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Abstract

The World Health Organization (WHO) has stressed that 1.5 million infants die
annually, unnecessarily, from deprival or from insufficiency of breast milk. Hence, the
need for its maximal use, very particularly in impoverished populations, such as those
in sub-Saharan Africa. In many developed populations, a generation ago the practice
was very low, but now it has risen considerably. In contrast, in Africa and in most
developing populations, despite the far greater need for breast-feeding, the practice is
tending to decrease, especially among urban mothers. While the most common
reasons given concern insufficiency of breast milk and employment of mothers, the
latter, especially urban mothers, are under strong and increasing pressure to use
proprietary replacement foods. These are often made up unsatisfactorily and are
contaminated. Also influential are the often less than enthusiastic, and confusing,
attitudes of staff at clinics and hospitals, albeit, due in part to their very heavy
workloads. Additionally, there is society’s relatively indifferent attitude to breast-
feeding. Currently, a hugely adverse factor is the danger of human immunodeficiency
virus (HIV) transference from seropositive mothers to their infants — in some African
countries almost half of antenatal mothers are infected. Chances of early control of the
infection are remote. However, apart from this danger, and from the pressure from
replacement food companies, the outlook for breast-feeding practice in many African
countries is unlikely to improve significantly until greater encouragement is given
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from State, local and other health authorities.

What is the magnitude of the problem at issue? How
important to the health of the infant is the choice of breast-
feeding or not breast-feeding? As noted in a recent
editorial!, WHO has estimated that 1.5 million infant
deaths per year could have been prevented had they been
breast-fed”. In a low income country, evidence indicates
that artificial feeding would produce an excess of post-
neonatal deaths at 6 months ranging from 13% at 10%
prevalence of artificial feeding, to 59% at 100% of artificial
feeding®.

It is noteworthy that compared with the recent past,
developed populations are experiencing an increase in
breast-feeding initiation rates and in the duration of the
practice; whereas, unfortunately, and in contrast, in devel-
oping populations the rate and the duration of breast-
feeding appear to be decreasing, especially among urban
mothers .

In seeking to throw light on the outlook for breast-
feeding in sub-Saharan African populations, after briefly
describing the benefits from the practice, the intention is to
indicate trends in this regard, past and present. This will be
done, first, for perspective, in developed populations and
then in sub-Saharan African populations. Next, primary
influencing factors will be discussed, and then, from the
information gathered, an answer will be sought — what are
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the likely prospects for breast-feeding in African mothers
in the current millennium?

Benefits from breast-feeding

As repeatedly emphasized, breast-feeding is cheap,
convenient, safer and emotionally satisfying®™®. There is
a special mother—infant bond. Milk supply is tailored to
meet the baby’s needs; and, further, in the case of the
prematurely delivered infant, the foodstuff has a high
concentration of growth factors which tends to be maxi-
mal in day one colostrum. The practice provides much less
chance of contamination; in this respect, evidence is
strongest for protection against gastrointestinal infections.
Benefits are greatest in lower socioeconomic groups and
in those communities who have poor water and sanitation
facilities. The rewards are thus nutritional, immunological
and psychological. Regarding infant mortality rate (IMR),
benefits were demonstrated in an early study made in
Chile, where there were three times as many deaths among
babies given bottle feeds before the age of 3 months than
among those who were breast-fed’. A further benefit of
high relevance to poor populations who still have large
families, concerns the fact that it takes longer for women
who breast-feed their children to become pregnant than
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for those who do not breast-feed. Mothers can thus benefit
from wider birth intervals which enable them to recover
their health. The anovular and amenorrhoea period is most
effective when sucking is regular, frequent, intense and

prolonged, and extends into the second year of lactation '’

Breast-feeding trends in developed populations

In millennia past, breast-feeding was virtually invariable in
the masses and was continued for long periods, since
there were no ready replacement foods*'. It is important to
appreciate that as little as a generation ago, breast-feeding
was practised by the minority of mothers. Thus, in the UK,
in the 1970s, according to a major report, it is scarcely
believable that in some parts of the country less than a
third of mothers even tried to initiate lactation; moreover,
in the case of most lactating mothers, breast-feeding had
ceased within a month'. In the USA during the same
period, observations revealed that only 10% of infants
were breast-fed until 4 months'®. Furthermore, the practice
was less common among lower income mothers compared
with those in better circumstances. In Johannesburg, South
Africa, in the white population, one enquiry revealed that
only 50% of mothers had initiated breast-feeding'’; at the
extreme, at a maternity hospital in Cape Town, only 5-7%
of mothers were still breast-feeding at 6 weeks".
Turning to more recent times, in the USA, in 1989, 58.5%
of white mothers began to breast-feed their infants in
hospital; at 6 months, 21.0% were still lactating'®. In a study
made in Denmark, the corresponding proportion at
6 months was much higher, 73%". It is noteworthy
that during the same period, while 23% of African-American
mothers initiated breast-feeding, only 6.4% continued for
6 months'. In efforts to increase the practice in the USA,
the Healthy People 2000 objective is to raise the breast-
feeding initiation rate of 54%, which prevailed in 1988, to
75%; and from a rate of 21% at 6 months to 50%'®. In a
recent review on ‘why women fail to breast-feed’ it was
concluded that ‘the measure of success of those who
wish to breast-feed is greatly influenced by medical and

midwifery practice’"’.

Breast-feeding trends in sub-Saharan
African populations

In sub-Saharan Africa the situation regarding breast-
feeding practice in the past, the situation at present and,
of course, the likely future prospects, varies from country
to country and within countries — between rural and urban
areas, and between the poor and those less in need.

In the far past, breast-feeding was near invariable for
1-2 yearszo. However, a generation ago, changes in prac-
tice began. Thus, in South Africa, in the 1970s, an enquiry
on infant feeding practice indicated falls in its frequency
and in its duration®. For example, in a series of infants
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studied in Durban, at 6 months 18% were exclusively
breast-fed, in 30% there was mixed feeding, and 52% were
bottle-fed *.

In a recent poster publication from the US Population
Reference Bureau, which concerned the general situation
within a number of countries, in studies made in sub-
Saharan Africa the initiation rate was 97-99%%. Propor-
tions of those breast-feeding exclusively up to 6 months
were noted to be low in Nigeria (1%) and in Burkina Faso
(5%), but high in Ghana (31%) and in Uganda (57%).
Proportions breast-feeding but with complementary foods
at 6—9 months ranged from 59% in Burkina Faso and 69%
in Senegal, to 94% in Kenya and 96% in Zimbabwe .

In a further general report on the breast-feeding situ-
ation in Africa, carried out between 1986 and 1990, it
was reported that the initiation of breast-feeding ranged
from 92% to 99%. The median duration ranged from 15.2
to 24.4 months. About 70% of infants were not exclusively
breast-fed during the first 4 months of life*".

Currently, in rural areas in Southern Africa, as in the
Lesotho Highlands, a baseline cross-sectional study revealed
that all infants under 2 years were initially breast-fed®. By
3 months, 63% of mothers had supplemented their breast
milk with other milk feeds, mainly with fresh cow’s milk.
Exclusive breast-feeding was practised only for the first
few weeks. In Lebowa, in North West Province, among
Pedi mothers, 90% breast-fed their infants for at least
6 months and 61% for 18 months. By 3 months, 59% of
mothers had introduced supplementary foods.

Regarding urban dwellers in Soweto, adjacent to
Johannesburg, the prevalence of initial breast-feeding
was 92% among mothers, both for those recently urban-
ized and for those urban born. It was much lower in the
case of Indian mothers (73.1%) and for white mothers
(73.29%)%". At 6 months, 68% of recently urbanized African
mothers were breast-feeding, compared with 48% of those
who were urban born. In Pretoria, all of a series of African
mothers studied initiated breast-feeding: proportions were
thus high, 90%, at 3 months and 81% at 12 months®. In
the Western Cape, in a low socioeconomic urban area,
Kayamandi, 94.6% of mothers initiated breast-feeding; the
proportion still feeding was 67% at 3—6 months, and 58%
at 6-9 months’.

In Lagos, Nigeria, it was reported that women on the
lowest of salaries had a mean duration of breast-feeding
their last child for 8.0 months, whereas the period was
3.3 months in women in senior professional positions®.
In the city of Jos, also in Nigeria, a survey revealed
that while all mothers initiated breast-feeding, only 55%
started the practice within 24 hours; at 3 months, only 6%
were breast-feeding exclusively®. In the Sudan, 77.9% of
mothers believed that breast milk was best for their babies;
food supplementation was introduced at 6 months by
82.5% and household food was introduced by 35.4%°".
In rural Somalia, median duration of breast-feeding was
19.5 months. However, infants also received cow’s milk by
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cup from the first day of life and onwards*. In Kinshasa,
Zaire, breast-feeding was universal at birth and remained
near or above 90% until 9 months of age. Bottle-feeding
was reported by 10.7% of mothers; between 85% and 97%
of all children who were bottle-fed were simultaneously
breast-fed*.

Reasons for stopping breast-feeding

In Western Cape, in an enquiry undertaken in a rural and
in an urban area, both of which were poor, the main
reason given for stopping breast-feeding was that the baby
did not want the breast anymore. This was the case with
50.0% of rural mothers and 68.6% of urban mothers”.

In a recent review, the factors associated with early
cessation of breast-feeding and/or early use of supple-
ments were considered to be: milk insufficiency, maternal
employment, breast-related problems, a dissatisfied baby
or a baby who refused milk, maternal illness and infant
illness or prematurity®. In addition, considerable responsi-
bility was attributed to the inadequacies of health services,
the pressures from breast milk substitute bodies, and, of
course, the emergence of the HIV epidemic.

Insufficiency of milk

The plea of insufficient milk, often made in both devel-
oped and developing populations, is expressed in contexts
where replacement foods are available, although to a
varying extent. Certainly, insufficiency of milk truly prevails
in a proportion of cases. An important question, however,
arises — were stronger encouragement given by health
authorities, would there be a significant lengthening of the
duration of breast-feeding? While health care providers are
the most influential and trusted sources of information
about breast-feeding, many are neither prepared nor
able to provide good breast-feeding counselling to their
clients. In Cleveland, USA, during the prenatal period, 23%
of mothers received counsel from their obstetrician, 47%
from books and 23% from classes®. Postpartum nurses
provided breast-feeding information to 87% of mothers,
whereas obstetricians and pediatricians provided advice to
only 27% and 33% of mothers, respectively. The study
concluded that health care providers should develop
better methods of prenatal and postpartum education to
enhance breast-feeding initiation and continuation.

An interesting question is: what is the lactation situation
in contexts where the mother realizes that should her milk
be insufficient there are no alternative foods, and hence
her baby will die? It is noteworthy that in a number of
highly adverse conditions of diet and environment, breast-
feeding was maintainable with a varying degree of success.
In World War II this was observed at Belsen concentration
camp®’; at Leningrad during the siege in 1943-1944 in
starving Holland in 1945%, and in the prisoner-of-war
camps in Singapore®. In the latter, breast-feeding was
initiated by all mothers and was continued exclusively for
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6 months, and partially for a year. Under less severe
circumstances, in a number of very poor populations,
breast-feeding has been practised for longer than might be
expected”.

Influence of attitudes of staff in clinics

and bospitals

Bearing in mind the importance of breast-feeding in both
developed and developing populations, it is unfortunate,
as already indicated", that more positive encouragement
is not given by staffs in clinics, hospitals and health depart-
ments. Relatively little information is being provided at
such places commensurate with the high desirability of
maximal breast-feeding. Mothers should be made more
aware of the advantages of the practice. Health profes-
sionals should support and educate mothers to breast-
feed. Additionally, in contrast to the dearth at present,
appropriate posters regarding breast-feeding should be
displayed in public places, not only in clinics and hospitals,
but in post offices and other places where the public
spend time waiting.

As evidence of the unsatisfactory situation in western
populations, an investigation made in New Zealand
revealed a situation of overworked staff, of a lack of
health care workers’ skills, and the giving of inconsistent
advice on breast-feeding™. In a major enquiry carried out
in London, it was found that in the hospital and in the
neonatal unit studied, half of the paediatric staff had
received no training in breast-feeding during or after
nursing school'. It was regretted that there is a lack of
studies in the UK on the breast-feeding situation in
paediatric units. The inadequacies described supported
observations made in an earlier investigation in London,
which illustrated the giving of conflicting advice and
the general lack of support™. Not surprisingly, the same
situation applies in numerous other countries, e.g. Saudi
Arabia®.

In view of the foregoing, the often unsatisfactory
situation in African contexts in many respects is under-
standable. It will be understood, of course, that in the early
decades of the twentieth century, the huge majority of
African women, especially in rural areas, gave birth to their
offspring at home with invariable breast-feeding for pro-
longed periods™*. No encouragement was needed. In
contrast, in an enquiry cited previously’, it was reported
that by 1979 significantly more infants who were wholly
bottle-fed had been born at the local teaching hospital as
compared with those who were born in two other units
(a maternity hospital and a local obstetric unit)**, thereby
indicating that although there may be confounding factors,
certain hospital policies/practices were not directed
towards optimal breast-feeding practices. It was stressed
that mothers in communities should not be confused by
discrepancies in the messages given. That such do exist
among health professionals was clearly illustrated in a
survey conducted recently among doctors and nurses in
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KwaZulu Natal. In assessing the extent of their knowledge
of some basic principles of lactation, a disturbing lack of
unanimity was evidenced about the management of
breast-feeding .

In South Africa, in 1997, in realization of situations of the
type described?, the Department of Health produced a
national breast-feeding policy for health workers and
health facilities. The aims are to: (i) protect, promote and
support breast-feeding; (i) encourage the use of appro-
priate complementary foods; (iii) reduce the impact of
practices which negatively affect breast-feeding; (iv) ensure
that breast-feeding is considered a legitimate reason to
grant a mother sick-leave; (v) create a health care system
that is free from commercial pressures regarding infant
and young child feeding; and (vi) encourage all health
facilities to implement the international ‘baby friendly
hospital’ guidelines. The latter have been introduced
worldwide, the primary policy being to encourage mothers
to breast-feed successfully. There are also numerous
support groups, which encourage breast-feeding, such
as La Leche League.

As has been repeatedly and authoritatively maintained,
the degree of encouragement being devoted to the
initiation and to the maintainance of breast-feeding is far
behind that being directed by marketing firms for the
adoption of replacement foods.

Pressure to use breast milk substitutes
For several decades, baby food firms have pressured
mothers to use breast milk substitutes and have encouraged
bottle-feeding. Although such actions are known to
jeopardize the health of many children, few governments
have considered it to be their duty to restrict or to
influence their activities. A generation ago, as an example
of the anxiety of medical authorities, in an annotation in
the Lancet®, entitled “War on baby foods’, the industry
was accused of ‘promoting its products in communities
which cannot use them properly; of using for advertising
salesgirls dressed in nurses’ uniforms, give-away samples,
and free gift gimmicks that persuade mothers to give up
breast-feeding.” This castigation was subsequently reiter-
ated in respect of feeding problems in indigent countries:
‘the infant food industry has much blame to bear, because
of promotive practices which have thrust unaffordable
formulae at countries where breast-feeding was customary
and where the vast majority of people are poor and do
not have clean homes and a pure water supply or the
knowledge ... to make the use of infants foods safe ... %
WHO and the United Nations International Children’s
Emergency Fund (UNICEF) published a code in 1981
which forbade the provision of free samples to mothers or
to health facilities (except for professional research),
because of the negative impact on breast-feeding™. In a
recent editorial in the British Medical Journal on
protecting breast-feeding from breast milk substitutes, it
was stated that the code mentioned is widely violated and
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needs monitoring and supportingl. In a comment, ‘Breast-
milk-substitute business booms in Italy’, it was re-
emphasized that efforts to promote breast-feeding are
minute compared with the marketing messages on baby
milk substitutes in some European countries, and that in
developing countries their marketing is much more
aggressive’'. In Sri Lanka, while there is a national code
regarding the marketing of formula milks, it is not properly
enforced’®. In Bangkok, in a series of mothers questioned,
26% had received free samples of breast milk substitute,
a feeding bottle or teat and infant formula®. As an illus-
tration of consequences, in Africa, in a study made in
Guinea-Bissau, it was reported that children at 12-35
months who were not breast-fed had a 3.5 times higher
mortality than breast-fed children. As mentioned earlier,
a similar report was published in Chile’.

The South African Code of Ethics for the Marketing of
Breast Milk Substitutes was published in 1986”. Some
major companies have become voluntary signatories.
However, in Durban, a recent and widespread enquiry
conducted on violations of the code, in 21 cluster areas,
made on 800 pregnant women and mothers, revealed that
47.8% of health facilities had been visited by company
personnel to provide product information to mothers,
2.3% had received free samples of a product, and 28% of
mothers had received negative information on breast-
feeding from a company(’.

Since the problem at issue is not being satisfactorily
coped with by western health authorities, with their
advanced resources, the magnitude of the problem being
faced in this respect in sub-Saharan Africa will be
appreciated.

Danger of breast-feeding beyond infancy

It has been reported that breast-feeding when prolonged
well beyond infancy in developing countries is often
associated with relatively low nutritional status™®. For
example, in a review on ‘Is prolonged breast-feeding
associated with malnutrition?” it was stated that in a study
made in Brazil on infants of 1-3 years of age ‘the pre-
valence of malnutrition was lowest in infants breast-fed for
3—6 months, but worse for those breast-fed for longer’”’.
Hence, it has been considered that prolonged breast-
feeding impairs growth. However, different conclusions
have been reached in a number of studies. In a western
setting, in the USA in Boston, the conclusion was reached
that the inverse association between prolonged breast-
feeding and growth in late infancy is not causal, but may
be explained by poorer complementary feeding among
breast-fed compared with weaned infants®™. In Africa,
in rural Senegal, it was found that length for age was
associated with duration of breast-feeding. The median
duration was 25.0 months for Z-scores of <-2, and
22.7 months for Z-scores of > 0. It was considered that
women who prolong breast-feeding for undernourished
infants, and who reduce the duration for well-nourished
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children, do so probably because they are aware of the
increased mortality risk following weaning. In an investi-
gation made in an urban area in Burkina Faso, no evidence
was found to support the hypothesis that prolonged
breast-feeding may be detrimental to children®. In a
recent review, although it concerned the situation in rural
China, it was concluded that for rural children in
developing countries, mothers should be encouraged to
breast-feed their children for the first 2 years of life, with
the addition of good quality weaning foods from about 4—
6 months®". In brief, in all situations, there must be variety
in the weaning foods.

HIV infection and breast-feeding

What is the magnitude of this new problem? It has been
reported that 20 million people are infected with HIV in
sub-Saharan Africa®. In southern Africa, the proportions
of antenatal mothers infected are believed to be the
highest in the world. In series of antenatal mothers, the
percentages who are HIV positive were given as 26% in
South Africa®, and as high as 45% in Zimbabwe®'. The risk
of vertical transmission has been considered to be 20—
35%. In South Africa, in a follow-up of HIV-infected
African women, the mean vertical transmission was found
to be 34%.

The issue of crucial importance is: should infected
mothers feed their babies, or not? WHO?Y and UNICEF
have recommended that in situations where infectious
diseases are not the primary cause of infant deaths, HIV-
infected women should be advised not to breast-feed but
to use a safe feeding alternative. But in situations where
the primary causes of deaths of infants are infections and
malnutrition, breast-feeding should continue to be pro-
moted and supported. In Africa, a crucial factor in the
situation described is that most mothers who are infected
with HIV are unaware of their condition; in a study made
in Cape Town the proportion was 80%°.

As to the effectiveness of current treatments, in
Bangkok, Thailand, a short course of zidovudine was
given orally twice daily to a series of infected mothers
prior to delivery; in the absence of breast-feeding the drug
lessened the risk of vertical transmission by half®. The
drug was also given to series of infected mothers in Cote
d’Tvoire and Burkina Faso during the postpartum period;
after 6 months of breast-feeding the proportion of infants
infected was 18.0% in the treated group, compared with
27.5% in the placebo group’.

There have been apprehensions over the cost-effective-
ness of the antiviral treatment of mothers. In South Africa,
it was considered that a budget which required the pro-
vision of a safe feeding alternative would be unafford-
able®7'. However, according to the World Development
Report’®, antiviral interventions costing less than the
equivalent of US$100 per life saved are considered to be
cost-effective for middle-income countries. Recently, the
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cost-effectiveness of options available in South Africa has
been examined in detail”®. The conclusion reached was
that, on the one hand, in the more indigent countries where
breast-feeding is associated with a strongly protective
effect, or where the IMR exceeds 70-140 per 1000 live
births, breast-feeding should be favoured. In contrast,
it was considered that in South Africa, regarded as a
middle-income country, formula feeding should be
adopted. The reasons given were that the IMR in the
latter country is generally below 50 per 1000, there is a
high level of spending on HIV-infected children, and the
infrastructure is relatively sophisticated”. However, as has
been emphasized®, application of this policy in a blanket
manner does not take into account the considerable social,
economic and other disparities which prevail within the
country, so that policies regarding appropriate feeding
practices under the conditions described should be
determined at local level.

In a recent development, a prospective cohort study
was made in Durban, South Africa, on the influence of
infant feeding patterns on early mother-to-child transmis-
sion of HIV-17. It transpired that at 3 months there was a
transmission of 24.1% in infants who received mixed
feeding, 14.6% in those exclusively breast-fed and 18.8%
in infants who were never breast-fed. In an editorial
comment”®, and in correspondence”’, it was emphasized
that confirmation and further research is required.
Enquiries must include investigating: (i) the acceptability
of exclusive breast-feeding and early weaning; (ii) whether
a regimen of exclusive breast-feeding for 3 months
followed by early and complete weaning is practicable;
and (iii) on whether this regimen will prejudice the highly
important promotion of breast-feeding in the general
population.

While current very intensive research continues, both in
relation to the availability of a vaccine and the more
effective treatment of the infection, the problem at issue is
one of huge magnitude, which could worsen. In many
countries in sub-Saharan Africa, especially those in south-
ern Africa, the infection rate is increasing rapidly. In such
countries, it has been estimated that a large decrease in
years of life expectancy is inevitable in the very near
future”®. In this connection, in a recent study made in
Zimbabwe, the survival time by 2002 has been considered

to be likely to decrease from 63 to 47 years’”.

Discussion

As emphasized by WHO, a huge burden of mortality from
the absence of or from inadequate breast-feeding is being
borne by developing populations. In developed popu-
lations, 99% of infants now survive their first birthday.
Accordingly, in such contexts, whether breast-feeding is
practised or not has little bearing on mortality in the first
year of life. This mortality situation thus stands in gross


https://doi.org/10.1017/S136898000000032X

290

contrast to that prevailing in indigent developing
populations. In Africa, at the extreme, in Sierra Leone
only 66% of infants reach their first birthday®. However, in
Cape Town, under far better circumstances, 97.5% of
African infants survive their first year®.

As will have been appreciated, the outlook for breast-
feeding in African mothers in general is one of gloom.
On the positive side, there is increasing health educa-
tion, initiatives from ‘baby friendly hospitals’, some social
support (maternity leave, availability of creches at the
workplace and elsewhere), and the code of marketing
of breast milk substitutes®™. Negative and discouraging
influences include certain clinic and hospital practices,
and the promotion of breast milk substitutes. The very
serious problem linked with HIV infection will remain
acute. Further, the pressure to use breast milk substitutes
and weaning foods earlier than might be needful, especi-
ally in urban areas, will continue. The giving of greater
encouragement to breast-feeding by health authorities
could well induce more mothers to breast-feed and to
lengthen the period of lactation. As an example, in Nigeria,
in an endeavour to increase breast-feeding in a rural
community, of women who were given counselling before
and after delivery, 39.8% were breast-feeding at 4 months
compared with 13.9% in the control group™. But against
this hope, and this applies to primary health care practices,
generally, it must be faced that in the African context, a
drawback of great moment is the fact that virtually all
clinics and hospitals are habitually short staffed and are
overloaded with patients. Hence, endeavours to devote
more time to encourage breast-feeding is essentially
limited. Also to be taken into account is the situation
that in many African countries, medical help is almost
unattainable when needed by the masses. In Nigeria, it has
been stated that the vast majority of the population has
virtually no access to hospitals, clinics or to health pro-
fessionals®. Other adverse features in the present African
scenario are: in Kenya, infant deaths are increasing; in
Zambia fewer children are being immunized; in Tanzania,
primary school enrolment has fallen; and in Zimbabwe
the seeking of health care is decreasing®. At the other
extreme, where there are better resources and facilities, as
in South Africa, by no means all expectant mothers seek
help at clinics®, although lately an increasing proportion
do so since such services are now free”.

In all of the situations of despondency described, and
accepted by most as near inevitable, there are examples,
isolated admittedly, which demonstrate that with education,
cooperation and determination, success can be achieved.
Thus, in the Gambia, in a series of villages at three centres
over a 10-year period, 1975-1984, local measures, without
excessively high expenditure, had the effect of reducing
IMR from 124 to 25 per 1000 — chiefly by making available
24-hour attention by a nurse or doctor at clinics and
hospitals®®. Nowadays, however, in virtually all African
countries, the services of nurses and doctors are limited.
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Perhaps the most outstanding example of successful
health policy is that demonstrated by Kerala, almost the
poorest of states in India, yet with a very low IMR of 17 per
1000 live births®, which is the same as that of Africans in
the USA”, the richest country in the world. The remarkable
changes could not have been accomplished without there
being a high level of successful breast-feeding. Far more
should be known of these isolated but unquestionable
examples of success which have been achieved in poor
communities/countries. While such performances tend
to mitigate the general gloom, the outlook can only
be lightened by the concerted action of individuals,
communities and health authorities.

It will be apparent that the outlook for breast feeding in
the year 2000 and beyond — a practice so important for the
health of infants in largely impoverished African popula-
tions — depends on many factors, perhaps the most
important of which is the early control of HIV infection
and its level of transmission.
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