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Infant Feeding Options for Mothers with HIV—using women’s insights to guide policies

T he objective of this paper is to discuss the 
difficult and controversial topic of mother-to-
child transmission of HIV through breastfeeding.
Based in part on a small study conducted in the 
Kiambu district of Kenya last year, women’s 
ideas, opinions, feelings and preferences regarding 
infant feeding options for mothers with HIV are 
presented.  The importance of dialogue with 
mothers in the selection of a feeding choice is dis-
cussed and specific ways in which women’s views 
can be used to guide policies on HIV and infant 
feeding are suggested.

MotherMother--toto--child transmission of child transmission of 

HIVHIVaa: importance of the problem: importance of the problem

An estimated 590,000 infants acquired HIV-1
from their mothers in 1998; 90% were in Sub-
Saharan Africa. About two-thirds were infected 
during pregnancy or at delivery and the other 
one-third through breastfeeding1.  Although 
breastfeeding accounts for only part of mother-
to-child transmission of HIV, in countries where
both fertility and rates of HIV infection among 
pregnant women are high, the issue of HIV trans-
mission through breastfeeding is of public health 
importance2.  There is a pressing need for coun-
tries to develop sound policies on HIV and infant 
feeding3.

a.  In this paper, Human Immunodeficiency Virus (HIV) 
means HIV-1.  Cases of mother-to-child transmission of 
HIV-2 are very rare.

Infant feeding options for mothers Infant feeding options for mothers 

with HIV: the dilemmawith HIV: the dilemma

Breastfeeding significantly improves child survival 
by protecting against diarrhoeal diseases, pneu-
monia and other potentially fatal infections, while 
it enhances quality of life through its nutritional, 
psychosocial and many other benefits.  As a re-
sult, not breastfeeding presents substantial disad-
vantages and risks to both children and mothers3.
Balancing the risks of not breastfeeding, such as 
increased child morbidity and mortality, versus 
the risk of HIV transmission through breastfeed-
ing, presents a serious dilemma particularly for 
mothers in poorer countries, and also for policy 
makers and health workers4.

For poor women living in developing 
countries the choice not to breastfeed is much 
more problematic than for affluent women in 
northern countries4.  Poor women have inade-
quate access to resources, including resources 
necessary to obtain sufficient breast milk substi-
tutes, as well as equipment, fuel and potable water 
to prepare it safely4.  If tests were used that 
showed a mother had infected her infant with 
HIV in utero or intra partum, then the mother 
would be advised to breastfeed her infant.

Mothers’ rights Mothers’ rights 

Guidelines prepared jointly by UNAIDS and two 
of its co-sponsors (UNICEF and WHO) in 19982

recommend that breastfeeding should continue to 
be protected, promoted and supported among 
HIV-negative mothers and among mothers of 
unknown HIV status.  The guidelines promote
fully informed and free choice of infant feeding 
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methods for HIV-positive mothers.  Counseling 
HIV-infected mothers should include the best 
available information on the benefits of breast-
feeding, on the risk of HIV transmission through 
breastfeeding and on the risks and possible ad-
vantages of alternative methods of infant feeding.
The consequence of these recommendations is as 
follows: compared to HIV-negative mothers for 
whom the decision to breastfeed is supported by 
international and national recommendations as 
well as long-standing cultural practices, mothers 
with HIV are expected to assume increasing re-
sponsibility for infant feeding decisions5.

Most previous discussions have focused 
on weighing competing risks of HIV transmission
through breastfeeding against risks of increased 
child morbidity and mortality associated with not 
breastfeeding6.  The opinions of women them-
selves regarding infant feeding options in the face 
of HIV have not been reflected in these discus-
sions6,7.  As well, relatively little attention has 
been directed to the problem of preparing moth-
ers to play a more active role in infant feeding de-
cision making.

Challenges for the informedChallenges for the informed

aappproachproach

By far the majority of pregnant women are not 
being tested for HIV, so their status is unknown 
both to themselves and the health worker8.  Even 
where women do get tested, some studies, par-
ticularly in Sub-Saharan Africa, indicate that 
health care providers do not have accurate infor-
mation to share with HIV-positive mothers6,9,10

and may convey a lesser risk for formula feeding 
than for breastfeeding6,9.  The importance of ac-
curate information is illustrated in a study in 
KwaZulu Natal, South Africa11.  In this study, a 
woman was reported to have said:

I was never told anything about HIV and
breastfeeding.  I breastfed my baby for 11
months.  If I knew anything, I would not have
fed him poison, and maybe my baby would
have lived a longer time….

According to the authors, because of lack of ade-
quate information, this woman was assuming that 
her child was necessarily infected through breast-
feeding, whereas the child could have been in-
fected in utero or intra-partum.

Considering the complexity of informa-
tion to be imparted, informed decision-making
also faces educational challenges related to com-
mon misperceptions regarding HIV/AIDS and 
mother-to-child transmission of HIV12.  The 
widespread belief that all babies of HIV-positive

mothers will be born infected which is docu-
mented in various studies6,9,10,12,13,14 would need to 
be countered with accurate information on the 
rate of mother-to-child-transmission and current 
understanding of the risk of transmission through 
different routes.

In some communities, a woman’s author-
ity to make infant feeding decisions may receive 
scant respect6,7.  For example, in Zimbabwe, deci-
sions about infant feeding are made by the in-
fant’s father, the woman’s mother-in-law and of-
ten the woman’s own mother15. In other coun-
tries, some studies suggest that many women re-
fuse to question their health care providers about 
decisions, partly because they trust them since 
they possess requisite knowledge12,16 and partly 
because of paternalistic attitudes held by many 
health care providers.

Early detection of HIV is also needed to 
enable mothers to recognize their role in infant 
feeding decision-making16.  Women should re-
ceive the information as early as possible, either 
prior to conception or during prenatal care, to 
allow sufficient time for reflection16.  The impor-
tance of early detection in influencing infant feed-
ing choice is evident in Cape Town6.  Seventy-
three out of 88 HIV- positive mothers inter-
viewed were not aware of their HIV status at the 
time of their child’s birth and only discovered it 
when their child, or they themselves, became ill.
According to the authors, women who knew their 
HIV status at the time of their child’s birth were 
more likely than others to abstain from any 
breastfeeding.

Since women are expected to assume re-
sponsibility for infant feeding decisions, and also 
to bear the consequences of whatever method 
they choose, they should be allowed to voice per-
sonal values and preferences related to the op-
tions, and make informed choices under condi-
tions of uncertainty about possible outcomes17.
According to Bassett, by learning from those who 
must make decisions and live with these hard 
choices, public health workers will be in a better 
position to offer advice7.

There have been relatively few reports,
and even fewer published studies, on women’s 
views of infant feeding options, including exclu-
sive breastfeeding, animal milks, wet nursing, heat 
treating expressed breast milk and others.  There 
is a paucity of data on the perceptions of mothers 
as decision-makers in guiding policies and coun-
selors’ advice.  Little attention has been directed 
to the views of ordinary women in the commu-
nity, the views of the decision-makers themselves.

Knowledge about women’s ideas, opin-
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beliefs associated infant feeding options in the 
face of HIV while allowing individual respon-
dents to explore and define particularly relevant 
issues20.  Interviews ranged from 30 minutes to 
one hour in length.

Data analysis

Data were first displayed in a conceptually or-
dered matrix in which several research questions 
were clustered together so that meaning could be 
generated more easily21. This matrix allowed com-
parison between respondents and lent itself easily 
to cross-case analysis.

Once the sample of texts were estab-
lished, data were carefully reviewed line by line, 
typically within a paragraph, while looking for 
processes, actions, assumptions and conse-
quences21. Beside the paragraph, labels were gen-
erated.  These labels represented key concepts 
contained in the paragraph and were phrased in 
the person’s own words, such as the virus can’t die
and babies should only drink their own mother’s  milk.
Using this “grounded” approach to coding al-

lowed the researchers to be 
more open-minded and 
more context-sensitive
compared to using pre-
fabricated codes21.

Findings

The data presented in this paper are drawn from 
75 face-to-face interviews with mothers about in-
fant feeding options the mothers would consider 
if they hypothetically tested positive for HIV.
The respondents ranged in age from 15-39 years 
and their HIV-status was unknown to the inter-
viewers.  Where appropriate, the respondent’s 
own words have been used to illustrate some in-
terpretative points.

Level of education

As previously mentioned, these women had a 
moderate level of education.  One woman never 
attended school, 34% of the women had some 
primary school education, 39% had some high 
school education, 23% some college education
and one woman had university education.  Hav-
ing some college education was interpreted as 
having undergone some formal training after high 
school. For instance, tailoring and secretarial 
training, which typically takes less than two years 
to complete in Kenya, was included in this cate-
gory.

ions, feelings and experiences suggests specific 
ways in which health care providers can facilitate 
informed decision-making18.  Providing informa-
tion about infant feeding options needs to be in-
dividualized. This information must be unbiased 
and accurate to help women make a decision that 
is in keeping with their personal values and be-
liefs18.  Truly informed decision-making can only 
take place when the mother is given both the full-
est possible information from which to draw her 
conclusions, and appropriate, culturally-located
support for the course of action she chooses. 

Mothers’ views of infant feedingMothers’ views of infant feeding

options in the Kiambu district options in the Kiambu district 

of Kenyaof Kenya

Mothers’ views on infant feeding options were 
investigated in one Kenyan community.  Mothers 
were asked what alternative they would choose if 
they hypothetically tested positive for HIV.  A set 
of infant feeding options was presented to them.
These included: expressed 
and heat-treated breast
milk, milk banks, goat’s 
milk, wet nursing, infant 
formula and cow’s milk.
Women were requested to 
give their opinion on all of 
the options presented. 

Site, sample selection and access to sample 

Mothers of unknown HIV status attending Naz-
areth hospital in the Kiambu district of Kenya 
between June and August 2000 were invited to 
participate in the study.  The criterion for eligibil-
ity was to have an infant less than 2 years old.  A 
clear verbal description of the research, its aims 
and methods, was given to each woman in the 
local languages (English, Kiswahili or Kikuyu). 
Only those mothers who gave informed consent 
were interviewed.  Interviews were tape-recorded
and transcribed verbatim where consent was 
given.

Measuring instrument

Since little empirical research exists in this area, a 
qualitative inquiry seemed to be the most reason-
able approach for answering the research ques-
tion19.  In the first phase of this study, in-depth
interviews were carried out with the mothers.  Us-
ing themes emerging from these in-depth inter-
views, a semi-structured questionnaire was de-
signed in the second phase.  This instrument pro-
vided a basic framework for common areas of 

Little attention has been directed Little attention has been directed 

to the views of ordinary women to the views of ordinary women 

in the community, the views of in the community, the views of 

the decisionthe decision--makers themselvesmakers themselves
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To breastfeed or not to breastfeed?

In this study, women seemed undecided about 
whether they would breastfeed if they tested posi-
tive for HIV.  Some of the women (55%) stated 
that they would breastfeed as usual.  Among 
them, some 50% expressed their strong belief
that, because their babies would necessarily be 
HIV-positive even before being tested, breast-
feeding could not possibly pose a risk for infec-
tion.  However, some women (45%) reported 
they would stop breastfeeding if they tested posi-
tive for HIV.  One of the respondents said: 

The viruses are not so strong in the baby’s
body, they will get finished with time, if I con-
tinue breastfeeding, the viruses will continue
getting into the baby’s body and the baby will 
eventually die.

Exclusive breastfeeding

Although 98% of the women in the sample 
breastfedb, none of them had exclusively breast-
fedc for more than a few weeks, and all infants 
had been fed water and cow’s milk before two 
months of age.  Only 34% of the women stated 
that they were willing to breastfeed exclusively for 
three months if they tested positive for HIV.
Those who would not choose to breastfeed, gave 
reasons including the following:

q Water is necessary to prevent stomach 
problems

q If I don't [give him water] he will get 
hard stool

q I must give him other things to help
him grow

q I have to give him water to dilute the 
milk in his stomach and help in diges-
tion

Stigmatization if women do not breastfeed

One of the respondents interviewed alluded to 
the issue of stigmatization.  She cited the example 
of her HIV-positive friend who was advised by 
doctors not to breastfeed, and who told people 
why she was not breastfeeding.  According to the 
respondent, people were very understanding and 
did not stigmatize the HIV-positive woman.  This 
respondent narrated:

b.  The definition of breastfeeding was open to the respon-
dent’s interpretation; thus, breastfeeding included both ex-
clusive and mixed feeding.

c.  Exclusive breastfeeding is defined as not giving any other 
foods or liquids to the baby except breastmilk and medica-
tion.

[I know this HIV positive woman who was] 
advised by the doctors not to breastfeed.  This 
woman told people why she was not breastfeed-
ing her child.  In such a case everybody…would 
understand.  But in a case where [a mother] 
decides just like that not to breastfeed her child, 
I don’t know whether one should not be taken 
to the police … of course people may think
that the mother is one of these arrogant moth-
ers.

Heat treating expressed breast milk

Only 9% of the respondents would choose to 
heat-treat expressed breast milk.  Some 23% ex-
pressed their disbelief that heat treatment could 
inactivate the virus.  One respondent said: 

Me, what I believe is that a virus is very
strong, I know that they cannot even die
through boiling.

Some women, (34%) thought that human milk 
cannot be boiled like cow’s milk while others (43%) 
expressed concerns including disgusting and unhy-
gienic practice.

Milk banks

Regarding the use of banked milk, only 12% of 
the women interviewed would consider this op-
tion.  Reasons against milk banks included not done 
in our culture (62%), not hygienic (19%) and fear of 
disease transmission (14%).  Regarding culture, one 
of the respondents noted:

Some people believe in culture, they say, oh, my 
kid cannot be given milk that belongs to some-
one else, oh, my kid when she is given such 
milk [she] will die. 

Wet nursing

As with the above infant feeding options, women 
had strong views about the acceptability of wet 
nursing.  Only 35% would have their infants wet 
nursed if they tested positive for HIV.  Reasons 
against wet nursing included the belief that babies
should only drink their own mother’s milk! (51%), fear of 
disease transmission (26%) and not done in our culture
(21%).

Infant formula

Fifty-six percent of the women would consider 
infant formula.  Some women perceived its com-
position as being close to that of breast milk.
Among women who would not consider this op-
tion, 65% expressed fear that this milk would 
have passed its expiry date in the local shops and 
20% strongly believed that infant formula contains
things that are not good.  One of the respondents ex-
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plained:

You know cow’s milk is being milked there 
and then.  You can see it is fresh.  Tinned 
milk [infant formula] may have stayed in the 
shop for long.  You can sometimes buy and 
when you give the baby it might not be good for 
her.

Goat’s milk

Only 23% of the respondents would opt for 
goat’s milk.  Women were generally unfamiliar 
with this option.  Some 42% of women said they 
had never heard of goats being milked.  One re-
spondent asked:

Are goats milked?  Do they have milk?
[laughter]

Some women (31%) were concerned 
about the thickness of the milk, which would 
cause constipation, while others (23%) thought 
that because even adults don’t infants should not be 
fed goat’s milk.

Cow’s milk

Some 87% of the 
women stated that they 
would use cow's milk 
without being 
prompted.  Reasons in-
cluded its wide avail-
ability and the belief 
that it is “fresh” relative to infant formula.  How-
ever, women did not seem to know how to mod-
ify cow’s milk to be nutritionally adequate.  Re-
garding dilution, 64% thought that, for cow’s milk 
to be nutritionally adequate for any two-week old 
infant, the volume of milk should be more than 
that of water, 18% thought that water should be 
more than milk, and another 18% that both vol-
umes should be equal.  Regarding supplementa-
tion, only ten percent of the women would add 
glucose, salt or sugar to the milk; none of the 
women would include a micronutrient supple-
ment.

DiscussionDiscussion
In this setting, the majority of women thought 
that cow’s milk was the most acceptable alterna-
tive.  In Kiambu district, cow’s milk is sold in lo-
cal shops and kiosks, and is relatively cheap.  A 
price comparison showed that the cost of cow’s 
milk is 12% that of infant formula in the local 
shops ($28 versus $232 for six months’ supply for 
an infant). 

However, according to Yeung and co-
workers, the use of unmodified cow’s milk for 

infant feeding is not ideal and may present addi-
tional challenges, especially if it is used to replace 
either breast milk or formula in the first six 
months of life22.  This is because unmodified 
cow’s milk may lead to iron deficiency anemia23

and, due to its high protein content relative to 
breast milk, cause constipation in young infants24.
Modifying cow’s milk to make it nutritionally ade-
quate for young infants requires dilution as well as 
supplementation with iron and other micronutri-
ents2.

This study indicates that women do have 
strongly held views and opinions about the ac-
ceptability of infant feeding options in the context 
of HIV infection.  However, it is important to 
recognize that a group of mainly Kikuyu women 
from Nazareth hospital is probably not represen-
tative of all African, Kenyan or Kikuyu women.
These women were peri-urban.  They were nei-
ther affluent, nor very poor.  Most of them had 
some schooling and they had reasonable access to 
health care.  Such characteristics may not be pre-
sent in much of Africa. Hence, the conclusions of 

this research cannot be 
generalized to other 
women with different 
socio-economic status, 
access to health care 
and level of education 
may be different.  The 
need for policies and 

advice to be appropriate for cultural settings, geo-
graphic locations and levels of living cannot be 
overemphasized.

In addition, women in this study were 
asked a hypothetical question about infant feeding 
choices if they tested positive for HIV.  One way 
to assess acceptability is to ask women what they 
think and what they would do, given a choice7.
This hypothetical scenario is more successful at 
capturing negative responses.  If women do not 
like something hypothetically, they will probably 
not use it in practice.  However, experience sug-
gests that the best way to assess what women will 
do is to offer them choices and see what they ac-
tually do.  In actual decision-making, significant 
individuals such as husbands and mothers-in-law
may influence women’s infant feeding choices.
The validity of answers to these hypothetical 
questions cannot be assumed.

Recommendations: using women’s Recommendations: using women’s 

views to guide policies on HIV and views to guide policies on HIV and 

infant feedinginfant feeding
For each mother to be able to make a truly in-
formed choice in the face of this complex issue, 

The need for policies and advice The need for policies and advice 

to be appropriate for cultural settings, to be appropriate for cultural settings, 

geographic locations and levels of living geographic locations and levels of living 

cannot be ocannot be overemphasizedveremphasized
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information developed from an understanding of 
mothers' perspectives is needed.  Developing this 
“grassroots” knowledge is crucial because of the 
dramatic shift in the locus of decision-making for 
infant feeding that has occurred with HIV.  For 
HIV-negative mothers, the decision to breast-
feed is supported by international and national 
recommendations as well as long-standing cul-
tural practices. However, according to interna-
tional guidelines, for HIV-positive mothers the 
decision whether or not to breast-feed is to be 
made by each mother.  This  decision should be 
fully informed and of free choice. 

As recommendations for fully informed 
and free choices of infant feeding methods are 
made for HIV positive mothers, it is necessary to 
reflect on what fully informed decision-making
really means.  Compared to paternalistic decision-
making where health care providers have the re-
sponsibility to make decisions, the medical litera-
ture indicates that there are two models for in-
formed decision making.  In the first model 
(shared informed decision) the health care pro-
vider helps the woman assess the impact of her 
choice with regards to her values and lifestyles.
In this case, both the woman and the health care 
provider reach the decision and the option is con-
sistent with the woman’s values and preferences.
In the second (purely informed decision), the 
health care provider also informs the mother 
about the options available to her.  However, the 
mother alone is responsible for making the deci-
sion (assuming she is accurately informed), what-
ever choice she makes is the correct one, and she 
should not be persuaded to change her mind25.

In the case of a mother who opts to use 
cow’s milk in early infancy, according to the 
purely informed decision making model, if she is 
accurately informed, she should not be persuaded 
to change her mind.  However, she should be 
taught how to modify cow’s milk to make it nutri-
tionally adequate and safe.  According to the 
shared informed decision-making model, such a 
mother could be educated on how to modify
cow’s milk and supplement it with micronutrients; 
or she might be persuaded to choose another 
feeding option.

If services are to be shaped by women’s 
views, methodologically sound ways of obtaining 
their views and encouraging them to come for-
ward and present them are needed.  It is not easy 
to get representative views, for all countries have 
their bias, and opinions change over time.  In all 
cases however, providing women with accurate, 
high quality, up to date information is an impor-
tant starting point26.
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Question from the audience   We, the UN 
agencies, have been promoting alternatives to ex-
clusive breastfeeding and not only formula.  This 
is part of the UNAIDS/UNICEF/WHO Guide-
lines.  Concerning the field questionnaire, have 
these mothers been supported in the past in their 
efforts to exclusively breastfeed? There is evi-
dence from randomized controlled trials in differ-
ent settings (including poor and middle income 
communities in Sri Lanka, Mexico, Brazil and 
Bangladesh) showing that it is possible to increase 
the rates of exclusive breastfeeding with counsel-
ling.  There is a training course on breastfeeding 
counselling and there is a tool on HIV and infant 
feeding counselling.  These tools deal with in-
formed choice.

Lucy Thairu  The issue of exclusive breastfeed-
ing is important.  Some mothers in the survey felt 
there was a need to dilute their breast milk with 
water so their infants would not get constipated.
They said the same thing about cow’s milk. If ex-
clusive breastfeeding is to be promoted effectively 
we need to find out what mothers are thinking 
about exclusive breast feeding and then make 
policies and programmes that are coherent with 
their views.  Women’s views on exclusive breast-
feeding have been studied extensively in both 
Sub-Saharan Africa and Latin America.  We need 
to put these findings to good use, and meet moth-
ers half way. 

Comment from the audience  UNICEF and 
the infant formula companies may promote only 
two options, but nutritionists in countries in this 
region have a broader perspective. In Zimbabwe 
our guidelines for the prevention of HIV trans-
mission describe all the alternatives. Sometimes 
we find that the international agencies do not 
want to listen to us. 

Question from the audience  What about add-
ing micronutrients to cow’s milk? As in Kenya, 
mothers in Tanzania feel the need to add water to 
cow’s milk. Why not provide a supplement to the 
infant via cow’s milk?

DiscussionDiscussion

Question from the audience  This paper raises 
some controversial areas that will be discussed for 
the next few years.  Firstly, within UNICEF, I 
have criticized the UNAIDS/UNICEF/WHO 
Guidelines because our own staff  see only two 
options: breastfeeding and infant formula. In our 
pilot trials to prevent mother to child transmis-
sion, in all countries except Tanzania, UNICEF 
has actually convinced mothers to use infant for-
mula. Those in the nutrition community, who 
really support exclusive breastfeeding, and the in-
fant formula companies, have similar views on 
the range of options available to mothers: they 
see only two options. The infant formula compa-
nies write on the package labels “exclusive breast-
feeding is best but if you can’t do that you should 
use formula.”  Nutritionists tend also to see only 
exclusive breastfeeding as a choice and no other 
feeding method.  Lucy Hair’s paper deals with all 
options available to mothers which opens up re-
search and this is most welcome.   Secondly, can 
mothers really make informed decisions? I believe 
that children have a right to be breastfed and 
mothers have an obligation to breastfeed.  In ad-
dition, all the people around those mothers have 
an obligation to make it possible for mothers to 
breastfeed. If the mother does not breastfeed her 
baby, we should not blame the mother.  We 
should look carefully at the environment in which 
she lives. How can we expect a poor mother, who 
lives in terrible conditions and who is HIV posi-
tive, to make informed decisions? 

Lucy Thairu  To discuss whether informed 
choice is possible or even relevant in Sub-Saharan
Africa, it is important to first look at its origins.
In Europe and in the United States, informed de-
cision-making has its origins in consumer science 
and in product development where people are 
given all available information regarding different 
choices before they make a decision.  Another 
origin is the feminist movement where informed 
decision-making counters the paternalistic model 
in which doctors make decisions for women.
Here, the informed decision- making model em-
powers women to make their own decisions. 
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Lucy Thairu  Women in my study were unsure 
about how they should modify cow’s milk.  When 
I asked them what volume of water should be 
added to cow’s milk, 64% said that water should 
be more than cow’s milk, 18% indicated that wa-
ter should be less than cow’s milk, while 18% of 
them said half and half.  None of the women said 
anything about addition of micronutrients but 
they often added sugar to the cow’s milk. There-
fore, if mothers with HIV choose to use cow’s 
milk, they would need information on how to 
modify cow’s milk to make it nutritionally ade-
quate.

Minister Dlamini  In Africa, we need more local 
studies like this to document nutrition-relevant
behaviours so that programmes are not designed 
in a vacuum.  Concerning informed choice and 
decision-making, HIV has brought many difficul-
ties for service providers whether it is in a hospi-
tal setting or society at large. Even in the simplest 
society where illiteracy is prevalent, illiteracy must 
not be mistaken for stupidity.  When people are 
literate or semi-literate, it makes our job much 
easier. We owe it to all individuals to supply them
with the information they need to know so that 
they can decide what is best for them.  I don’t 
agree that we should use one standard in the West 
and another in Africa. This is immoral and un-
ethical.  The challenge for us is to communicate 
simply and clearly in everyday vernacular.  Let us 
tell them what is available and let them decide.

Question from the audience  In terms of how 
to treat mothers in their decision-making, are we 
promoting the idea of shared information?  And 
does not shared information compromise and 
commit the service provider in that decision mak-
ing process?

Lucy Thairu  The data collected in this study was 
not on shared, informed decision-making.  This 
study was about what women’s feelings and per-
spectives are about different infant feeding options.
More research is needed in terms of shared, in-
formed decision-making that would investigate in 
particular interactions between HIV-positive
women and their health care providers.

Comment from the audience  In our work we 
found very similar results about what women 
would do should they find that they were HIV 
positive.  We have followed up the women who 
tested HIV positive.  Most often these women 
really don’t have much choice.  Even if they say 
they would make a particular choice (should they 
test positive) in the absence of providing alterna-
tives to these women, 95% choose to breastfeed.

Comment from the audience  The recent techni-
cal consultationsa set up to review issues surround-
ing mother to child transmission have recom-
mended possible alternatives to breastfeeding, but 
workers in the field ask “Where do we start?”  This 
field study provides findings that can influence pol-
icy because it starts with what mothers already 

know about and can build upon.  

a  Editor’s Note:  These consultations include the WHO 
Technical Consultation on Infant and Young Child Feeding 
held in Geneva, March 13-17, 2000, and the WHO Technical 
Consultation on Mother-to-child Transmission of HIV, held in 
Geneva, October 11-13, 2000.


