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Introduction
How to protect and support IFE is reflected in several global declarations and strategies and detailed in a number of key polices and guidance on IFE. These outline our responsibilities to infants and young children and their carers in emergencies. International standards have been developed to hold all accountable to the humanitarian response we provide. International collaborative efforts have worked to support the implementation of key policy guidance and address the constraints that different contexts and infant and young child feeding scenarios present. 

2.1 Key global initiatives on IFE

This section outlines international law, global key frameworks/strategies on IYCF or on malnutrition relevant to IFE, Sphere standards that relate to IFE, and collaborative efforts on IFE. 

Why are global materials important?

Global positions help to set the ‘big picture’ and are important to make sure that all parties work towards the same goal across countries and organizations. They are grounded in universal principles that apply regardless of the circumstances and seek to protect the health and well being of people,. In emergencies, the challenging circumstances make the application of these universal principles even more important.

“States and all other actors involved in response and recovery work, have an obligation to protect all people from the avoidable consequences of disasters and from further harm, discrimination, and rights violations”
 
Strategies and frameworks provide an overview or ‘map’ that can guide our thinking - and consequently our planning and interventions in emergencies. They are helpful to governments, donors, NGOs and other concerned groups. For example, a framework can help to identify where initiatives fit in the ‘grand scheme of things’ and can assist those responding to clarify what sort of programmes to plan for, engage in or fund. Locating interventions within a global framework can help to identify gaps in resources and capacity.  This then provides the opportunity to fill these gaps whether via increasing their own capacity or via creation of alliances with others. Global strategies identify the responsibilities and obligations that government and other concerned parties have and often aim to incite action. There are several global strategies, frameworks and standards that apply to IFE.

2.1.1 Key global legislation, frameworks and strategies 

This section overviews key global legislation, frameworks and strategies largely reflecting their evolution over time.

The rights of women and children

The mandate to protect and support IFE is grounded in international human rights conventions.  The International Covenant on Economic, Social and Cultural Rights (1966), the Convention on the Elimination of all forms of Discrimination Against Women (1979) and the Convention on the Rights of the Child (CRC) (1989) directly commit ratifying states and indirectly, non-state actors, to promote and protect the nutritional wellbeing of women and children. 

Article 24 of the Convention on the Rights of the Child is especially important with regard to IFE. It recognises the right of children to the highest attainable standard of health. To achieve this, appropriate measures are called for to diminish infant and child mortality. This includes ensuring that all segments of society, in particular parents, have access to education and are supported in the use of basic knowledge of child health and nutrition, including the importance of breastfeeding. The CRC states that international co-operation is necessary to realise this right. The heightened vulnerability of children in emergencies increases the need for interventions to protect, promote and fulfil their rights. 
UNICEF conceptual framework for causes of malnutrition (1990)

The UNICEF conceptual framework was developed to help understand the causes of malnutrition
 and has been widely applied to emergency contexts. Understanding the causes of malnutrition in a particular context allows the development of appropriate interventions to address malnutrition and understand the different many different influences on nutritional status. The UNICEF framework reflects how malnutrition results from a complex mix of factors that work at many levels. 

Inappropriate infant and young feeding practices increase the risk of malnutrition, particularly in emergencies. Protecting and supporting safe and appropriate IFE is as an important element in preventing malnutrition and requires actions on many levels  - from an individual level (e.g. breastfeeding support) to a household level (e.g. ensuring household food security with adequate food provision for older infants and young children) to a population level (e.g. prevention of donations of infant formula). In addressing the acute or immediate needs of infants and young children, considering the underlying causes of malnutrition in the given  population makes for informed programming. This approach also helps to transition emergency interventions into longer term development programming on infant and young child feeding.  

Figure 1: UNICEF Conceptual Framework for Causes of Malnutrition





Millennium Development Goals (MDGs) (2000)

The Millennium Development Goals (MDGs) are eight goals to be achieved by 2015 that respond to the world's main development challenges. The MDGs are drawn from the actions and targets contained in the Millennium Declaration that was adopted by 189 nations-and signed by 147 heads of state and governments during the UN Millennium Summit in September 2000. 

The benefit of strategies targeting infant and young child feeding are reflected in all eight of the UN Millennium Development Goals (MDGs) (see attached for summary of how infant and young child feeding is related to all 8 goals)
. For example, by reducing infectious disease incidence and severity, breastfeeding could reduce child mortality by about 13%, and improved complementary feeding would reduce child mortality by about 6%
. In addition, about 50-60% of under-5 mortality is caused by malnutrition due to inadequate complementary foods and feeding following on poor breastfeeding practices
 and, also, to low birth weight. At mid-point towards the set deadline of 2015, progress towards some of the MDGs is off track.  MDGs 4 and 5 (reduction of under-five child mortality and reduction of maternal mortality) are particularly in danger of not being met. To improve chances for achievement of these MDGs requires improvement in infant and young child feeding practices that prevail in emergency situations. 

Global strategy on infant and young child feeding (2002)

The WHO/UNICEF Global Strategy on Infant and Young Child Feeding, adopted by the World Health Assembly in 2002
, reflects a concerted effort to revitalise world's attention on the impact of feeding practices on the survival of infants and young children. The Strategy calls for renewed commitment to work towards four targets set by the 1990 Innocenti Declaration on Protection, Promotion and Support of Breastfeeding.

1. Effective national coordination of breastfeeding activities

2. Transformation of maternity services to achieve high standard of care supportive of breastfeeding (Baby-Friendly Hospital Initiative)

3. Implementation of the International Code of Marketing of Breastmilk Substitutes

4. Maternity protection legislation for working women.

In addition, the Strategy set 5 more operational targets. One of these targets is to provide guidance on feeding infants and young children in exceptionally difficult circumstances, and on related support required by mothers, families and other caregivers. 

 The circumstances in which providing appropriate feeding may be exceptionally difficult include infants of low-birth-weight,  mothers who are HIV-infected andemergency situations. The Strategy calls for appropriate feeding support for infants and young children in these exceptionally difficult circumstances and the development of the knowledge and skills base of health workers working with carers and children in such situations.
The 2002 Global Strategy on Infant and Young Child Feeding
 communicates a clear message:

“Infants and children are among the most vulnerable victims of natural or human-induced emergencies. Interrupted breastfeeding and inappropriate complementary feeding heighten the risk of malnutrition, illness and mortality. Uncontrolled distribution of breastmilk substitutes, for example in refugee settings, can lead to early and unnecessary cessation of breastfeeding. For the vast majority of infants, emphasis should be on protecting, promoting and supporting breastfeeding and ensuring timely, safe and appropriate complementary feeding. There will always be a small number of infants who have to be fed on breastmilk substitutes based on proper assessment”. 

A guide for action, the Global Strategy identifies the obligations and responsibilities of governments, organisations, and other concerned parties to ensure the fulfilment of the right of children to the highest attainable standard of health and the right of women to full and unbiased information about infant feeding and adequate health and nutrition.

In 2005, a gathering in Florence was held to review progress in relation to the 1990 Innocenti Declaration and the Global Strategy. It examined the challenges, and identified what was needed to move the international agenda forward to meet the 9 targets. At this meeting, IFE was recognised as one of the key challenges. Innocenti Declaration 2005, adopted at the meeting, called for government and donor commitment to increase resources for infant and young child feeding as a key child survival strategy and to implement the Global Strategy.

‘Infant feeding in emergencies: protecting the most vulnerable’

The world is facing greater instability and an increasing number of emergencies than in 1990 with all that this implies by way of threat to public health. During emergencies, child illness and death rates can increase as much as 20 fold due to high levels of exposure to infections and inadequate feeding and care. Lack of breastfeeding dramatically increases these risks, yet far too often the first response in an emergency is to supply infant formula and milk, thereby worsening the situation. Organisations providing humanitarian relief need to follow appropriate guidelines, train their staff to support breastfeeding and relactation, and avoid general distribution of any breastmilk substitute.’ (Innocenti Declaration, 2005)

Although presented separately, there is a synergy between the different global initiatives. The Implementation Handbook for the Convention of the Rights of the Child recognizes the two Innocenti Declarations and the Global Strategy as  cornerstones to achieving the child's right to the highest attainable standard of health, stipulated in Article 24 of the Convention.  The CRC Committee, which periodically reviews progress towards CRC implementation, has in particular highlighted that "the implementation of the Code by State Parties is a concrete measure towards the realisation of parents' right to objective information on advantages of breastfeeding and, thus, to fulfilling the obligations of Article 24." The Committee consistently encourages compliance with the Code.
2.1.2 International Collaborations in IFE

In order to implement these global recommendations, the collaboration between UN agencies, non-governmental organisations, as well as between governments and civil society, are essential. Significant concerted efforts have emerged to help meet the responsibility to protect and support IFE and to put policy guidance into practice in emergency contexts. Two examples of collaborations in IFE are the Inter-agency Core Group on Infant and young child feeding in emergencies (IFE Core Group) and the Inter-Agency Standing Committee Nutrition Cluster (IASC Nutrition Cluster). 

IFE Core Group

An urgent need to develop policy guidance and tools for capacity building in IFE was highlighted during an international meeting on Infant Feeding in Emergency Situations in Split, Croatia in 1998. This was in response to challenges that recent emergencies, both in middle income countries like Iraq and Macedonia, and in Africa, had posed in protecting and supporting appropriate IFE, and to a call to equip aid workers to deal with these (see box 1 for examples). What emerged from the 1998 meeting was a collaborative inter-agency effort (now known as the IFE Core Group
) concerned with helping those working in emergencies to protect and support safe and appropriate IFE. 

The IFE Core Group has developed work in two main areas: policy guidance and capacity building. Work in policy guidance is embodied in the Operational Guidance on IFE for programme staff and relief workers
. Work in capacity building through a range of activities that include development of training modules and resources, advocacy, international (Oxford, 2006
) and regional (Bali, 2008
) meetings/workshops, development of resources (e.g. IFE online library) and in supporting operational agencies with technical advice (see www.en-net.org.uk).
Current members of the IFE Core Group are UNICEF, UNHCR, WHO, WFP, IBFAN-GIFA, Care USA, Action Contre la Faim (ACF), the Save the Children Alliance,  and the Emergency Nutrition Network (ENN). Associate members include IFRC and the Fondation Terre des hommes. The ENN has coordinated the IFE Core Group since 2004 and is the institutional ‘home’ for the work of the group (www.ennonline.net/ife). 

Box 1: Snapshot of experiences that led to collaborative work on IFE

Experiences from Kurdish refugee crisis (1991):

All the refugees had diarrhoea to some degree (hardly surprising in a camp of up to 20000 people with no sanitation)......Dehydration in small infants was a common accompaniment of fevers and diarrhoea…. Malnutrition was seen in those babies whose mothers had stopped lactating during the long walk over and these were given dried milk from the team's supplies…. The mortality rate in the camp was reported to be at least 5-10 babies a day…… Redmond and Jones, 2003
.
Experiences from Rwanda (1996):

Between October and December last year escalating civil conflict led to hundreds of thousands of Hutu refugees returning from refugee camps in eastern Zaire to Rwanda. Due to the scale and speed of the return many children became separated from their mothers. SCF [Save the Children], who were engaged in tracing activities at the time, estimated that 1,800 unaccompanied children were present out of a total exodus of 450,000 persons. Of these about 50 were below 2 years of age. It was the younger children who caused the greatest difficulties with regard to feeding, as they required exclusive breastfeeding if they were to have a good chance of survival.

Unaccompanied babies seen by Concern lost their mothers to the violence in eastern Zaire. There were some reports of instances where young babies had been found alive and abandoned at massacre sites. Other mothers were sick and malnourished (the region has a high HIV prevalence) prior to the journey back to Rwanda and died during their journey home or soon after their return. Children frequently suffered exhaustion, dehydration and starvation during the journey home. F O’Keefe, Field Exchange 1, 1996

The challenge for the aid worker:

“Although the feeding of babies and children is a very important issue in relief work, it is one that many relief agencies are ill equipped to deal with. In order to avoid the very real dangers associated with indiscriminate use of breastmilk substitutes during disasters, agencies with responsibility for child health need to understand the underlying issues in infant feeding, to have clear policies and detailed guidelines on programme design and management, and to make sure that their staff have the knowledge, skills and resources to implement them effectively”. M Kelly. Disasters, 2003
.

Nutrition Cluster

In 2005, the UN Inter-agency Standing Committee (IASC) initiated the cluster approach as a means of strengthening predictability, response capacity, coordination and accountability through partnerships in key sectors of humanitarian response. 8 Clusters were established. The Nutrition Cluster focuses its efforts on improving nutrition co-ordination, capacity building, emergency preparedness, assessment, monitoring and surveillance. UNICEF is the lead agency.
 The Nutrition Cluster has 35 agency members including UN agencies, non-governmental organisations and the Red Cross Movement. The ENN represents the IFE Core Group as a member of the Nutrition Cluster
, in order to bring knowledge, build capacity and capture experiences in the area of IFE in the Cluster work. 

2.1.3 Standards and accountability in aid 
During the past decade the humanitarian community has initiated a number of inter-agency initiatives to improve accountability, quality and performance in humanitarian action.The Sphere Project is one such initiative.

The Sphere Project

The Sphere Project was launched in 1997 by a group of humanitarian NGOs and the Red Cross. It aims to improve the quality of assistance to people affected by disaster and improve the accountability of states and humanitarian agencies to their constituents, donors and the affected populations (ref). 

The Sphere Project has developed a humanitarian charter and a set of standards that specify the minimum acceptable levels to be attained in humanitarian response.  Sphere is frequently applied in evaluations of nutrition emergency response and can be also used to advocate for improved services to stable populations.

Sphere provides 17 minimum standards in food security, nutrition and food aid (five minimum standards in nutrition, four in food security, six in food aid and two in assessment). Each minimum standard has a set of key indicators which signal whether the standard has been attained by measuring the impact or result of programmes, as well as the process and methods used
. 
For the relevant minimum standards, there are a number of Sphere indicators and guidance notes that are especially relevant to IFE:

Minimum standard: a) General nutrition support standard 2: at-risk groups. The nutritional and support needs of identified at-risk groups are met.
Sphere indicators
 

· Infants under six months are exclusively breastfed or, in exceptional cases, have access to an adequate amount of an appropriate breast milk substitute 

· Children aged 6-24 months have access to nutritious, energy-dense complementary foods (Note: this indicator needs to be revised so that the sentence is completed with “and are breastfeeding” to take into account the importance of continued breastfeeding in the 6-24 month period)
· Pregnant and breastfeeding women have access to additional nutrients and support 

· Appropriate nutritional information, education and training is given to relevant professionals, care givers and organisations on infant and child feeding practices 

Guidance note 1

Feeding bottles should never be used, as they are unhygienic.

Minimum standard: b) Correction of malnutrition standard 2: severe malnutrition.

Severe malnutrition is addressed.

Sphere indicator

· As much attention is attached to breastfeeding and psychosocial support, hygiene and community outreach as to clinical care.

Minimum standard: c) Food aid planning standard 2: appropriateness and acceptability

The food items provided are appropriate and acceptable to recipients and can be used efficiently at the household level.

Sphere indicator

· There is no distribution of free or subsidised milk powder or of liquid milk as a single commodity

Where Sphere indicators are not met, minimum standards have not been achieved. Meeting Sphere standards can be challenging when standards do not meet expectations of the humanitarian response related to IFE from governments or populations, for example: 

Expectations of national government

During the Balkans crisis of the 1990s in Kosovo and Bosnia, governments expected milk powder to be provided so as to feed infants, as this was normal practice in country. The national protocols were based on paediatric knowledge of infant feeding and the belief that women under stress could not breast feed. This clashed with the international community’s technical view on how best to feed infants. The government’s expectations were therefore complicated to manage.

Source: Field Exchange and Module 21, Harmonised training package.

Experiences of infant formula distribution in Northern Iraq

Since 1996, the World Food Programme (WFP) had been responsible for the distribution of food aid to the northern regions, as provided by the Government of Iraq (GOI) under UNSCR 986 distribution plans. Included in the general ration, each family with an infant below 1 year of age received an additional ration of 3.6kg infant formula (8 tins per month), 0.9 kg complementary infant food, 1 bar of soap and 0.5kg detergents.

To explain the inclusion of infant formula in the general ration, the World Food Programme (WFP) outlined their position:

“Breast milk substitutes should only be distributed to infants where the individual need is specifically established - this is internationally agreed upon policy. Despite WFPs consistent advice against the blanket distribution, the Ministry of Trade has not agreed to exclude infant formula from the general ration. This is to avoid any disquiet that is likely to occur when an established ration is reduced/ modified in the prevailing political situation in Iraq, especially given the discontent shown in 1996 when infant formula was removed from the ration by the government. At present, UNICEF is trying to develop a strategy for targeted distribution, in collaboration with the Ministry of Health and Ministry of Trade.”

Source: Infant formula distribution in northern Iraq. Field Exchange 20. Summary of assessment and postscript by WFP.

2.2 Key policy guidance

This section introduces key policy guidance - the International Code of Marketing of Breastmilk Substitutes and the Operational Guidance on IFE – that are fundamental to protection and support of safe and appropriate IFE.

2.2.1 International Code of Marketing of Breastmilk Substitutes

The International Code of Marketing of Breastmilk Substitutes was adopted by the World Health Assembly (WHA) (the governing body of the World Health Organisation) in Resolution 34.22 in 1981. The 1981 Resolution and subsequent relevant WHA Resolutions are collectively referred to asthe Code’. 
  All provisions of the Code apply in emergencies – some portions of the Code are specific to emergencies.
The Code is intended to protect the mothers/carers of both breastfed and non-breastfed infants and young children from commercial influences on their infant feeding choices. Consequently, the Code sets out the responsibilities of the infant food industry,health workers,governments and organisations in relation to the marketing of breastmilk substitutes,feeding bottles and teats. The Code does not ban the use of infant formula or bottles but controls how they are produced, packaged, promoted and provided. 

Adoption of and adherence to the Code is a minimum requirement.  All Member States are called upon to support the implementation of the entire provisions of the Code (WHA 34.22).  

Governments are strongly advised to take legislative measures to implement the Code

At least 48 countries have national legislation based on the Code. However companies have to comply with the Code independently of any other measure taken. 

What is a breastmilk substitute according to the Code?

Products that meet the Code definition of a breastmilk substitute are said to be within the scope of the Code. Breastmilk substitutesare defined by the Code as “any food being marketed or otherwise represented as a partial or total replacement of breastmilk, whether or not suitable for that purpose.” 

In practice, this means that if a product is promoted for use in an infant under six months of age or as a replacement for breastmilk from six months of age to 2 years or beyond, then the product is considered a breastmilk substitute for the purpose of the Code.  

 Examples of breastmilk substitutes include infant formula, other milk products  including therapeutic milks, bottled complementary foods marketed for children up to 2 years of age and complementary foods, bottled water,juices,teas,glucose solutions,cereals, therapeutic foods and other foods and fluids marketed for infants under 6 months. Industrially produced infant formula is a product that should meet technical specifications of the relevant Codex Alimentarius Standards. 

Code violations 

Where the provisions of the Code are not met, these acts of non-compliance are termed ‘violations’. Worldwide, ‘typical’ violators of the Code are the companies who produce these products (violations are ongoing and can be viewed at www.ibfan.org). 

Violations by companies may occur in emergencies where the emergency situation is viewed as an ‘opportunity’ to enter into or strengthen markets. However, in emergencies, those working as part of the humanitarian response may also violate the Code - violations in past emergencies have been perpetrated by international and national NGOs, governments, the military and individuals. Often violations of the Code in emergencies are unintentional but reflect poor awareness of the Code provisions and inappropriate labelling, distribution channels and failure to monitor BMS use. Many violations of the Code in emergencies have been associated with donations of BMS and infant feeding items (See section 2.3.2 for more detailed exploration around donations and the Code in emergencies).

The role of the Code in protecting and supporting safe and appropriate IFE

In emergency conditions, when infants and young children are most vulnerable, protection against commercial influences on feeding choice is critical. In emergencies, carers are vulnerable as they struggle with the means to best help their children. Confidence in their own resources, such as breastfeeding, may have been acutely undermined and the risks associated with artificial feeding enhanced. This increases the importance of upholding the Code. 

National legislation, when in place and enforced, strengthens the capacity to meet the provisions of the Code as it allows for a legal recourse when violations of the Code take place. The Code implementation is an important emergency preparedness activity at national level.
A simple Code monitoring form can be used to monitor for violations in emergencies
 (see supporting documents).
2.2.2 Operational Guidance on IFE

The Operational Guidance on IFE is a key policy guidance document developed by the IFE Core Group (see earlier). It aims to help those concerned with emergency response to meet their responsibilities to infants and young children and their carers in emergencies.

What is the Operational Guidance on IFE?

The Operational Guidance on IFE is a concise and practical policy guidance on how to ensure safe and appropriate infant and young child feeding in emergencies. The Operational Guidance on IFE focuses especially on infants and young children under 2 years of age and their caregivers, recognising their particular vulnerability in emergencies.

Why is the Operational Guidance on IFE needed?

One of the challenges of meeting the responsibilities outlined in international law and global strategies in relation to infants, young children and their carers in emergencies is how to translate global recommendations into practical action. Global policies and strategies typically do not include detailed instruction on the action required, a point highlighted in the recent Lancet Series on Maternal and Child Undernutrition:

The international system… provides much normative guidance on nutrition policy, but some of it is expressed in abstract language that does not easily translate into implementation
. 

Lancet Maternal and Child Undernutrition Study Group, Jan 2008.

The Operational Guidance on IFE intends to operationalise global recommendations on infant and young child feeding in a single guidance document specifically for the emergency context. It draws on technical guidance, empirical evidence, and experience from past emergencies. Key provisions of the Code have been integrated and built upon, to respond to the particular challenges that emergencies pose to Code implementation (See Section 2.3.3 that elaborates on the Code provisions regarding emergencies and expands on the link between the Code and the Ops Guidance on IFE).

Field experiences informing policy development – Operational Guidance on IFE

Experiences from past emergencies have been central to the development of the Operational Guidance on IFE. It was first produced by an inter-agency group of UN agencies and NGOs in 2001 (that developed into the IFE Core Group) to address widespread shortfalls in the protection and support of IFE. Documentation of recurrent challenges and problems during the humanitarian response in FYR Macedonia to the 1999 Kosovo Crisis proved the impetus to develop the Operational Guidance on IFE
. As well as widespread violations of the Code, fuelled by large amounts of donations of infant formula to the crisis (see challenges section), the researchers observed:

 …… there was poor awareness, use and implementation of guidelines and policy instruments among emergency personnel operating in FYR Macedonia. UN agencies, International and local NGOs were all affected. Where guidelines were observed, this was often as a result of individual rather than organisational learning. Disasters

Since 2001, the Operational Guidance on IFE has been updated by the IFE Core Group to reflect policy and technical developments and IFE experiences worldwide. 
Experiences shared by agencies and field workers that have particularly informed the development of the Operational Guidance on IFE include responses in Indonesia during both the tsunami (2005) and earthquake (2006) and the Lebanon Crisis of 2006.

Many of the experiences that have informed the development of the Operational Guidance on IFE have been captured in ENN’s publication, Field Exchange. Continued sharing of operational experiences on IFE is needed to continue to inform the development of meaningful operational guidance that responds to field challenges in implementation, and to highlight other gaps in capacity that need to be addressed.

Who is it for?

The Operational Guidance on IFE targets all emergency relief staff and programme managers and personnel of any agency or organisation working in emergency programmes. This includes national governments, United Nations (UN) agencies, national and international non-governmental organisations (NGOs), civil societies, donors and the military. It applies in emergency situations in all countries, and extends to non-emergency situations in relation to emergency preparedness.

Who does the Operational Guidance on IFE ‘belong’ to?

The Operational Guidance on IFE is housed at the ENN, coordinating agency of the IFE Core Group
. Freely available in nine languages, it is supported by an increasing number of organisations and institutions, including UN agencies, NGOs, academic institutions and bilateral donors. ‘Support’ of the Operational Guidance on IFE is defined as 'The Operational Guidance is in line with your own agency policies and/or is in line with the thinking within your agency and is a position you would like to work towards'. (Agencies that wish to support the Operational Guidance on IFE can contact ENN or go directly to www.ennonline.net).

In emergencies, the Operational Guidance on IFE is the key reference guidance on IFE. Implementing the Operational Guidance on IFE will help to uphold the Code. The key provisions of the Operational Guidance on IFE are summarised in 11 Key Points (see box): 

KEY POINTS 
1. Appropriate and timely support of infant and young child feeding in emergencies (IFE) saves lives.

2. Every agency should develop a policy on IFE.  The policy should be widely disseminated to all staff, agency procedures adapted accordingly and policy implementation enforced (Section 1).

3. Agencies should ensure the training and orientation of their technical and non-technical staff in IFE, using available training materials (Section 2).

4. Within the United Nations (UN) Inter-agency Standing Committee (IASC) cluster approach to humanitarian response, UNICEF is likely the UN agency responsible for co-ordination of IFE in the field.  Also, other UN agencies and NGOs have key roles to play in close collaboration with the government (Section 3).

5. Key information on infant and young child feeding needs to be integrated into routine rapid assessment procedures.  If necessary, more systematic assessment using recommended methodologies could be conducted (Section 4).

6. Simple measures should be put in place to ensure the needs of mothers, infants and young children are addressed in the early stages of an emergency.  Support for other caregivers and those with special needs, e.g. orphans and unaccompanied children, must also be established at the outset (Section 5).

7. Breastfeeding and infant and young child feeding support should be integrated into other services for mothers, infants and young children (Section 5).

8. Foods suitable to meet the nutrient needs of older infants and young children must be included in the general ration for food aid dependent populations (Section 5).

9. Donated (free) or subsidised supplies of breastmilk substitutes (e.g. infant formula) should be avoided.  Donations of bottles and teats should be refused in emergency situations.  Any well-meant but ill-advised donations of breastmilk substitutes, bottles and teats should be placed under the control of a single designated agency (Section 6).

10. The decision to accept, procure, use or distribute infant formula in an emergency must be made by informed, technical personnel in consultation with the co-ordinating agency, lead technical agencies and governed by strict criteria (Section 6). 

11. Breastmilk substitutes, other milk products, bottles and teats must never be included in a general ration distribution.  Breastmilk substitutes and other milk products must only be distributed according to recognised strict criteria and only provided to mothers or caregivers for those infants who need them. The use of bottles and teats in emergency contexts should be actively avoided (Section 6).

Operational Guidance on IFE, v2.1, May 2008

2.3 Key Challenges in IFE

2.3.1 Common concerns about IFE

Many people may have heard that breastfeeding is difficult or does not work

in emergency situations. Some of the concerns are based on experience and some are deeply held but mistaken beliefs.  (See Section 3 for more detailed look at myths). Here are some important common concerns: 

 “Stress prevents mothers from producing milk.” 

Sometimes in an emergency there may be little access to the population, e.g. during conflict. In these situations, there are often reports that mothers are stopping breastfeeding due to stress. There may be opportunities to address this through key messages relayed using media such as radio, mobile phones (text messages) or via telephone. It is important to actively engage with myths or perceptions, as they can undermine breastfeeding confidence further and/or fuel inappropriate interventions (e.g. distribution of milk powder).

Important things to know about breastfeeding and stress

Stress does not prevent milk production but it may slow the release of milk from the breasts. This can result in babies being ‘fussy’ when breastfeeding. Mothers and aid workers may think that there is not enough breastmilk. Frequent breastfeeding will help the mother and baby to get over this and ensure the baby  receives enough. Reassuring support will decrease a mother’s stress and increase her confidence. 

Some may think that breastfeeding is an additional burden that adds to the load and stress of women. But breastfeeding actually reduces mothers stress because it releases calming hormones. Breastfeeding also reduces stress for mothers in terms of less time needed to feed (no preparation), babies who are not as sick (diarrhoea and ARI much more common in non-breastfed babies) and allowing a mother to have control over how she nourishes her baby (relying on no external supplies). Depriving mothers of breastfeeding will make it more difficult for them to care for their babies.

Where there is access to a population, it is important to try and create conditions for mothers that lessen their stress as much as possible —  a protected area, a mother-baby tent, reassurance from other women, food and drink for the mother and practical help to address her immediate concerns, e.g. household shelter and sourcing family food, tracing missing family members.   

Sample messages on stress and breastfeeding to circulate in an emergency

· Breastfeeding can help a mother and baby or young child deal with stressful or traumatic situations. 

· A traumatised mother can be helped through breastfeeding her baby. 

· A frightened young child will get reassurance, as well as nourishment, from breastfeeding.

· Breastfeeding can also help in pain relief of infants and young children. So if a baby or young child is injured, breastfeeding can help – as well as supply essential food and fluid.

· If you have stopped breastfeeding, you can restart – if you breastfeed more, then you will produce more. 

· Even if your breasts are soft, this does not mean they are empty - they will still produce enough milk.

· If you are breastfeeding your baby, encourage and support other mothers caught up in the crisis especially those who may be having difficulties, who may be traumatised or who have newborns. Help to build their confidence and reassure them of this amazing capacity they have to nourish and protect their babies in this emergency.

· If you are the father or the husband or the relative of a mother who is breastfeeding or who has breastfed and has stopped during this crisis, encourage her to continue or restart. Reassure her of the resilience of breastfeeding and how well she is equipped to nourish and protect her baby. 
· There is no blockade on breastmilk – you have it with you right now.

 “Malnourished mothers cannot breastfeed.” 

Malnourished mothers can breastfeed. However they should be provided with extra food and fluids to rebuild their own nutrient stores and be encouraged to breastfeed the infant very frequently. Moderate malnutrition has little or no effect on milk production. In fact the mother will continue to produce milk, even to the detriment of her own wellbeing. “Feed the mother and let her feed the baby” is the key approach.

“The mother thinks she is not producing enough milk to feed her baby.”

A mother produces enough milk to feed her baby if she breastfeeds frequently and as long as the baby wants at each feed. Her breasts may seem soft and 'empty' but they are producing milk. 

“The mothers may have HIV and transmit it through breastfeeding.”

First arrange to make voluntary and confidential testing and counselling available. If  not possible, all mothers should breastfeed.  Alternatives to breastmilk are too risky to offer if a woman does not know her status. If a mother chooses to be tested and is HIV positive, she needs individual counselling on the risks of transmission and her infant feeding options. 

“Women should have the choice to bottle-feed their babies”

A mother is best placed to decide how to feed her baby. She needs accurate information on the benefits and risks of different feeding options so that she can make an informed decision. Emergency conditions for artificial feeding are likely to be far more risky for a baby and a mother needs to know that so that she can chose. Simply supplying infant formula to mothers in an emergency is often mistaken for enabling choice – this puts infants at great risk. 

See Exercise 5 in Cluster Module 17 (IFE) Part 3 

2.3.2 Donations of BMS in emergencies

2.3.2.1 The issues

Donations of BMS, such as infant formula, or of baby foods or of feeding equipment e.g. bottles, have been a regular feature in the ‘aid’ appeals and response to many emergencies over the past 10 years or more. An example of the excessive amounts that can typically arrive in an emergency comes from FYR Macedonia during the 1999 Kosovo Crisis:

During the humanitarian response in FYR Macedonia, an audit of infant formula and baby bottles and teats in storage found that 18.62MT of infant formula was in storage by WFP, 2.59MT by SC UK, 1.04 MT by Shelter Now International, and 0.9MT by IRC (16th July 1999). In addition, 6,000 baby bottles and 80,400 teats were being stored by UNHCR (to prevent their distribution).

By 27 July 1999, 27.148MT of branded infant formula and 1031 litres of 200ml pre-packed cartons of branded infant formula had been received by UNICEF, as part of an initiative to contain infant formula distribution.

Meeting the nutritional needs of infants during emergencies: recent experiences and dilemmas. Report of an International Workshop, Institute of Child Health, London. November 1999. SC UK and ICH.

These are example of ‘donor-led assistance’ that is not based on needs assessment but a perceived need, sometimes also guided by public opinion and reporting in the media. Donations of BMS are characteristically disproportionate and not in response to actual need. 

How widespread are donations?

The problem of donations of BMS, such as infant formula, in emergencies is extensive in countries and regions where many infants are presumed to be fully or partially artificially fed. Often appeals for infant formula are accompanied by calls for baby bottles, ‘baby’ foods, and other milk products, such as milk powder. At a regional IFE workshop in Indonesia in March 2008, where 16 countries from the East Asia and Pacific region were represented, almost all of the countries at the workshop had experienced receiving large, unsolicited donations of infant formula and other milk products during emergencies. This is reflected in experiences in Indonesia during the 2006 earthquake response: 

Literally a few hours after the earthquake, supplies of food and drinks started flowing into the affected region from many different sources. These included large quantities of BMS such as infant formula, powdered milk (Dried Skimmed Milk (DSM)), and various commercial complementary foods. Many local and international agencies quickly proceeded to distribute commercial infant formula and commercial porridge to infants and young children. Major distributors included national and international NGOs, civil society, the army and infant formula companies
. There were multiple brands (imported and locally manufactured), distribution was not coordinated and the amount distributed per child varied from place to place. Avenues for distribution included through the general ration, at temporary and fixed health care facilities and at temporary shelters. Ninik et al. Field Exchange 34.

Appeals for aid often focus on the most vulnerable – infants and young children, Donations of infant formula may reflect well-meaning intentions of those wanting to help in an emergency, not understanding the risks of using these products in an emergency setting.  Individuals or agencies or civil groups may be responding to calls for donations of infant formula or ‘baby food’ in the media – often coupled with reports that babies are in dire straits and that baby food or infant formula is urgently needed to save lives:

After the Tsunami in Aceh 
"One volunteer estimates that there are about 500 young children at the camp. "What we really need here very urgently is baby food," he said. "The little babies have nothing to eat." Sydney Morning Herald 

Typhoon survivors facing threat of disease 
Sixteen-year-old mother Jennifer Pamplona struggles to breastfeed her two-week-old baby. "She is not eating. She has been crying and has been feverish". "Water is a huge problem, the toilets are filled to capacity and we don't have portable ones. There are so many children that are sickly now, and we can't continue to live like this. We are desperate for medicines and infant formula." 
Source: Gulf Times, Qatar. Typhoon Durian, Philippines, 2006. 
Georgia appeal 2008

More than 100,000 refugees are in Tbilisi, and thousands more have sought refuge in orphanages and churches in other cities. Humanitarian groups are scurrying to find enough food and baby formula for the terrified families. The United States is shipping $1 million worth of meals to Georgia, said Nicole Shank of the State Department.

Source: http://www.kansascity.com/news/local/story/758593.html


Sometimes the media is used by agencies to (inappropriately) call for donations of infant formula:

The Belize Red Cross continues to appeal for assistance from the public so that those affected can continue to get assistance. 
"At this time food and water and baby pampers and formula are the things that quickly come to mind having had things experience in Bullet Tree where the vulnerable people have been affected. These can be donated to our offices countrywide or at the headquarters here in Belize City. Again we are appealing to the public to assist especially when it comes to food items, baby formula and pampers so we could provide hot meals and some form of comfort to those affected in the vulnerable areas." 
Source: http://www.lovefm.com/ndisplay.php?nid=8850 Oct 2008

Calls for supplies may come from the national government:

Put in the box: The Premier again appealed to the public and corporates to provide food, clothing, blankets, plastic sheeting, nappies, baby formula and bottled water, amongst others. 
Refugee Crisis South Africa, May 2008 
Source: http://www.capegateway.gov.za/eng/pubs/news/2008/may/170138 

The military have been increasingly involved in humanitarian response, and consequently in donations of BMS:

Examples of military involvement in BMS

FYR Macedonia, 1999

During the 1999 Kosovo Crisis, approx 3,500 MT of donated humanitarian aid received in FYR Macedonia was handled by NATO; an estimated 40% was baby food or non-food items for babies. In FYR Macedonia, 26 MT of infant formula and unspecified baby food (some of which was infant formula) came from NATO and bilateral consignments.

Source: Meeting the nutritional needs of infants during emergencies: recent experiences and dilemmas. Report of an International Workshop, Institute of Child Health, London. November 2009. SC UK and ICH.

Bangladesh, Cyclone Sydr Nov 2007 

Bangladesh Chief of Army staff: “No one has been thinking about the milk for the surviving children. We have to give the children milk". Pakistan airforce brought in formula, US helicopters reportedly dropped it from sky...

Georgian refugees look to US for hope, relief aid

Craddock visited the site with Henrietta Holsman Fore, administrator of the U.S. Agency for International Development, which is helping oversee delivery of U.S. aid, including bedding, medicine, soap, food and infant formula.

 

It was the first of three U.S. Navy ships that will carry supplies such as blankets, hygiene kits and baby food to Georgia. The Turkish straits, Dardanelles and Bosporus, are the only naval passage possible between the Mediterranean and Black Sea.

Source: http://ap.google.com/article/ALeqM5iAaxBz9DkU37JkqSdYI2hHBlLQkAD92MNAE81
Commercial companies may see emergencies as an ‘opportunity’ to enter into or strengthen markets. Donations may act as a public relations and promotional exercise to increase the profile and advertise products within the area affected by an emergency. Humanitarian agencies may approach companies for donations, and in doing so, expose their beneficiaries to marketing.

Example of company donation in an emergency

Nestlé Donates UHT Milk, Drinking Water and Other Products to Sichuan Disaster Zone 
21 May 2008, Vevey 

Nestlé (China) Ltd. today announced that the Company will donate NESTLÉ products to the people in the Sichuan earthquake disaster zone. Nestlé expressed the Company's deepest sympathy and condolence to the many families impacted by this disaster. 


"As an expression of our concern and support to the people in the disaster area and to make a contribution to the Chinese Government's disaster relief effort, Nestlé (China) Ltd. is donating more than 10,000 cases of NESTLÉ products to the people in the disaster zone," said Mr. Patrice Bula, Chairman and CEO of Nestlé (China) Ltd. Donated products include UHT Pure Milk, Bottled Mineral Water, UHT Nesvita and Chocolate Wafer. 

Nestlé also expressed the Company's confidence that the Government's swift disaster relief efforts will be successful in alleviating the suffering of the people in the disaster zone.

http://www.nestle.com.my/Nestle+Insights/Media+Relation/Latest+News/international+news/Donates+to+Sichuan+Disaster+Zone.htm 

An analysis of this donation is included at the end of the section that could be used in an exercise.
Donations may be received/ distributed by agencies that may have little or no experience of infant and young child feeding, but happen to be present in country when an emergency strikes:

Example of poor local capacity to handle infant formula:

Mother Theresa Society had no guidelines on the procurement or use of infant feeding items. Infant formula had been received as donations from Caritas Austria and Kap Anamur. The instructions on these packages were written in Russian/Bugarian. These items were at first included in the general distribution. They were then passed on to an international NGO who included it in distributions to refugees in host families and host family members. They also had no guidance on their use.  

Source: IFE: Recurrent Challenges. Workshop Report. FYR Macedonia, 1999

Misconceptions about prevailing infant feeding practices amongst relief workers and using this as a basis for programming, can contribute to calls for donations in an emergency, or their inappropriate use:

Example of misconceptions fuelling response

Despite a strong perception amongst benefactors that BMS were already widely used in Indonesia (used to justify the wide distribution of BMS that had arrived), a UNICEF/Ministry of Health survey found only one-third (32%) of infants under six months had ever consumed infant formula before the earthquake. However, three-quarters of households with infants under six months (75%) had been given donations of infant formula and 15% had received baby bottles.

Source: Ninik et al, Field Exchange 34
2.3.2.2 The risks

In many emergencies, donated BMS, ‘baby’ foods and equipment, such as bottles, have been distributed with little monitoring of their impact on feeding practices and infant and child morbidity. Even when information has been gathered, poor tracking of infant feeding commodities through the supply chain and inconsistency in the indicators used has made it very difficult to determine impact and accountability
. 

However a more detailed assessment of impact was undertaken in Indonesia in 2006 during the response to the Indonesia earthquake. This captures the extent of the donations that arrived, how they were used, and the impact on feeding practices and child morbidity:

Figure 1 shows the spectrum of commodities targeted at infants and young children in Indonesia post earthquake.  Households that received donations of infant formula fed it to their infants, even when their children were already breastfeeding. In Indonesia, nearly half (43%) of the infants under six months of age in households that received a donation of infant formula had consumed infant formula in the previous 24 hours. This is compared to 30% in households that had not received a donation (See Figure 2). 

Figure 1: Assistance received by households with infants and young children, Indonesia
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Field Exchange 34.
Figure 2: Consumption of infant formula by those who had received a donation compared to those who had not received a donation (Indonesia, 2006)
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There was a significant increase in the prevalence of diarrhoea post earthquake (29%) compared to 1% – 7 % prior to the earthquake
 . Children who consumed the donated infant formula had significantly higher rates of diarrhoea. Distribution of donated infant formula to households with young children led to a doubling of diarrhoea amongst children who received infant formula (25.4%) compared to those who did not (11.5%) (see Figure 3). This rise was associated with the change in feeding practices, introducing artificial feeding in conditions of poor sanitation and hygiene following the disaster.
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Figure 3: Prevalence of diarrhoea amongst children who had received donated infant formula compared to those who had not (2006)

The Indonesia experience demonstrates the negative impact of untargeted distribution of infant formula on infant and young child morbidity and feeding practices. It also reflects how donations of infant formula and milk products played a key role in fuelling their inappropriate use.

As well as the risks associated with inappropriate use of donated BMS and infant feeding items, there are also resource implications. If unsolicited donations arrive to an emergency scene, resources are required to deal with them, and prevent their inappropriate distribution and use. Transporation, storage or relabelling are actions that are time-consuming, costly and in the case of destruction, may be politically sensitive.  Where the resources are unavailable for such activity, inappropriate distribution and use is likely to occur. Several examples from the 1999 Balkan crisis serve to illustrate the potential cost of ensuring best practice standards are maintained (see box):  Not illustrated in the examples below is the considerable time wasted dealing with donations.
Cost of destroying liquid milk

The cost of destroying expired UHT milk stored by WFP in FYR Macedonia (received contained in ‘food parcels’ in excess of need and delivered four months late) was estimated at about $500,000. No single agency was willing to incur the cost of destroying the UHT milk.  Many local people perceived the potential solutions for the expired milk — use as livestock feed or destruction – as inappropriate. 

What to do with baby bottles?

In FYR Macedonia, an estimated 60,000 of donated baby bottles and teats were eventually transferred to the UNHCR warehouse.  After being stored for several months, the only option was to destroy them.  However, it is an accepted procedure that UNHCR consult the respective donor before destroying donated goods of any kind.  Efforts to identify the donor failed because the donation was unsolicited and after a further five months of discussion and consultation with a number of partners including the Ministry of Health of the FYR Macedonia, the items still remained in the warehouse.  Further constraints that prevented any conclusive action occurring included: the local perception that destroying these items was ‘wasteful and inappropriate’, the cost of destroying them and the lack of suitable alternative uses for the baby bottles.

The cost of relabelling

From September 1999 onwards, UNHCR funded and co-ordinated four partner NGOs to distribute complementary foods to 50,000 vulnerable families in Kosovo.  The complementary food basket included UHT milk and fresh fruit and vegetables.   Given that UHT milk  might be used as a BMS,  a label with a health message was attached to the milk cartons, explicitly stating the benefits of breastmilk in Albanian and Serbian.  The health message also warned that the milk was not an alternative to breastmilk and should not be used to feed infants younger than six months. The cost of producing these labels amounted to an additional $5,000 per week — not including labour.  UNHCR was willing to fund such a strategy in the short term.  However, the NGO partners considered that, for the longer term, the costs could not be justified and the labour demands were unrealistic.  

Handling donations of BMS that arrive draw staff away from delivering necessary assistance in emergencies, reflected in a statement released during the 2008 Georgia crisis: 

The Government of Georgia, USAID/Georgia, and U.N. and NGO partners have emphasized that additional medical supplies are no longer needed, given a large influx of supplies at the onset of the crisis. In addition, humanitarian partners report that low-priority commodities, such as baby bottles, baby formula, perishable food, and paper goods, could present logistical difficulties by straining the capacity of NGOs to deliver appropriate assistance to individuals in need.

Georgia: Complex Emergency Fact Sheet #7 (FY) 2008

http://www.reliefweb.int/rw/rwb.nsf/db900SID/KLMT-7HQ3L8?OpenDocument
2.3.2.3 Recommendations

There are two key policy guidance regarding donations: the International Code and the Operational Guidance on IFE. 

All the provisions of the International Code are applicable in all emergency settings worldwide. These provisions detail requirements in terms of labelling, language, targeting, distribution, and marketing. In 1994, the Code outlined conditions that must be met in emergencies regarding donated supplies of BMS and other products that fall under the scope of the Code

(WHA Resolution 47.5 (1994) see Box 1).  However experiences in emergencies have repeatedly shown that the Code conditions for donations of BMS are not met and violations of the Code are common as a result (see examples of violations in Box 2). 

Given the recurrent problems associated with donations and reflecting the spirit of the Code, the Operational Guidance on IFE has built upon the ‘minimum standard’ of the Code to reflect a stronger position on donations. The Operational Guidance on IFE states that donations should not be sought or accepted in emergencies. 

Donated (free) or subsidised supplies of breastmilk substitutes (e.g. infant formula) should be avoided.  Donations of bottles and teats should be refused in emergency situations.  Any well-meant but ill-advised donations of breastmilk substitutes, bottles and teats should be placed under the control of a single designated agency. Operational Guidance on IFE. Key Point 9.
Box 1: WHA Resolution 47.5: The Code and donations

This Resolution urges “extreme cautionwhen planning,implementing or supporting emergency relief operations by protecting,promoting and supporting breastfeeding for infants”. It states that there should be no donations of free or subsidised supplies of breastmilk substitutes and other products covered by the Code in any part of the healthcare system. 

It advised that donated supplies of BMS and other products falling under the scope of the Code be given to infants only if all of the following three conditions are met:   

(a)  infants have to fed on breastmilk substitutes (as outlined inWHO guidelines concerning the main health and socio-economic circumstances in which infants have to be fed on BMS) and

(b) the supply is continued for as long as the infants concerned need it (i.e. each infant given a donated BMS is assured of a full ongoing supply), and 

© the supply is notused as a sales inducement (i.e. donations that help to open new markets or increase sales may not be made).

The difference between donated and purchased supplies of BMS according to the Code
Using donated BMS, such as infant formula, has an added complication regarding distribution channels that may operate in emergencies.

In accordance with WHA 47.5, donated BMS cannot be distributed in any part of the healthcare system. The health care system is defined by the Code to include governmental, non-governmental or private institutions or organisations engaged, directly or indirectly, in healthcare for mothers, infants and pregnant women, and nurseries or childcare institutions. It also includes health workers in private practice. It does not include pharmacies or other established sales outlets.  

This means that in an emergency setting, distributing donated infant formula in any part of the healthcare system is a Code violation, even if all the other provisions of the Code, regarding targeting, labeling, supply, etc, are met. This has practical implications where agencies working in the healthcare system in an emergency may be best equipped to target BMS but must set up separate distribution channels outside the healthcare system if donated supplies are used. Purchased supplies of BMS can be distributed within the healthcare system.

Setting up different distribution mechanisms for donated supplies versus purchased supplies is impractical. This is another reason why avoiding donations makes practical sense.
Box 2: Examples of violations of the Code in emergencies 

Article 9: Labelling. Under this article. the Code details the necessary information that must be contained in labels, that includes language

Violations: 

In Java, during the Indonesia tsunami response, a foreign government donated six cartons (12 tins per carton) of formula for 6-12 month olds, labelled only in a foreign language (violation article 9.2)

Foreign governments donated formula to the Lebanese government's aid organisation – the Higher Relief Commission (HRC) - that was not in Arabic (violation article 9.2)

Tins of formula milk donated and imported by NGOs were in a foreign language (see picture example 2). (violation article 9.2)

Ali Maclaine and Mary Corbett. Infant Feeding in Emergencies: Experiences from Indonesia and Lebanon. Field Exchange 29
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Example 2. The labels are in English and/or Greek, not Arabic.

WHA 47.5: The supply is continued for as long as the infants concerned need it.

Violation:

In FYR Macedonia (1999), infant formula was included in ‘baby parcels’ included in the general distribution. The duration of the programme was 3 months providing 2 tins (0.9kg) of infant formula per month. The estimated needs of an infant are 9 tins of 0.45kg (4.05kg) per month, based on an average requirement of 130g/day infant formula powder for reconstitution. In addition to infant formula, the baby parcels contained 400g children’s cereal, 400g baby tea, 1 baby bottle, I regular nipple and 1 soother. (Violation of WHA 47.5). 

Meeting the nutritional needs of infants during emergencies: recent experiences and dilemmas. Report of an International Workshop, Institute of Child Health, London. November 2009. SC UK and ICH.
How do donations contribute to Code violations? 

Many of the violations of the Code in emergencies stem from donated products: 

· Donated infant formula is commonly labelled in the wrong language as they often come from abroad (violation). This has practical implications - donations may consist of products that may not be appropriate for different age-groups. When not labelled in the local language (or even the language of the implementing agency), then it is difficult to determine this.

·  Often donations of infant formula are on a ‘one-off’ or ad hoc basis, with no commitment to continue the supply (violation). This places infants at risk when the food supply on which they have been made dependant is no longer available. 

Identifying the source of donations in emergencies is complex and time-consuming. Complicated supply chains or the arrival of unsolicited donations means it is often difficult to identify who is responsible for a Code violation (see Figure 5).  

Figure 5: Flow of donated infant feeding items that arrived in FYR Macedonia during the response to the 1999 Kosovo Crisis.
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Preventing donations of BMS and infant feeding items in emergencies and having plans in place to handle donations that could not be prevented, are two important measures to protect infant health, in line with the aim of the Code.
Case study on donations in emergencies

This is an example of a commercial infant formula company making a donation of milk products to a conservation organization in earthquake affected area of Pakistan. 

KARACHI, Nov 72008 (APP): The Nestle Pakistan has contributed relief goods
for the earthquake affectees of Balochistan.

A statement of the organisation issued here on Friday pointed out that Nestle Pakistan’s contribution comes at a crucial time for the survivors of the earthquake, who are mainly affected by cold weather, lack of shelter, warm clothing, acute shortage of food supplies and medical aid.

It said while sustaining its obligation towards social responsibility, Nestle Pakistan organised a consignment of Nestle Pure Life, UHT Milk, Nido milk powder and Maggie Noodles for distribution among approximately 700 families in the affected area of Ziarat, including the remotest of the calamity- hit areas.

The activity was conducted in collaboration with the international NGO
SUSG-CAsia’s Habitat and Species Conservation Project for the immediate
distribution of these food items.

The statement said among other charitable activities, the company has also established a relief fund for donations by its employees on volunteer basis, while additional consignments of necessary supplies are being prepared for distribution among the deserving victims.

It said Nestle, the largest global consumer goods company in Pakistan, is also known globally as a socially-conscious organisation and is honoured for the support extended by SUSG.

The statement said the company promises to go the extra mile to continue its support in the future as well, so that those truly deserving of aid may rightfully obtain it.

Important observations from the press release:

A commercial company is making a donation of milk powder to the emergency. Note the reference to ‘social responsibility’ despite the fact that Nestle is current violator of the Code (see www.ibfan.org)

Whether or not this is a Code violation by a commercial company depends on whether the donated products are BMS. This detail is not given in the press release. 

If it is Nido 3+ or 6+ (intended for use by children over the age of three and six years respectively) then it is not a Code violation, as the products are not breastmilk substitutes for the purposes of the Code. 

If it is the Nido +1, this is intended for use after the age of 1 year and is thus a BMS. In that case it would be a violation unless the three conditions in Resolution 47.5 are respected:
(a) it is only given to infant that have to be fed on BMS
(b) the supply is continued for as long as the infants need it
(c) the supply is not used as a sales incentive.
This sort of single consignment dropped in on an emergency site would not satisfy the conditions in WHA 47.5, and the distribution would thus be a Code violation.


If any of the donated products are BMS, then this donation does not uphold the recommendations of the Operational Guidance on IFE:

Donated (free) or subsidised supplies of breastmilk substitutes (e.g. infant formula) should be avoided.  


The inclusion of milk items in a general distribution to 700 affected families fails the Sphere Standards indicator for the appropriateness and acceptability of Food Aid, which is:

There is no distribution of free or subsidised milk powder or of liquid milk as a single commodity.

So this fails to meet the Sphere food aid planning minimum standard.


This is also contrary to the recommendations of the Operational Guidance on IFE:

Breastmilk substitutes, milk products, bottles and teats should never be part of a general or blanket distribution. Dried milk products should be distributed only when pre-mixed with a milled staple food and should not be given as a single commodity except for use in therapeutic feeding. 

6.4.2 Operational Guidance on IFE 

The ENN was alerted to the donation and distribution outlined in the case study through the press release. This information was shared with UNICEF headquarters and UNICEF Balochistan. The country team, in turn, shared the information of this donation with the health and nutrition cluster members and the Department of Health in Balodhistan. In the nutrition cluster meeting, it was agreed not to accept any donation/distribution of milk, including this donation. UNICEF Balochistan and the Department of Health contacted the related agency of this donation and have agreed with them not to distribute the milk. UNICEF Balochsitan is closely monitoring this.

Informal communications. ENN/UNICEF. 17 Nov 2008
2.3.3 Handling milk and milk products in emergencies

2.3.3.1 The issues

One of the key challenges in emergencies surrounds the use of milk and milk products in the context of infant and young child feeding. Milk is a nutritious food, a source of energy, good quality protein, and calcium. As an animal source food, it can make a valuable contribution to a young child’s diet. The value of milk as a nutritious food is not in question. The challenge is whether and how milk and milk products can safely be accommodated into the diets of young children in emergencies. The particular area of contention regarding the use of milk and milk products in emergencies surrounds the use of dried milk powder and, in some contexts, liquid milk. 

Milk and milk products may include a wide variety of products that include dried whole, semi-skimmed or skimmed milk; liquid whole, semi-skimmed or skimmed milk, soya milks, evaporated or condensed milk, fermented milk or yogurt or industrial milk derivatives, e.g. ‘creamers’. Infant formula and therapeutic milks are also milk-based products but in this section are dealt with as distinct commodities and are not included in the umbrella term ‘milk and milk products’. 
2.3.2.2 The risks

The issues around the use of milk and milk products in emergency settings relate to the hygiene conditions necessary for their preparation, storage needs and the risk that they may be used as a breastmilk substitute.

1) Risk of contamination:

a. Animal milk is often supplied as dried milk powder. There is a risk of contamination when reconstituting this with water, especially in emergency contexts when water supplies may not be safe or secure. Dried milk powder is not sterile and may have intrinsic contaminants.

b. Liquid milk, such as UHT milk in cartons, does not have the problem of reconstitution that powdered milk has. However once opened, it is a rich medium for bacterial growth. Refrigerated storage is highly unlikely in emergency settings.

2)  Product quality:

The shelf life of milk powders will vary and will depend on the product. This makes facility for safe storage – both for distributing agencies and at household level – another limiting factor.

3) Risk of use as a breastmilk substitute:

a. Any powdered or liquid milk risks being used as a substitute for breastmilk in breastfed infants. This may be related to how they are targeted or distributed or marketed, or it may be because mothers are having difficulties breastfeeding and this is the only option they can see. As we have seen in Section 1, this exposes breastfed babies to the heightened risk of artificial feeding in an emergency context.

b. Any powdered or liquid milk risks being used as a breastmilk substitute in non-breastfed infants too. Unmodified animal milks are not safe to use in infants under six months of age. It is recommended that home-modified animal milk should only be used as a last resort to feed infants as tthey are lacking in many essential micronutrients (Operational Guidance, 2007, extract below). So as well as the risks of artificial feeding, their use will heighten the risk of malnutrition in infants that are not breastfed. In addition, there are specific Code requirements regarding labelling of products that are may be modified to feed infants (see Articles 9.3 and 9.4 in box below).

Home-modified animal milk:  a breastmilk substitute for infants up to six months prepared at home from fresh or processed animal milk, suitably diluted with water and with the addition of sugar and micronutrients. 

Note: Acceptable milk sources include full cream animal milk (liquid or powdered), Ultra High Temperature (UHT) milk, or reconstituted evaporated (but not condensed) milk. These milks must be adapted/ modified according to specific recipes, and micronutrients should also be given). It is difficult to obtain nutritional adequacy with such milks, even with added micronutrients. Thus, home-modified animal milks should only be used as a last resort to feed infants when there is no alternative.

Operational Guidance on IFE. V2.1, Feb 2007.

c. Even if a population is used to using milk powder, it cannot be presumed that this use is appropriate, e.g. that mothers will know not to feed milk products to their infants. Even if written warnings are contained on labels of products unsuitable for infant feeding, this relies on users being able to read them. The use of inappropriate images can override the value of any written label advice. This is seen in an example from Laos (below).This is a violation of the Code as it fails to meet the Code provisions regarding labelling. 

Example from Laos of misuse of a milk product as a breastmilk substitute

An example of inappropriate use of a milk product as a breastmilk substitute comes from an investigation in Laos. Here, labelling on a coffee creamer that depicted the image of a bear holding a baby bear in a breastfeeding position (in violation of the International Code) meant mothers mistook the creamer as a suitable BMS and so fed it to their baby.
Of 1098 adults surveyed, 96% believed that the can contains milk; 46%believed the Bear Brand logo indicates that the product is formulated for feeding to infants or to replace breast milk; 80% had not read the written warning on the can; and over 18% reported giving the product to their infant at a mean age of 4.7 months (95% confidence interval 4.1 to 5.3). 

Of 26 paediatricians interviewed, 13 reported that parents “often” feed the Bear Brand coffee creamer to infants as a substitute for breast milk. Eleven reported that parents “sometimes” feed the product to infants. Paediatricians had encountered infants and children admitted to hospital with malnutrition who had been fed this product exclusively.

The authors conluded that: “The Bear Brand logo’s non-verbal message implies that the product contained is intended for infants. The powerful visual message is not mitigated by the addition of warning text or by the confusing symbol of the feeding bottle with a cross through it. The sale of coffee creamer with this logo places the health of infants and children at risk in a developing nation that already has extreme levels of malnutrition”.

Source: Barennes H et al (2008). Misperceptions and misuse of Bear Brand coffee creamer as infant food: national cross sectional survey of consumers and paediatricians in Laos. BMJ 2008;337:a1379 doi:10.1136/bmj.a1379 and Letters. Nestlé works to ensure appropriate use of milk products BMJ 2009;338:b198
This depiction is a violation of Article 5 (marketing a product depicting holding the baby bear in a breastfeeding position) and a twisted violation of Article 9 in using a baby bear as the label image, as pictures of infants are not allowed to appear on formula products. 

[image: image6.emf]
If developing an exercise around the Laos experience above, then may be useful to have the provisions of the Code on labelling to hand. Participants can look at the provisions, look at the image and see what they think. They can then be given the ‘story’ of what happened in Laos.

The Code. Article 5. The general public and mothers

5.1 There should be no advertising or other form of promotion to the general public of products within the scope of this Code.

5.2 Manufacturers and distributors should not provide, directly or indirectly, to pregnant women, mothers or members of their families, samples of products within the scope of this Code.

5.3 In conformity with paragraphs 1 and 2 of this Article, there should be no point-of-sale advertising, giving of samples, or any other promotion device to induce sales directly to the consumer at the retail level, such as special displays, discount coupons, premiums, special sales, loss leaders and tie-in sales, for products within the scope of this Code. This provision should not restrict the establishment of pricing policies and practices intended to provide products at lower prices on a long-term basis.

5.4 Manufacturers and distributors should not distribute to pregnant women or mothers of infants and young children any gifts of articles or utensils which may promote the use of breastmilk substitutes or bottle feeding.

5.5 Marketing personnel, in their business capacity, should not seek direct or indirect contact of any kind with pregnant women or with mothers of infants and young children. 

The Code Article 9. Labelling

9.1 Labels should be designed to provide the necessary information about the appropriate use of the product, and so as not to discourage breastfeeding.

9.2 Manufacturers and distributors of infant formula should ensure that each container has a clear, conspicuous, and easily readable and understandable message printed on it, or on a label which cannot readily become separated from it, in an appropriate language, which includes all the following points:

1. the words "Important Notice" or their equivalent;

2. a statement of the superiority of breastfeeding;

3. a statement that the product should be used only on the advice of a health worker as to the need for its use and the proper method of use;

4. instructions for appropriate preparation, and a warning against the health hazards of inappropriate preparation.

Neither the container nor the label should have pictures of infants, nor should they have other pictures or text which may idealise the use of infant formula. They may, however, have graphics for easy identification of the product as a breastmilk substitute and for illustrating methods of preparation. The terms "humanised", "maternalised" or similar terms should not be used. Inserts giving additional information about the product and its proper use, subject to the above conditions, may be included in the package or retail unit. When labels give instructions for modifying a product into infant formula, the above should apply.

9.3 Food products within the scope of this Code, marketed for infant feeding, which do not meet all the requirements of an infant formula, but which can be modified to do so, Should carry on the label a warning that the unmodified product should not be the sole source of nourishment of an infant. Since sweetened condensed milk is not Suitable for infant feeding, nor for use as a main ingredient of infant formula, its label should not contain purported instructions on how to modify it for that purpose.

9.4 The label of food products within the scope of this Code should also state all the following points:

1. the ingredients used;

2. the composition/analysis of the product;

2. the storage conditions required; and

3. the batch number and the date before which the product is to be consumed, taking into account the climatic and storage conditions of the country concerned.

The risks of powdered milk contributing to increased morbidity in children are reflected in experiences during the earthquake response in Indonesia in 2006, where within days of the earthquake, there was mass arrival of milk powder, milk products and infant formula. (See Section 2.3.2.2 above). 

3) Donor led assistance:

Milk and milk products are often donated to an agency or highlighted in an appeal effort. Milk and milk products – often coupled with infant formula and baby bottles - are associated with aid to infants and young children, both in the appeals that go out from agencies and in the minds of the donors who contribute products. 

Donated milk and milk products have problems associated with them: 

· The amount many be disproportionate to or may not be responding to the needs of the population. For example, other animal sources foods, such as tinned fish or meat, may be locally available that could be included in the food basket. 

· If there is a defined need for milk powder, for example for use in selective feeding programmes, then sourcing local supplies may have the added benefit of supporting local markets and economy, rather than importing supplies.

· ‘Free’ supplies may have hidden costs – transport, storage, distribution, monitoring use. Many elements of the additional support needed may not be available or funded by the donor. The Operational Guidance on IFE highlights this as a donor requirement: 
Donor agencies considering funding the supply of BMS and milk products should ensure that the provisions of the Ops Guidance and the Code are met by the implementing agency. This may have cost implications in order to meet associated needs. 

6.3.1 Operational Guidance on IFE (2007)
· Many agencies may be keen to accept donations, but may not be equipped to deal with them and may quickly pass them on as an ‘in-kind’ donation without retaining responsibility as to how they are used. 
2.3.3.3 The recommendations

The Sphere Standards are clear regarding the distribution of milk powder and liquid milk and specify:

· There is no distribution of free or subsidised milk powder or of liquid milk as a single commodity (Food aid planning standard 2)
The Sphere recommendations are reflected in the Operational Guidance on IFE and in the UNHCR policy on handling milk products in refugee settings:

Operational Guidance on IFE (2007):

Breastmilk substitutes, milk products, bottles and teats should never be part of a general or blanket distribution. Dried milk products should be distributed only when pre-mixed with a milled staple food and should not be given as a single commodity except for use in therapeutic feeding.  6.4.2 Operational Guidance on IFE 

Policy of the UNHCR related to the acceptance, distribution and use of milk products in refugee settings (2006):

UNHCR will source and distribute milk products only if they can be used under strict control and in hygienic conditions, either for on-the-spot consumption in a strictly supervised environment or pre-mixed centrally with cereal flour, sugar and oil to produce a dry take-away premix for cooking at household level.

UNHCR will source and distribute milk products only when received in a dry form. 

UNHCR will source and distribute dried skim milk (DSM) only if it has been fortified with vitamin A.

UNHCR advocates that when donations of DSM are supplied to refugee programmes, these specific donors are approached for cash contribution to be specially earmarked for operational costs of projects to ensure the safe use of this commodity.

The International Code is also relevant to the handling of milk and milk products in emergencies. If milk and milk products are marketed or otherwise represented as a breastmilk substitute, then they fall within the scope of the International Code (see Section 2.3.2.2 above).

2.3.3.4 Putting policies into practice

Guidance on handling milk and milk products in emergencies

Establish an agency policy on handling milk and milk products that reflects international recommendations. 

Within your policy, establish and state a clear position on:

· Soliciting donations of milk and milk products

· Accepting donations of milk and milk products

· How milk and milk products are used

· How the use of milk and milk products are monitored

Communicate your agency position internally – to the communications/media and logistics teams, as well as to nutrition and health staff.

Communicate your agency position to your country offices.

Include your policy position in briefing for all new staff.

If you are considering using milk and milk products, key considerations are:

· Have you defined and quantified what the need is?

· What is the most appropriate source of milk, e.g. is their a local supplier?

· Do you have the capacity to premix milk powder before distribution?

If you are offered a donation of milk or milk products, consider:

· What is the nature of the product, e.g. nutritional specification, use by date, language of instruction, imagery on label?

· Have you established and quantified a need for this product?

· What are the associated costs with this product, e.g. transport, storage?

If you are considering donating milk and milk products to an agency, key considerations are:

· What is the defined need?

· How is the agency planning to use the milk powder?

· How will they account for how it is used?

In an emergency, if liquid or powdered milk is already in circulation, then key messages to advocate are:

· Use milk powder in children’s cooked meals and foods rather than as a drink.

· Do not use liquid milk or reconstituted milk powder as a drink for breastfed infants and young children. Encourage mothers to continue breastfeeding.

· Encourage breastfeeding mothers to drink distributed milk, rather than give it to their infants. 

· Evaporated or condensed milk or milk ‘creamers’ are not safe to give infants and young children as drinks.

· If there are infants or children under 2 years who are not breastfed, they are at greater risk of malnutrition and illness. Encourage carers to present to health clinics for assessment and monitoring. These infants and young children are at high risk and a targeted technical intervention is need to cater for them. Alert the key nutrition and health service providers and the coordinating agency to the situation.

A case study/exercise could be built on above, e.g. what to do in a situation?

Remember: Distribution of milk powder or liquid milk as a single commodity in emergencies contravenes the Sphere Standards, the Operational Guidance on IFE and where applicable, the UNHCR policy on handling milk products in refugee settings.

If milk is marketed or represented as a breastmilk substitute, then the product will fall under the scope of the International Code. 

Violations of the International Code should be reported to the IFE Cluster coordinator in a particular context, as well as to the WHO at the country/regional level. Violations can also be reported to the International Code Documentation Center (ICDC) in Malaysia (email: ibfanpg@tm.net.my) or Fundacion LACMAT in Argentina (email: fundacion@lacmat.org.ar) or Italian Code Monitoring Coalition in Milan (ICMC email icmc@ibfanitalia.ie). To request training on the Code, contact ICDC in Malaysia (email: tm.net.my).  
Key Resources

Visit www.ennonline.net/resources and select ‘Infant and Young Child Feeding in Emergencies’.

Outcomes





Child survival, growth and development





Adequate 							 Health


Dietary intake								





Health services and Healthy Environment





Potencial resources





Political, Cultural, Social Structure and Context


Economic structure





Information, Education, Communication





Household Food security





Family and community resources and control: 


Human


Economic 


Organisational








Immediate determinants





Care for Women


Breastfeeding/Feeding


Psycho-social Care


Food Processing


Hygiene Practices


Home Health Practices





Undelying determinants





Basic Determinants








� Chunkath, S.R., S. Della, R.A. Chotani, I. Smyth, K. Burns and M. Hidayat (2005) 'Panel 2.3: gender dimensions and human rights aspects to responses and recovery'. Prehospital and Disaster Medicine. 20(6). pp.404-07.


� In emergency contexts, malnutrition is taken to mean undernutrition.


� See Annex 1 of ‘Whatever happened to Health for All? Ups and downs of protection of breastfeeding, regulation of transnational corporations and Health for All. Lida Lhotska, IBFAN-GIFA, 2008.”  By 2015, all 191 United Nations Member States have pledged to reach the eight Millennium Development Goals.


� Jones, G. et al. How many child deaths can we prevent this year? Lancet 362, 65-71 (2003).


� Pelletier, D. & Frongillo, E. Changes in child survival are strongly associated with changes in malnutrition in developing countries. J. Nutr. 133, 107-119 (


�Resolution WHA54.2, 18 May 2002


� www.ennonline.net/ife


� V2.1, Feb 2007. Available at www.ennonline.net/ife


� Making it Matter Report. Oxford, 2006


� Making it Happen Report, Bali, 2008


� The Kurdish Refugee Crisis. What have we learned? AD Redmond and J Jones. Archives of Emergency Medicine, 1993, 10, 73-78


� . Infant Feeding in Emergencies: Experience from Rwanda�. Field Exchange 1


� Infant feeding in emergencies. Marion Kelly. Disasters, Volume 17. no 2. 1003


� Link to Nutrition Cluster key resources


� For the online version, we could link to the homepage of the IFE Core Group which is housed on the ENN website: � HYPERLINK "http://www.ennonline.net/ife" ��www.ennonline.net/ife�


� The Sphere Project Reference. Guidance notes in the handbook provide specific points to consider when applying the standards and indicators in different situations, guidance on tackling practical difficulties, and advice on priority issues. They may also describe dilemmas, controversies or gaps in current knowledge.


� Source: Revised Sphere Handbook (2004) Chapter 3: Minimum Standards in Food Security, Nutrition and Food Aid. 


� International Code of Marketing of Breast-milk Substitutes. WHO,1981. Full Code and relevant WHA resolutions are at: � HYPERLINK "http://www.ibfan.org/English/resource/who/fullcode.html" ��http://www.ibfan.org/English/resource/who/fullcode.html� http://www.who.int/nut/documents/code_english.PDF





� IBFAN Code Monitoring Form (see supporting documents).


� Effective international action against undernutrition: why has it proven so difficult and what can be done to accelerate progress? Saul S Morris, Bruce Cogill, Ricardo Uauy, for the Maternal and Child Undernutrition Study Group* Published Online. January 17, 2008


� Source: McGrath M. Infant feeding in emergencies: recurring challenges. Field Exchange 10





� www.ennonline.net/ife


� There are three infant formula producing companies in Yogyakarta province.


� Borrel.A, Taylor.A, McGrath. M, Seal.A, Hormann.E, Phelps.L, and Mason.F (2001): From Policy to Practice: Challenges in Infant Feeding in Emergencies During the Balkan Crisis. Disaster, Volume 25, No 2, June 2001, pp 149- 163.


� GOI/HKI, Nutrition and Health Surveillance in rural Central Java. Key results for the period: Dec 1999-Sep 2003. Yr. 5, Iss 10, Jan 2004





� Global Strategy on Infant and Young Child Feeding. UNICEF/WHO. WHO, 2003.









































[Acknowledgements: Save the Children would like to acknowledge the support of the TOPS Micro Grant Program which was made possible by the generous support and contribution of the American people through the United States Agency for International Development (USAID). The original version of this document, and the other IYCF-E Toolkit documents, can be found at � HYPERLINK "https://resourcecentre.savethechildren.net/iycf-e" �https://resourcecentre.savethechildren.net/iycf-e�] 








PAGE  
37

