers in different countries. 

National Legislation to promote breast feeding and control Formula feeding. 

 

In 1978, following an appreciation of the fact that bottle feeding was on the increase in 

the country, and that Papua New Guinea was a fertile ground for exploitation by the milk 

formula industry, paediatricians and politicians combined to pass the first ever legislation 

to protect breast feeding. The Baby Foods (Control) Act sought to restrict the advertising 

of breast milk substitutes and to restrict the sale of feeding bottles and teats The 1978 act 

was amended in 1984 to take into account the introduction and increasingly harmful use 

of “baby cups” with spouts. 

 

Similar legislation has been passed in other countries, and the Indian  1992  Infant Milk 

Substitutes, feeding Bottles and Infant Foods (Regulation of Production, Supply and 

distribution Act) as amended in 2003 (Annexe 1 ) is a good example. 

 

Unfortunately, legislation is simply a document. The enforcement of the legislation is a 

difficult matter and in the case of Papua New Guinea, the initial effect of the legislation in 

reducing the prevalence of bottle feeding has not been sustained. Efforts are currently 

underway through the Paediatric Society of Papua New Guinea and the National 

Department of Health and with the assistance of the International Breastfeeding Alliance 

(IBFAN) to update and strengthen the legislation and the methods of its application. 

 

The Baby Friendly Hospital Initiative. 

 

In 1991 UNICEF and WHO proposed that hospitals (and maternity units) may declare 

themselves as being friendly to the welfare of babies by implementing the following Ten 

Steps: 

¶ Have a written policy on breastfeeding that is routinely communicated to all staff 

members. 

¶ All health workers are trained in skills necessary to implement the policy. 

¶ Inform all pregnant women (and their families) about the benefits and management of 

breastfeeding. 

¶ Help mothers to initiate breastfeeding within half hour of birth. 

¶ Show mothers how to breastfeed and how to maintain lactation even if they should be 

separated from their infants. 

¶ Give newborns no drinks by bottle unless medically indicated. 

¶ Practice rooming-in (allow mothers and infants to be together all 24 hours of the day). 

¶ Encourage breastfeeding on demand. 

¶ Give no artificial feeds or pacifiers to breastfeeding infants. 

¶ Foster the establishment of breastfeeding support groups and refer mothers to them on 

discharge from the hospital or maternity. 

 

*(It can be reasonably argued that there is no place for bottle feeding at all in hospitals. In 

situations where breast feeding is not possible- for example due to illness of the mother, babies 
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can be fed expressed breast milk, or in its absence other milk, by cup, rather than bottle).   

When all the ten steps have been acted upon and regularly implemented the hospital or maternity unit 

can apply for a Baby Friendly status. Following inspection by an independent team of assessors if all 

the conditions are found to be satisfactorily fulfilled a certificate is issued. 

The Baby Friendly Hospital Initiative has been pursued with varying degrees of enthusiasm 

in different countries. Kerala State in India is an excellent example of BFHI‟s vigorous 

promotion and application. A State-level task force was set up in March 1993 and several 

doctors and trainees were trained. In 12 months, 39 hospitals became Baby Friendly. In May 

1995, Cochin was declared the first baby-friendly city in India by UNICEF's then 

representative. By then, all the 43 hospitals with a maternity facility in the city had become 

baby-friendly. The following year, Ernakulam became the first district in the country to 

become baby-friendly. With all the 14 districts following this lead, and subsequent to the 

finding by independent assessors that 622 maternity units– more than 90% of the State‟s total 

- fulfilled the Baby Friendly requirements, WHO-UNICEF declared Kerala the first baby 

friendly state in the world. The result of this work has been a substantial reduction in infant 

mortality and infant diseases. 

National Infant and Child Feeding Policies 

 

Many countries now have their own policies. In Nigeria the International Code for Marketing of 

Breast Milk Substitutes has been fully adopted and the Paediatric Association of Nigeria has been 

policing manufacturers to ensure that they comply with the code. Some tertiary institutions have 

been designated Baby Friendly institutions.  In addition the  National Policy for Infant and 

Young Children Feeding states that in all population groups, breastfeeding shall be protected, 

promoted and supported, unless medically contra-indicated  on a case-by-case basis and in line 

with the provision of the Code of Marketing of Breast milk Substitutes. All public and private 

places of employment shall be actively encouraged to provide crèches and establish flexible 

nursing periods during the working hours. Exclusive breastfeeding for the first 6 months of life 

shall be followed by the introduction of complementary foods that are safe, appropriate, locally 

available and nutritionally adequate, with continued breastfeeding for up to two years and 

beyond. The timing of introduction of complementary foods shall be from six months of life, 

except otherwise indicated. 

Promotion and support of breast feeding at local and individual level. 

All those responsible for the health of children must be fully conversant with and supportive of the role 

of Breastfeeding. 

Many hospitals and maternity units tend to send mothers and babies home if the delivery was 

uneventful and both mother and baby are well. Difficulties with breast feeding can arise after arriving 

home.  In the more developed countries health visitors, district midwives, community nurses and breast 

feeding mothers‟ groups are available for speedy response and advice. In resource-poor settings these 

resources are not easily available especially in rural areas. Experienced elders in the family may be able 

to reassure and give helpful advice. But this is not always correct. Knowledgeable lay counsellors can 

help with the correct establishment of breastfeeding if they have undergone some basic training in 

practical issues with regard to breast feeding and in dealing with common problems if any. The 
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description below is about such practical aspects of breast feeding. 

 

Practical Aspects of Breast Feeding 

 

All healthy full term infants are born with reflexes that enable them to obtain milk from the 

mother‟s breasts. These are the Rooting Reflex which helps with attachment to the breast. 

When the baby‟s lips are touched with the nipple the baby‟s mouth opens wide to take it into 

the mouth. The Suckling Reflex in which the nipple and part of the areola are rhythmically 

compressed between the baby‟s tongue and hard palate. A wave of contraction passes along 

the baby‟s tongue from the tip in front to the base at the back resulting in the breast being 

milked. The Swallowing Reflex in which each mouthful of milk is passed along the 

oesophagus by a wave of peristalsis and into the stomach. 

 

With a little help at the time of first feed the normal newborn gets these reflexes going. After a 

few successful feeds baby and mother both learn and are able to synchronize the letting down 

of the milk on the part of the mother and feeding on the part of the baby. First time mothers 

may need help with initiating breastfeeding by being shown the following: 

¶ Holding the baby in close body contact with the baby‟s nose near the nipple 

¶ Gently squeezing the breast until a drop of milk is visible on the nipple 

¶ Touching the baby‟s lips with the nipple 

¶ Wait a second or two for the baby to open his mouth wide (the Rooting Reflex) 

¶ Moving the baby gently onto the breast ensuring that the baby has taken whole of the 

nipple and the areola well into the mouth so that the baby‟s lower lip is well below the 

nipple (See Figs. 1 to 3). 

 

 
Fig. 1 Initiating the Rooting Reflex 

 
Fig. 2 Attachment to the breast. Note 

nipple and part of the areola in babyôs 

mouth 
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Fig. 3 Attachment to the breast 

 

 

Signs of correct attachment to the breast are: 

¶ Baby‟s mouth is wide open 

¶ There is more of the areola visible above than below the mouth 

¶ Baby‟s chin touches the breast, the lower lip is rolled down and the nose is free. 

¶ Baby suckles with slow deep sucks with occasional pauses 

¶ No pain is felt by the mother 

Signs that a baby is feeding successfully: 

¶ Swallowing is audible and visible 

¶ There is a sustained rhythmic suck 

¶ Arms and hands are relaxed 

¶ The mouth is moist in between feeds 

¶ There are regular soaked nappies. 

¶ Stools change in colour from dark to light brown or yellow by day 3. 

When to commence breastfeeding? 

Early breastfeeding immediately after or within the first hour of birth has many advantages: 
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¶ It reduces the risk of postpartum haemorrhage for the mother 

¶ The first milk “colostrum” has rich anti-infective properties and has many benefits for the baby 

¶ Entry of milk into the baby‟s gut starts the digestive processes besides providing fuel for 

metabolism and body warmth 

¶ Close contact with mother‟s body keeps the baby warm and helps with bonding. 

¶ Baby indicates readiness for feeding by opening the mouth and making searching movements 

Exclusive breastfeeding (only breast milk feeds without any fluid or milk being offered by bottle) for 

the first six months of life is now universally promoted. After that age breast feeding should be 

continued with gradual introduction of gruel made from local staple.  

 

Dealing with common problems in breast feeding 

___________________________________________________________________ 

     Problem                Management 

 

Flat nipples If diagnosed during pregnancy: 

Show the mother how she can apply gentle traction on the nipples 

and pull them out to make them more protractile. This manoeuvre 

should be performed several times daily throughout the pregnancy. 

 

If diagnosed after childbirth: 

Show the mother how to help the baby to suckle by pressing the 

areola gently together using her fore fingers before putting the 

nipple into the baby‟s mouth. 

 

Engorged breasts Show the mother how to express the milk manually to relieve 

engorgement before offering the breast to the baby. She should 

continue breastfeeding with short frequent feeds. 

 

Cracked or sore 

nipples 

Show the mother how to empty the breast manually and feed the 

expressed milk to the baby with a tea spoon or cup. Apply 

chlorhexidine or antibiotic ointment to the sore nipple. Tell the 

mother to: 

Continue breastfeeding. Try short frequent feeds from the sore 

nipple. Let the nipple dry in the air after breastfeeding or expressing 

milk. After the sore is healed, during feeding the entire nipple 

should be introduced into the baby‟s mouth so that his gums press 

on the areola and not on the nipple. 

 

Mastitis Give the mother antibiotics. Refer to more skilled care if necessary. 

Show the mother how to express breast milk and feed it to the baby 

while she has the infection. 
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Mother thinks she 

has insufficient milk 

Reassure the mother. Check if the baby‟s weight gain is normal. If 

normal, find out the reasons for the mother‟s anxiety. Reassure her 

and recommend more frequent feeding. If weight gain is less than 

normal encourage the mother to continue breast feeding, and to 

increase the number of feeds, especially at night. If the baby still 

does not gain weight, supplement breast milk with cow‟s milk or 

solids if he is more than 4 months old. 

___________________________________________________________________ 

 

After undergoing training in the practical aspects of breastfeeding the informed volunteer 

worker is best advised to work closely with the local health service. Another useful 

suggestion is to help set up, in collaboration with other volunteers, community based support 

groups. Such support groups comprise mother-to-mother counselling groups and peer group 

counsellors. Such support networks can help with informal education about breast feeding in 

the antenatal period as well as provide timely advice and social support in the first few weeks 

after delivery for first time mothers. Most young mothers need counselling regarding value of 

close body contact, correct attachment to breast, frequent feeding on demand, and dangers of 

offering supplements. Besides effective management of lactation problems community 

networks can provide invaluable social support. 

 

It is possible to collect and store breast milk from donors or mothers who have excess milk. 

When a mother‟s own milk is not available or is delayed such banked milk can tide her over. 

Banked milk maybe used in the case of pre-term infants, particularly those of very low birth 

weight. Guidelines for establishing milk banks are shown in Appendix II  

 

Breastfeeding and HIV 

 

A major setback to the cause of breastfeeding occurred when it was discovered that mothers 

infected with the HIV virus excrete it in their milk. Prior to that it was already known that 

HIV-infected mothers also transmit the virus to their baby through the placenta during 

pregnancy. The risk of transmission of HIV through breastfeeding is between 10% and 16%, 

but may be as high as 29% if the mother acquires the infection during the breastfeeding 

period. This is because the virus is more likely to be transmitted by women who have a high 

blood viral load, which is usually the case following recent infection...  

 

In HIV infected mothers the highest risk of transmission is in the first 3 – 6 months of 

breastfeeding. After six months the risk is slightly less. Faced with this risk medical advice 

was based on weighing up the risk to the infant if the HIV positive mother did not breastfeed. 

In developing countries risk of illness due to formula feeding is much greater in the form of 

malnutrition, diarrhoea and other illness. Hence advice concerning feeding the infant of a 

mother who is infected with HIV must carefully balance these risks against the risk of 

transmission of HIV to the infant through breastfeeding. WHO provided the following 

guidelines in the Year 2000: 

¶ When replacement feeding is acceptable, feasible, affordable, sustainable and safe, 
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avoidance of all breastfeeding by HIV infected mothers is recommended. Otherwise 

exclusive breastfeeding is recommended during the first months of life. 

¶ To minimize HIV transmission risk, breastfeeding should be discontinued as soon as 

feasible, taking into account local circumstances, the individual woman‟s situation, 

and risk of replacement feeding (including malnutrition and infections other than 

HIV) 

¶ When HIV-infected mothers choose not to breastfeed from birth or stop breastfeeding 

later, they should be provided with specific guidance and support for at least the first 

two years of the child‟s life to ensure adequate replacement feeding. 

¶ Programmes should strive to improve conditions that will make replacement feeing 

safer for HIV-infected mothers and families. 

 

In reality, replacement feeding for the vast majority of women in resource poor environments 

is not a realistic option. For most it is not affordable, sustainable or safe, and in some 

communities not breast feeding was and still is taken as a sign of HIV positivity with its 

associated stigma. In addition the provision of ongoing support and guidance for the first two 

years of the child‟s life to provide adequate replacement feeding, whilst theoretically 

attractive is practically very difficult to achieve  in the real world of rural villages and poor 

urban settlements   

 

Since these guidelines were published new evidence has become available: 

1. Exclusive breastfeeding for up to six months was associated with 3 to 4 fold 

decreased risk of HIV transmission compared to non-exclusive breastfeeding. 

2. In situations where free infant formula was provided the combined risk of HIV 

transmission and death was similar whether infants were formula fed or breastfed 

from birth. 

3. Early cessation of breastfeeding was associated with reduced HIV transmission but 

also with increased risk of morbidity and child mortality in infants born to HIV-

infected mothers. 

In resource-poor countries the advantages of breastfeeding clearly outweigh the dangers of 

mother-to-child transmission of HIV through breastfeeding. The  best chance of a child of an 

HIV positive mother in such countries being alive at 2 years, irrespective of HIV status, is for 

the mother to practice exclusive breast feeding for as long as she can up to 6 months and then 

to continue breastfeeding during the weaning period. 

 

Many find this policy difficult- knowing that breast feeding does carry a risk of HIV 

transmission. Some solutions to this problem are possible, but are themselves by no means 

straightforward. 

 

One solution is based on local culture and another on imaginative research. Wet Nursing is a 

solution with roots in culture. In the more developed countries during the nineteenth century 

wet nursing was common. In many indigenous systems in developing countries wet nursing is 

a norm. A healthy female family member can be identified who can act as a surrogate mother 

for the first few years of the infant‟s life. However, it is vital to know that the wet nurse is 

HIV negative at the initiation of the nursing and that she remains so throughout the feeding 

period. This means that she must be counselled about safe sex practices. 
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Another solution based on research has been developed from experience with milk banking 

wherein pasteurisation is commonly used. It has been shown that HIV is heat sensitive. 

Holder Pasteurization which is used in breast milk banks in developed countries inactivates 

HIV as well as microbes that may be present in milk. In the domestic setting boiling 

expressed breast milk is one approach. But boiling results in the destruction of many immune 

factors in breast milk besides reducing its nutritional value. A simple method of 

pasteurization applicable in the domestic setting has been developed by researchers in South 

Africa. Pretoria Pasteurization, named after the centre where it was developed, uses the 

principle of passive heat transfer.  

 

Expressed breast milk is collected in a clean glass container which is then placed inside a pot 

containing water that has been heated to boiling point and then removed from the heat source 

before placing the glass container in it. With this method the milk is maintained at a 

temperature between 62.5
0 

C and 56
0 

C for between 10 and 15 minutes. (In milk banks Holder 

pasteurization maintains the milk temperature at 56
0 

C or 62.5
0 

C for 30 minutes and then it is 

rapidly cooled). In the hands of the researchers Pretoria Pasteurization effectively inactivated 

HIV in milk samples used. 

 

Since Pretoria Pasteurization uses passive heat transfer a number factors need to be examined 

for its wider application.  

 

¶ Firstly, the environmental temperature is an important consideration. The temperature 

of the water will fall faster in winter than in summer.  

¶ Secondly, the type of surface on which the water pot is placed after it is removed from 

the heat source. If the surface is a bad conductor of heat the temperature of the water 

can be maintained longer. A square piece of wood covered with thick cloth is one 

practical way of doing so. 

¶ Thirdly, the quantity of water in the pot determines the total amount of heat contained 

and is available for passive transfer.  

¶ Finally, the thickness of the glass of the jar in which milk is placed will influence how 

efficiently heat is transferred. 

Experimenting in each setting with different quantities of water and glass containers is required to find 

out how long the temperature of milk can be maintained in the desired range of 56
0
 C to 62.5

0 
C for 

over 15 minutes. The practicalities of this method require time and commitment and a reliable and 

affordable heat source, whether it is firewood or a kerosene, gas or even electric stove.  Whilst 

“international” policies promoted as guidelines by organisations such as WHO and UNICEF are very 

important it is even more important that national policies take into account local situations, which may 

vary considerably between and within different countries.  

In Nigeria national guidelines on prevention of mother to child transmission of HIV infection 

were adopted in 2007. They recommend that trained infant feeding counsellors counsel HIV 

positive mothers on infant feeding choices during the antenatal period and support their 

chosen method. During counselling the risks and benefits of various options as well as the 

nutritional requirements of the child are discussed. Information on the cost implications of 

any chosen method and education on management of possible breast problems are given to 

mothers..The options presented are exclusive breast feeding or exclusive replacement 

feeding. When mothers opt for exclusive breast feeding they are counselled and supported on 

how to make breast milk safe by expressing and heat treatment or using HIV negative wet 

nurses. Either commercial infant formula or home modified animal milk is recommended for 
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those who opt for exclusive replacement feeding. Currently 70-90% of women registered in 

the Prevention of Mother to Child Transmission (PMTC) programmes opt for replacement 

feeding but health workers are made to ensure that the replacement feeding chosen is 

acceptable, feasible, affordable, sustainable and safe. Suitable home prepared milks include 

fresh cow, sheep, or goat milk. Full cream or whole dried milk powder, evaporated milk or 

ultra-heated milk with supplements of micronutrients like iron, zinc, vitamin A, C and folic 

acid are given to babies fed with these home prepared formulas. 

The progressive role out of Prevention of Mother to Child Transmission programmes (in 

Papua New Guinea the term Prevention of Parent to Child transmission is preferred- 

indicating that the child‟s father is involved as well as the mother) and the increasing 

availability and use of HAART for children has implications for infant feeding policies. 

The National Health Department, the Obstetricians Society and the Paediatricians Society of 

Papua New Guinea have been struggling to produce a feeding policy for infants of HIV 

infected mothers. The National Department of Health has recently endorsed a policy which is 

pragmatic, recognising the fact that the majority of Papua New Guinea‟s women live in rural 

villages or poor urban settlements and that the country has a high infant mortality rate due 

primarily to infectious diseases. Highlighted in the policy is the following statement: 

“Evidence from recent research in resource limited countries has demonstrated the superiority 

of breast feeding over formula feeding in terms of survival of infants born of HIV infected 

mothers. This is so whether or not the mother is on HAART. Parents must be advised of this. 

Whatever feeding option is chosen it must be acceptable, feasible, affordable, sustainable and 

safe. Any mother who has medical eligibility for HAART should be maintained/initiated on 

HAART”   

 

The policy also contains the statement that “The Standard Protocol for most PNG Mothers 

should be Exclusive and Continued Breastfeeding: This will give the baby the best chance of 

survival”. 

 

At present it can be argued that “Best practice” in resource poor environments is: 

 

¶ All mothers to have antenatal Counselling and Testing for HIV 

 

¶ Mothers with clinical or laboratory indications  for HAART should be commenced on 

treatment  

 

¶ Mothers should be advised that the best chance of their child‟s survival through the 

first 2 years of life is to exclusively breast feed for as long as practical up to 6 months 

and then to continue breast feeding after commencement of solids. 

 

¶ All HIV infected mothers not already on HAART and their newborn babies should 

receive antiretroviral prophylaxis. 

 

¶ All HIV mothers on HAART should continue treatment throughout the pregnancy and 

their newborn babies should receive antiretroviral prophylaxis. 

 

¶ Infants of HIV positive mothers should have dried blood spot testing for HIV DNA at 

around 6 weeks of age. 

 

¶ If the HIV DNA test is positive, the child should be started on HAART therapy 

immediately, and the mother advised to continue breastfeeding.  
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¶ If the child is HIV DNA negative the mother should be advised to continue exclusive 

breast feeding – unless she is socially and economically able to use alternative feeding 

safely.  

 

¶ Where possible the child‟s DNA test should be repeated 2 months after cessation of 

breast feeding to confirm that no transmission has occurred.    

 

 

In the “Real World” there are no easy answers and few non contentious issues in the area of 

best feeding practices of the infants of HIV positive mothers. But a pragmatic approach such 

as that indicated above is likely to provide the best chance of the child‟s survival.   

  -------------------------------------------------------------------------------------------------- 

Appendix I. Guidelines for the Storing (Banking) of Expressed Breast Milk 

 

 

¶ Donors should be non-smokers, should not consume more than 3 caffeinated drinks 

(150-200 ml) daily, and preferably not consume alcohol, or if they do, then not more 

than 2 units of alcohol daily. 

¶ Donors receiving treatment with antibiotics should allow at least 24 hours after the 

last dose before expressing milk for the milk bank. 

¶ Donors should have been screened for HIV 1 and 2, HTLV I and II, hepatitis B and C 

and syphilis. 

¶ Breast pumps should be thoroughly cleaned and sterilized. 

¶ Milk should not be collected and stored in polyethylene plastic bags. 

¶ Bottles used for collection should be thoroughly cleaned and dried. 

¶ Drip breast milk is not suitable because of low calorie content. 

¶ Donor milk should be refrigerated immediately. 

¶ Donor milk can be stored at 4
0
C in a refrigerator for up to 24 hours, in the ice-making 

compartment of domestic refrigerator for more than one week. For long term freezing 

it should be transferred to a freezer at -20
0
C as soon as possible after collection. 

¶ Raw donor milk should not be stored frozen for longer than three months. 

¶ Once thawed raw donor milk should not be refrozen. 

¶ Thawed milk should not be left at room temperature for longer than 2 hours before 

pasteurization. 

¶ Pasteurization for 30 minutes at 62.5
0
C inactivates HIV, HTLV and kills bacteria. 

¶ Frozen donor milk should be thawed before heat treatment to ensure adequate heat 

treatment. 

¶ Thawed donor milk should be handled aseptically 

¶ Repeated thawing and freezing is not to be recommended. 

¶ Milk should not be thawed and heated in a microwave oven 
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Appendix II 

 

 
The Infant Milk Substitutes, Feed ing Bottles and Infant Foods   
(Regulation of Production, Supply and Distribution) Act, 1992  

   

As Amended in 2003  

Vide The Infant Milk Substitutes, Feeding Bottles and Infant Foods  

(Regulation of Production, Supply and Distribution) Act, 1992  

No. 38 of 2003  
                                                                                                             

An Act to amend the Infant Milk Substitutes, Feeding Bottles and Infants Foods 

(Regulation of Production, Supply and Distribution) Act, 1992 .  It provides for the 

regulation of production, supply and distribution of infant milk substitutes, feeding 

bottles and infant foods with a view to the protection and promotion of breastfeeding 

and ensuring the proper use of infant foods and for matters con nected therewith or 

incidental thereto.  

   

Be it enacted by Parliament in the Forty - fourth Year of the Republic of India as follows: -  

   

1.       (1)  This Act may be called the Infant Milk Substitutes, Feeding Bottles and Infant 

Foods (Regulation of Produc tion, Supply and Distribution) Amendment Act, 2003.    

(2)     It extends to the whole of India.    

(3)     It shall come into force on such date as the Central Government may, by 

notification in the Official Gazette, appoint.    

  

2.       In this Act, unless t he context otherwise requires, -  

 

(a)    "advertisement" includes any notice, circular, label, wrapper or any other 

document   or visible representation or announcement made by means of any light, 

sound, smoke or gas or by means of electronic transmission or  by audio or visual 

transmission;  

(b)    "container" means a box, bottle, casket, tin, can, barrel, case, tube, receptacle, 

sack, wrapper or other thing in which any infant milk substitute, feeding bottle or infant 

food is placed or packed for sale or distr ibution;  

(c)     "feeding bottle" means ant bottle or receptacle used for the purpose of feeding 

infant milk substitutes, and includes a teat and a valve attached or capable of being 

attached to such bottle or receptacle;  
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(d)     "health care system" means a n institution or organisation engaged, either directly 

or indirectly, in health care for mothers, infants or pregnant women, and includes a 

health workers in private practice, a pharmacy, drug store and any association of health 

workers;  

(e)     "health wor ker" means a person engaged in health care for mothers, infants or 

pregnant women;  

(f)      "infant food" means any food (by whatever name called) 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 six months and up to the age of two years;  

(g)    "infant milk substitute" means any food being marketed or otherwise represented 

as a partial or total replacement for mother's milk,   for infant up to the age of two years  

(h)     "label" means a display of written, marked, stamped, printed or graphed matter 

affixed to, or appearing upon, any container;  

(i)      "prescribed" means prescribed by rules made under this Act.  

(j)      "promotion" means to employ directly or indirectly any method of encouraging any 

person to purchase or use infant milk substitute, feeding bottle or infant food.  

   

(2)        Any reference in this Act to any other enactment or any provision thereof, shall, 

in relation to an area in which such enactment or  such provision is not in force, be 

construed as a reference to the corresponding law or the relevant provision of the 

corresponding law, if any, in force in that area.  

   

3.       No person shall -  

   

(a)    advertise, or take part in the publication of any  advertisement, for the distribution, 

sale or supply of infant milk substitutes feeding   bottles or infant foods; or  

(b)    give an impression or create a belief in any manner that feeding of   infant milk 

substitutes and infant foods are equivalent to, or b etter than, mother's milk; or  

(c)  take part in the promotion of infant milk substitutes, feeding bottles or infant foods;  

  

4.       No person shall -  

   

(a)    supply or distribute samples of infant milk substitutes or feeding bottles or infant 

foods gifts of utensils or other articles; or  

(b)    contact any pregnant woman or the mother of an infant; or  

(c)     offer inducement of any other kind,  
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for the purpose of promoting the use or sale of infant milk substitutes or   feeding bottles 

or infant foods.  

   

5.       Subject to the provisions of sub -section (4) of section 8, no person shall donate or 

distribute -  

  (a)    infant milk substitutes or   feeding bottles or infant foods to any other person 

except to an orphanage;  

(b)    any informational or educational  equipment or material relating to infant milk 

substitutes or   feeding bottles or infant foods;  

   

Provided that nothing in this clause shall apply to the donation or distribution, subject to 

such conditions and restrictions as may be prescribed, of such e quipment or material 

through the health care system.  

   

6.       (1)  Without prejudice to the provisions of the Prevention of Food Adulteration Act, 

1954 and the rules made there under, no person shall produce, supply or distribute any 

infant milk substitut e or infant food unless every container thereof or any label affixed 

thereto indicates in a clear, conspicuous and in an easily readable and understandable 

manner, the words "important notice" in capital letters in such language as may be 

prescribed and in dicating thereunder the following particulars in the same language, 

namely: -  

   

(a)    a statement "mother's milk is best for your baby" in capital letters;  

(b)    a statement that infant milk substitute or infant food should be used only on the 

advice of a health worker as to the need for its use and the proper method of its use;  

(c)     a warning that infant milk substitute or infant food is not the sole source of 

nourishment of an infant;  

(d)    the instructions for its appropriate preparation and a warning against the health 

hazards of its inappropriate preparation;  

(e)     the ingredients used;  

(f)      the composition or analysis;  

(g)    the storage conditions required;  

(h)    the batch number, date of its manufacture and the date before which it is to be 

cons umed, taking into account the climatic and storage conditions of the country;  

(i)      such other particulars as may be prescribed.  

   

(2)        No container or label referred to in sub -section (1) relating to infant milk 

substitute or infant food shall -  



17 

 

   

(a)    have pictures of an infant or a woman or both; or  

(b)    have pictures or other graphic material or phrases designed to increase the 

saleability of infant milk substitutes or infant food ; or  

(c)     use on it the word "humanised" or "maternalised" or any other similar word; or  

(d)    bear on it such other particulars as may be prescribed.  

   

7.       (1)   Every educational or other material including advertisements or material 

relating to promotion of infant milk substitues, feeding bottles and infant  foods whether 

audio or visual, dealing with pre -natal or post -natal care or with the feeding of an infant 

and intended to reach pregnant women or mothers of infants shall include clear 

information relating to -  

   

(a)    the benefits and superiority of bre astfeeding;  

(b)    the preparation for, and the continuance of, breastfeeding;  

(c)     the harmful effects on breast - feeding due to the partial adoption of bottle feeding;  

(d)    the difficulties in reverting to breastfeeding of infants after a period of feed ing by 

infant milk substitute;  

(e)     the financial and social implications in making use of infant milk substitutes and 

feeding bottles;  

(f)      the health hazards of improper use of infant milk substitutes and feeding bottles;  

(fa) the date of printing a nd publication of such material and the name of the printer and 

publisher;  

(g)    such other matters as may be prescribed.  

   

(2)        No material referred to in sub -section (1) shall be utilised to promote the use or 

sale of infant milk substitutes or fe eding bottles or infant foods.  

   

8.       (1)  No person shall use any health care system for the display of placards or 

posters relating to, or for the distribution of, materials for the purpose of promoting the 

use or sale of infant milk substitutes or fe eding bottles or infant foods:  

   

Provided that the provisions of this sub -section shall not apply to -  

   

(a)    the donation or distribution of informational or educational equipment or material 

made in accordance with the proviso to clause (b) of section  5; and  
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(b)    the dissemination of information to a health worker about the scientific and factual 

matters relating to the use of infant milk substitutes or feeding bottles or infant foods 

along with the information specified in sub -section (1) of section 7.  

   

(2)         No person who produces, supplies, distributes or sells infant milk substitutes or 

feeding bottles or infant foods shall make any payment to any person who works in the 

health care system for the purpose of promoting the use or sale of such  substitutes or 

bottles or foods.  

   

(3)  No person, other than a health worker, shall demonstrate feeding with infant milk 

substitutes or infant foods to a mother of an infant or to any member of her family and 

such health worker shall also clearly explain  to such mother or such other member the 

hazards of improper use of infant milk substitutes or feeding bottles or infant foods.  

(4)  No person, other than an institution or organisation, engaged in health care for 

mothers, infants or pregnant women, shall d istribute infant milk substitutes or feeding 

bottles to a mother who cannot resort to breastfeeding and who cannot afford to 

purchase infant milk substitutes or feeding bottles.  

(5)  An orphanage may purchase infant milk substitutes or feeding bottles at a price 

lower than their sale price for the purpose of utilising them in the said orphanage.  

   

Explanation -  For the purposes of this sub -section, such purchases shall not amount to 

an inducement for promoting the use or sale of infant milk substitutes or f eeding bottles.  

   

9.       (1) No person who produces, supplies, distributes or sells infant milk substitutes 

or feeding bottles or infant foods shall offer or give, directly or indirectly, any financial 

inducements or gifts to a health worker or to any me mber of his family for the purpose 

of promoting the use of such substitutes or bottles or foods.  

   

(2)  No producer, supplier or distributor referred to in sub -section (1), shall offer or give 

any contribution or pecuniary benefit to a health worker or any  association of health 

workers, including funding of seminar, meeting, conferences, educational course, 

contest, fellowship, research work or sponsorship.  

   

   

10.   (1)  No person who produces, supplies, distributes or sells infant milk substitutes or 

feed ing bottles or infant foods shall fix the remuneration of any of his employees or give 

any commission to such employees on the basis of the volume of sale of such substitutes 

or bottles or foods made by such employees.  
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(2)  The employees of such person s hall not perform any function which relates to 

educating a pregnant woman or mother of an infant on pre -natal or post -natal care of 

the infant.  

   

11.   (1) No person shall sell or otherwise distribute any infant milk substitute or infant 

food unless it con forms to the standards, specified for such substitute or food under the 

Prevention of Food Adulteration Act, 1954, and the rules made thereunder and the 

container thereof has the relevant Standard Mark specified by the Bureau of India 

Standards established  under section 3 of the Bureau of Indian Standards Act, 1986 to 

indicate that the infant milk substitute or infant food conforms to such standards:  

   

Provided that where no standards have been specified for any infant milk substitute or 

infant food under the Prevention of Food Adulteration Act, 1954, no person shall sell or 

otherwise distribute such substitute or food unless he has obtained the approval of the 

Central Government in relation to such substitute or food and the label affixed to the 

container thereof under the rules made under that Act.  

   

(2)  No person shall sell or otherwise distribute any feeding bottle unless it conforms to 

the Standard Mark specified by the Bureau of Indian Standards referred to in sub -section 

(1) for feeding bottles and s uch mark is affixed on its container.  

   

12.   (1)  Any food inspector appointed under section 9 of the Prevention of Food 

Adulteration Act 1954 (hereinafter referred to as the food inspector) or any officer not 

below the rank of a Class I officer authorised  in this behalf by the State Government 

(hereinafter referred to as the authorised officer) may, if he has any reason to believe 

that any provision of section 6 or section 11 has been or is being contravened, enter and 

search at any reasonable time any fac tory, building, business premises or any other 

place where any trade or commerce in infant milk substitutes or feeding bottles or infant 

foods is carried on or such substitutes or bottles or foods are produced, supplied or 

distributed.  

   

(2)   The provisio ns of the Code of Criminal Procedure, 1973, relating to searches and 

seizures shall, so far as may be, apply to every search or seizure made under this Act.  

   

13.   (1)  If any food inspector or authorised officer has reason to believe that in respect 

of an y infant milk substitute or feeding bottle or infant food or container thereof, the 
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provisions of this Act have been or are being contravened, he may seize such substitute 

or bottle or food or container.  

   

(2)   No such substitute or food or bottle or cont ainer shall be retained by any food 

inspector or authorised officer for a period exceeding ninety days from the date of its 

seizure unless the approval of the District Judge, within the local limits of whose 

jurisdiction such seizure has been made, has bee n obtained for such retention.  

   

14.   Any infant milk substitute or feeding bottle or infant food or container thereof, in 

respect of which any provision of this Act has been or is being contravened, shall be 

liable to confiscation:  

   

Provided that where  it is established to the satisfaction of the court adjudging the 

confiscation that the person in whose possession, power or control any such substitute 

or bottle or food or container is found is not responsible for the contravention of the 

provisions of t his Act, the court may, instead of making an order for the confiscation of 

such substitute or bottle or food or container, make such other order authorised by this 

Act against the person guilty of the breach of the provisions of this Act as it may think 

fi t.  

   

15.   (1)  Whenever any confiscation is authorised by this Act the court adjudging it may, 

subject to such conditions as may be specified in the order adjudging the confiscation, 

give to the owner thereof an option to pay in lieu of confiscation such c ost not exceeding 

the value of the infant milk substitute or feeding bottle or infant food or container 

thereof in respect of which the confiscation is authorised as the court thinks fit.  

   

(2)  On payment of the cost ordered by the court the seized infant  milk substitute or 

feeding bottle or infant food or container shall be returned to the person from whom it 

was seized on the condition that such person shall, before making any distribution, sale 

or supply of such substitute or bottle or food or container , give effect to the provisions of 

this Act.  

   

16.   No confiscation made or cost ordered to be paid under this Act shall prevent the 

infliction of any punishment to which the person affected thereby is liable under the 

provisions of this Act or under any other law.  

   

17.   Any confiscation may be adjudged or costs may be ordered to be paid, -  
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(a)    without any limit, by the principal civil court of original jurisdiction within the local 

limits of whose jurisdiction such confiscation has been made or cos ts have been ordered 

to be paid, as the case may be;  

(b)    subject to such limits as may be specified by the Central Government in this behalf, 

by such other court, not below a civil court having pecuniary jurisdiction exceeding five 

thousand rupees, as th e Central Government may, by notification in the Official Gazette, 

authorise in this behalf.  

   

18.   (1)  No order adjudicating confiscation or directing payment of costs shall be made 

unless the owner of the infant milk substitute or feeding bottle or infa nt food or 

container thereof has been given a notice in writing informing him of the grounds on 

which it is proposed to confiscate such substitute or bottle or food or container and 

giving him a reasonable opportunity of making a representation in writing,  within such 

reasonable time as may be specified in the notice, against the confiscation and if he so 

desires, of being heard in the matter:  

   

Provided that where no such notice is given within a period of ninety days from the date 

of the seizure of the i nfant milk substitute or feeding bottle or infant food or container 

thereof, such substitute or bottle or food or container shall be returned after the expiry 

of that period to the person from whose possession it was seized.  

   

(2)   Save as otherwise provi ded in sub -section (1), the provisions of the Code of Civil 

Procedure, 1908, shall, so far as may be, apply to every proceeding referred to in sub -

section (1).  

   

19.   (1)  Any person aggrieved by any decision of the court adjudicating a confiscation or 

ord ering the payment of costs may prefer an appeal to the court to which an appeal lies 

from the decision of such court.  

   

(2)   The appellate court may, after giving the appellant an opportunity of being heard, 

pass such order as it thinks fit confirming, mo difying or revising the decision or order 

appealed against or may send back the case with such directions as it may think fit for a 

fresh decision or adjudication, as the case may be, after taking additional evidence if 

necessary:  

   

Provided that an order  enhancing any fine in lieu of confiscation or for confiscating goods 

of greater value shall not be made under this section unless the appellant has had an 
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opportunity of making a representation and if he so desires of being heard in his 

defence.  

   

(3)    No further appeal shall lie against the order of the court made under sub -sector 

(2).  

   

20.   (1) Any person who contravenes the provisions of section 3,4,5,7,8,9,10 or sub -

section (2) of   section 11 and the rules made under section 26 of the Act shall be 

punishable with imprisonment for a term which may extend to three years, or with fine 

which may extend to five thousand rupees, or with both.  

   

(2)  Any person who contravenes the provisions of section 6 or sub -sector (1) of   section 

11 and the rules made under section 26 of the Act shall be punishable with 

imprisonment for a term which shall not be less than six months but which may extend 

to three years and with fine which shall not be less than two thousand rupees.  

   

Provided that the court may, for any  adequate and special reasons to be mentioned in 

the judgement, impose a sentence of imprisonment for 44 Law -  2, a term which shall 

not be less than three months but which may extend to two years and with fine which 

shall not be less than one thousand rup ees.  

   

21.   (1)  Save as otherwise provided in section 173 of the Code of Criminal Procedure, 

1973, no court shall take cognizance of any offence punishable under this Act except 

upon a complaint in writing made by -  

   

(a)    a person authorised in this be half under sub -section (1) of section 20 of the 

Prevention of Food Adulteration Act, 1954; or  

(b)    an officer not below the rank of a Class I officer authorised in this behalf, by 

general or special order, by the Government; or  

(c)     a representative of such voluntary organisation engaged in the field of child welfare 

and development and child nutrition as the Government may, by notification in the 

Official Gazette, authorise in this behalf.  

   

(2)   Where a complaint has been made by a representative of t he voluntary organisation 

authorised under clause (c) of sub -section (1) and the court has issued a summons or, 

as the case may be, a warrant under sub -section (1) of section 204 of the Code of 

Criminal Procedure, 1973, the Assistant Public Prosecutor for that court shall take charge 

of the case and conduct the prosecution.  
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22.   (1)  Where an offence under this Act has been committed by a company, every 

person who, at the time the offence was committed, was in charge of, and was 

responsible to, the compan y for the conduct of the business of the company, as well as 

the company, shall be deemed to be guilty of the offence and shall be liable to be 

proceeded against and punished accordingly:  

   

Provided that nothing contained in this sub -section shall render any such person liable to 

any punishment, if he proves that the offence was committed without his knowledge or 

that he had exercised all due diligence to prevent the commission of such offence.  

   

(2)              Notwithstanding anything contained in sub -section (1), where any offence 

under this Act has been committed by a company and it is proved that the offence has 

been committed with the consent or connivance of, or is attributable to any neglect on 

the part of, any director, manager, secretary or other  officer of the company, such 

director, manager, secretary or other officer shall also be deemed to be guilty of that 

offence and shall be liable to be proceeded against and punished accordingly.  

   

Explanation -  For the purposes of this section,  

   

(a)    "company" means any body corporate and includes a firm or other association of 

individuals; and  

(b)    "director", in relation to a firm, means a partner in the firm.  

   

23.   Notwithstanding anything contained in the Code of Criminal Procedure, 1973, an 

off ence punishable under this Act shall be -  

   

(a)    bailable;  

(b)    cognizable.  

   

24.   No suit, prosecution or other legal proceeding shall lie against the Central 

Government or any State Government or any officer of the Central Government   or a 

representa tive of such voluntary organisation which is notified under clause (c) of sub -

section (1) of section 21 for anything which is in good faith done or intended to be done 

under this Act.  
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25.   The provisions of this Act, or the rules made thereunder shall b e in addition to, and 

not in derogation of, the Prevention of Food Adulteration Act, 1954, or the rules made 

thereunder.  

   

26.   (1)  The Central Government may, by notification in the Official Gazette, make rules 

to carry out the provisions of this Act.  

   

(2)  In particular, and without prejudice to the generality of the foregoing power, such 

rules may provide for all or any of the following matters, namely: -  

   

(a)    the conditions and restrictions subject to which educational equipment and other 

material may be donated or distributed under the provision to clause (b) of section 5;  

(b)    the language in which the notice and other particulars shall be indicated under sub -

section (1) of section 6;  

(c)     the particulars which are to be indicated under clause (i) of sub -section (1) of 

section 6;  

(d)    the particulars which a container or label shall not bear under clause (d) of sub -

section (2) of section 6;  

(e)     the matters to be included in the information which reaches pregnant women or 

mothers of infants u nder clause (g) of   sub -section (1) of section 7;  

(f)      any other matter which is required to be, or may be, prescribed.  

   

(4)     Every rule made under this Act shall be laid, as soon as may be after it is made, 

before each House of Parliament, while it  is in section, for a total period of thirty days 

which may be comprised in one session or in two or more successive sessions, and if, 

before the expiry of the session immediately following the session or the successive 

sessions aforesaid, both Houses agre e in making any modification in the rule or both 

Houses agree that the rule should not be made, the rule shall thereafter have effect only 

in such modified form or be of no effect, as the case may be; so, however, that any such 

modification or annulment sh all be without prejudice to the validity of anything 

previously done under that rule.  
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