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EXECUTIVE SUMMARY 
 
This paper examines the role of infant feeding and nutrition in preventing mother 
to child transmission of HIV in Rwanda and the means by which support to clinics 
assisted by the Elisabeth Glaser Pediatric AIDS Foundation (EGPAF) can be 
strengthened in this area.  The single most important action is to provide 
additional support and counseling so that mothers can breast feed their babies 
exclusively in the first six months of life.  Other important interventions include 
improving the nutritional status of both the mother and the infant, and increasing 
family and community support for the mother, especially in the person of her 
partner. 
 
PATH is providing technical assistance to EGPAF and local partners in Rwanda 
to strengthen the infant feeding, nutrition, communication and community 
mobilization components of their work in PMTCT.  PATH began work with a June 
visit to Rwanda by Katherine Krasovec, ScD and Michelle Folsom, financed out 
of PATH’s internal resources.  Members of PATH’s PMTCT team made a second 
trip in November, during which they gathered most of the data presented in this 
report.  
 
The November team members consisted of Michelle Folsom, Africa Regional 
Director; Ted Greiner, PhD Senior Nutritionist; and Maurice Bucagu, MD 
Consultant to PATH.  A brief summary of PATH’s recommendations, focusing 
mainly on infant feeding and nutrition, include: 
 
FINDING 1: Exclusive breastfeeding (EBF) of infants in the first 6 months of life 
is commonly practiced and highly valued in Rwanda, even by HIV+ mothers.  The 
main constraints to EBF in the first 6 months are the use of sugar water 
immediately postpartum, and strongly held perceptions that HIV+ mothers may 
not be able exclusively breastfeed, particularly because they do not eat well 
enough.   
 
Recommendation:  Targeted interventions can overcome these constraints.   
EBF in the first 6 months should be supported as the primary infant feeding 
strategy in EGPAF supported sites. 
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FINDING 2: Rwandan infants are at serious risk of malnutrition after six months 
of age.  
 
Recommendation: Support feeding options and provide nutritional support for 
HIV+ women and their infants >6 months and monitor closely. 
 
PATH has the expertise and experience to assist EGPFAF in implementing any 
and all of these recommendations and would be pleased to provide this 
additional support to EGPAF.  We would also be interested in discussing with 
EGPAF the possibility of joint fundraising to raise additional resources if 
necessary. 
 
BACKGROUND 
 
PATH staff worked closely with EGPAF staff in Kigali, including Laurie 
Manderino, Aline Mukundwa, and Odette Mukandanga.  They also conducted 
key informant interviews with them and others as indicated in Table 1. They were 
unable to get meetings with the nutrition unit in the Ministry of Health or with 
CARE.  
 
Table 1. Key informants 

ORGANIZATION PERSON CONTACTED 
Catholic Relief Services 
(CRS) 

Joao Soares 

EGPAF Laurie Manderino, Country Director  
Dr. Aline Mukundwa, Technical Advisor 
Odette Mukandanga, Program Officer 

FHI/IMPACT:  Dr. Jessica Price, Country Director 
FANTA (AED) Sanda Remancus, Maternal and Child Nutrition 

Specialist (DC)  
INR (Printer)  Manager 
Independent Consultant, 
Agro Economist  

Serge Rwamasirabo, M.Sc. 

IntraHealth 
 

Karen Blythe, Country Director 

Kacyiru Health Center:  
 

Nyiraruvugo Chantal 
Kayisire Lewis 

Ministry of Health Dr. George Ntabashwa, Muhima District Medical 
Officer,  
Ms. Joy Bahoma, Head of Health Education Unit 

Project San Francisco  Dr. Etienne Karita (also EGFAP consultant) 
Radio Rwanda Mr. Didas, Head of Marketing 
Radio 10 Mrs. Chantal, Head of Communication and 

Marketing 
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Rwanda Center for Health 
Communication 

Juvenal Karimba, Executive Director 

TRAC Nyankesha Elevanie, Head of PMTCT/VCT 
UNICEF Rwanda Cecile Ndoli, PMTCT Officer 

Macoua Oulare, Nutrition 
World Food Program Alix Loriston, Deputy Country Director 

Debra Nkusi, Program Officer 
 
 
Focus group discussions were held by Dr. Bacagu with one group of 22 
animateurs de Sante and three groups of health care providers. Focus group 
discussions with users at seven health centers were held by four staff from the 
National Population Center ONAPO: Asaph Kwikiriza, Elias Nambaje, Knight 
Eugenie Kabatayi, and Esther Karara. Six groups of men, six of women and two 
mixed groups were held. In all but two cases, there were eight group members. 
One men’s group had 10 members and one women’s group 15. Although these 
sessions were all held in the local Rwandan language, notes were taken in 
English during each session. After each session, the moderator and note taker 
produced a summary of the discussions held.   
 
 
Table 2. EGPAF PMTCT Sites and where data were obtained 
November 2004 
DISTRICT HEALTH FACILITY VISIT 

Muhima Dispensary FGD with men, women 
Kacyiru Key informant interview with staff 
Gikondo FGD with health care providers 
Butamwa  
Gitega FGD with men, women 
Kabusunzu FGD with two mixed groups 

Muhima 

Jali  
Gakoma Gikonko  

Kabuga FGD with men, women 
Masaka FGD with men, women, health care 

providers 
Rubungo FGD with men, women, health care 

providers 
Gikomero  
Nzige  

Kabuga 

Nyagasambu  
Rwankuba  Ruli 
Shyorongi FGD with men, women, and Animateur de 

Sante 
 
PATH trained the interviewers prior to the three days of focus group interviewing, 
including a practice session in one health center. Question guides were revised 



 4

after the practice session and revised twice again to concentrate on emerging 
issues, dropping questions no longer deemed to be important and adding new 
ones. 
 
Findings from these sources are integrated into the text below. “Men” is 
shorthand for “the general or majority opinion of the men in our focus groups” 
and the same is true for “women” and “providers.” 
 
The PATH Team took EGPAF/Kigali a copy of the recently revised WHO/ 
UNICEF/UNAIDS Guidelines on Infant Feeding and Nutrition and the newly 
issued WHO/CDC training package for PMTCT.  These documents will be very 
valuable in human capacity development and scale up because they reflect UN 
agency policy changes and lessons learned from PMTCT evaluations done to 
date as well as state-of-the-art information from WHO and CDC.  
 
MAJOR FINDINGS AND RECOMMENDATIONS 
 
The team focused on two major areas where improvements can be made in the 
areas of infant feeding and nutrition to increase levels of HIV-free survival among 
infants.  Below we discuss each area, giving background on the issues in 
Rwanda, findings from our data gathering efforts, and our recommendations for 
intervention. 
 
FINDING 1: Exclusive breastfeeding (EBF) of infants in the first 6 months of 
life is commonly practiced and highly valued in Rwanda, even by HIV+ 
mothers.  The main constraints to EBF in the first 6 months are use of 
sugar water immediately postpartum, and strongly held perceptions that 
HIV+ mothers may not be able exclusively breastfeed, particularly because 
they do not eat well enough.   
 
Recommendation 1:  Targeted interventions can overcome these 
constraints.   EGPAF in the first 6 months should be supported as the 
primary infant feeding strategy in EGPAF supported sites. 
    
Overview 
 
Breastfeeding is nearly universal:  97% of Rwandan infants are breastfed and 
half receive breast milk for longer than 32 months (22 months in Kigali).  EBF is 
the recommended practice for infants < 6 months.  Rwanda has the highest 
rates of EBF in the world; the latest DHS (2000)1 reports that at 4-5 months 
of age, 71% of infants were EBF (i.e., received nothing but breastmilk in the 
preceding 24-hour period).  Complementary foods are also largely introduced at 
a reasonable time (to 66% at 6-7 months, DHS 2000). These statistics are better 
than in most developing countries.  
 
                                                 
1 National Office of Population and ORC Macro. Rwanda Demographic and Health Survey 2000. 
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In general, providers recommend that mothers in Rwanda exclusively breastfeed 
(EBF) for six months.  Exclusive BF has remarkable support in Rwanda (as well 
as Burundi and to a slightly lesser extent, Uganda) compared to other parts of 
Africa or Asia. Many of our informants appeared to have a high level of 
awareness of the dangers of introducing supplements during the first six months, 
particularly solid foods, even if there are cases where it is thought to be 
necessary. There also appears to be stronger support for EBF among younger 
adults, suggesting that there has been a positive impact of health sector 
messages in recent years. 
 
Despite these generally positive practices, we did uncover some areas of 
particular concern (and potential action) for HIV+ mothers.  Although at 4-5 
months of age, 71% of Rwandan women were found to give nothing but breast 
milk to their babies the day before they were interviewed for the DHS in 2000, 
this does not mean that they exclusively breast fed during the entire period since 
the infant was born.  This stricter criterion - EBF from birth - is especially 
important for protecting against HIV transmission.2  UNICEF apparently did a 
KAP study in several districts in 2002 and reported that only 17% of mothers 
exclusively breastfed for the entire six month period, a much lower number than 
other reports, which suggests additional investigation is necessary. UNICEF may 
indeed have found this, and we agree that caution is called for in assuming that 
exclusive breastfeeding is as universal in Rwanda as the DHS indicators 
suggest. However, we would also point out that focus groups, even if done in 
various parts of the country, utilize a qualitative research approach that is subject 
to selection bias and do not provide an appropriate data base for generating such 
statistics. 
 
Concerns about optimal breastfeeding practices in the first few days of life:  
The major constraints to EBF seem to be that less than half of Rwandan women 
initiate breastfeeding within an hour of birth and 27% do not breast feed during 
the first day of life (DHS, 2000). However, there was a huge improvement since 
the DHS survey in 1992 when only 18% were breastfed within one hour and half 
were breastfed within the first day--and slightly more of this improvement came 
from babies born in a health facility. Though we did not find any data on use of 
sugar water during the first day or two of life, it appears to be nearly universal 
according to our key informant, provider and community informants.  
 
In our focus groups, many men believed that it was all right to give water to 
young infants; in fact many felt it was necessary to help the baby’s digestion. 
                                                 
2 Data suggesting that exclusive breastfeeding reduces HIV transmission rates were first published from 
South Africa (Coutsoudis A, et al. Method of feeding and transmission of HIV-1 from mothers to children 
by 15 months of age: prospective cohort study from Durban, South Africa. AIDS. 2001 Feb 16;15(3):379-
87.) Data from Zimbabwe, using an even more careful definition of exclusive breastfeeding from birth, 
suggest that it lead to double the HIV-free survival rate as partial breast feeding, with intermittent values 
for predominant breastfeeding. (Piwoz E et al. Early introduction of non-human milk and solid foods 
increases the risk of postnatal HIV-1 transmission in Zimbabwe. Bangkok International AIDS Conference 
Abstract number: MoPpB2008, July 2004.) 
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Many men felt that other supplements could also be useful occasionally and 
some felt porridge could be introduced at three or four months. Interestingly, 
some groups mentioned that it is healthy babies for whom an extended period of 
exclusive breastfeeding is not necessary – that if a baby is healthy, foods should 
be introduced in addition to breast milk.  The women in our groups were more up 
to date in their knowledge, but some thought that predominant (rather than 
exclusive) feeding was all right3; and many thought exclusive breastfeeding was 
only something recommended for HIV+ mothers. Both women and men had 
heard about exclusive breastfeeding from health workers. 
  
Mothers’ perceived nutritional capacity to exclusively breastfeed: We 
believe that this will be the most important constraint to overcome in order to help 
HIV+ women exclusively breastfeed for the first 6 months. We found widespread 
perceptions that many mothers cannot eat well enough or have other problems 
preventing them from exclusively breastfeeding. Our interviews uncovered a 
general perception, even among some health professionals, that mothers “cannot 
afford” to exclusively breastfeed for six months. This links to the perception that a 
mother must eat large amounts and/or expensive foods to be able to breastfeed 
exclusively. Related to this is the idea that mothers who have a heavy work 
burden also may not be able to exclusively breastfeed. Poverty, illiteracy, poor 
diet, and high fertility were all listed as causes of maternal malnutrition. However, 
many believe that there are herbs and certain foods that can help overcome 
these problems so that women can exclusively breastfeed. 
 
While surveys do not show maternal malnutrition to be widespread, poor diets, 
micronutrient malnutrition and heavy work burdens are likely to be common 
among Rwandan women. Health providers in Rwanda believe that maternal 
malnutrition is much higher today due to the poor harvests experienced during 
the past three years. Malnutrition may also be higher among lactating women. 
Typically maternal nutritional status declines during this period and recovers 
afterwards if birth spacing is long enough. Malnutrition may be particularly high 
among women living with HIV. Lack of food security was named as the number 
one problem experienced by PLWA in six focus groups run by CARE. 
Irrespective of the true levels of malnutrition involved, the clear perception is that 
if a woman infected with HIV is to exclusively breastfeed for six months, she will 
need support for her nutritional status and health. 
 
Our interviews found that both the general public and health providers believe 
that insufficient milk and bad milk are fairly common (many report that it is 
“natural” for some women to have bad milk, insufficient milk, or no milk) and that 
one way to deal with these problems is to mixed feed.  Bad milk is thought to be 
caused mainly by pregnancy or serious maternal illness (especially HIV) but 
some mentioned it can be caused by worms, menstrual bleeding, use of family 

                                                 
3 Exclusive breastfeeding allows no other foods or fluids, not even ORS (just prescribed drugs). 
Predominant breastfeeding includes other fluids, but not milk or solid foods. Partial breastfeeding includes 
anything in addition to breast milk. 
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planning, drinking too much water or even bewitching. Insufficient milk can also 
result from these problems, as well as and inadequate or imbalanced diet and 
depression.  
 
How do HIV-positive mothers actually feed their babies? The most recent 
joint UN agency4 policy document on infant feeding and HIV include the current 
recommendations: “According to current UN recommendations (WHO, 2001), 
infants should be exclusively breastfed for the first six months of life to achieve 
optimal growth, development and health. Thereafter, infants should receive 
nutritionally adequate and safe complementary foods while breastfeeding 
continues up to 24 months or beyond. However, given the need to reduce the 
risk of HIV transmission to infants while minimizing the risk of other causes of 
morbidity and mortality, the guidelines also state that when replacement feeding 
is acceptable, feasible, affordable, sustainable and safe, avoidance of all 
breastfeeding by HIV-infected mothers is recommended. Otherwise exclusive 
breastfeeding is recommended during the first months of life and should then be 
discontinued as soon as it is feasible. 
 
According to the latest UN agency guidelines on HIV and infant feeding,5 
decision making on when to stop breastfeeding would normally make use of the 
same conditions as for choosing feeding method from birth, that is, acceptable, 
feasible, affordable, sustainable and safe (AFASS). To help HIV+ mothers make 
the best choice, they should receive counseling that includes information about 
both the risks and benefits of various infant feeding options based on local 
assessments, and guidance in selecting the most suitable option for their 
situation. They should also have access to follow up care and support, including 
family planning and nutritional support.” The PATH team shared copies of the UN 
recommendations and guidelines with EGPAF in Rwanda. 
 
The feeding options that the UN agencies currently recommend be considered 
(unless local formative research shows that some are not feasible) include: 
exclusive breastfeeding, replacement feeding using commercial infant formula or 
home-modified animal milk, wet-nursing, expressing and heat-treating breast milk 
and breast-milk banks. The PATH team investigated each of these options in 
Rwanda, but not as extensively as WHO suggests be done in actually deciding 
which ones to include in infant feeding counseling in any given locality.6 
 
According to some PMTCT statistics, 70% of HIV+ women in Rwanda choose to 
breastfeed, while 30% chose to replacement feed. Thus, breastfeeding appears 
to be the option chosen by most HIV+ mothers who are counseled in 

                                                 
4 UNAIDS, FAO, UNHCR, UNICEF, WHO, WFP, World Bank, UNFPA and IAEA.  HIV and infant 
feeding:  Framework for priority action, Geneva: World Health Organization, 2003. 
5WHO/UNICEF/UNAIDS/UNFPA. HIV and infant feeding, Guide for health-care managers and 
supervisors. Geneva: WHO, 2003. 
6 WHO and UNICEF. What are the options? Using formative research to adapt global recommendations on 
HIV and infant feeding to the local context. Geneva: WHO, 2004. 
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PMTCT sites. However, we do not know whether mothers actually adhere to 
these infant feeding choices. Also, the option and choice that women should be 
counseled in is exclusive breastfeeding.  Available data is not clear enough in 
this point (the routine monthly data system does not include information on infant 
feeding).   
 
Providers concurred with the finding that most HIV+ mothers chose to exclusively 
breastfeed.  However, they also expressed concern and belief that many if not 
most HIV+ mothers practice mixed feeding. Those who choose to exclusively 
breastfeed may mixed feed because of concerns about the mother’s ability to 
produce sufficient milk and/or to be herself malnourished or not able to afford the 
“good food” thought to be necessary to enable exclusive breastfeeding. The 
problem of mixed feeding for women who choose replacement feeding, 
especially for those who receive free provision of infant formula, is thought to be 
very common since women are thought to continue to breastfeed in public, at 
nights, and in some cases to maintain their milk production in order to ensure 
that they will have breast milk available at six months when formula provision 
ends. It is also believed that many women receiving free formula may use it for 
other family needs or sell some or all of it.   
 
We were unable to find much evidence of infant feeding options other than 
exclusive breastfeeding or replacement feeding being offered to women. 
Replacement feeding could include formula or animal milk feeding, and 
informants reported that either or both of these options were available or 
counseled depending on location.   
 
Other infant feeding options for infants < 6 months:  Our focus groups 
included discussions of expression and heat treatment and of wet nursing to find 
out if these might also be appropriate and feasible in Rwanda.   
 
The focus group discussions suggested that many find the idea of expressing 
and heating breast milk to be strange. Since it was reported that expression has 
been practiced by Rwandan women to relieve breast fullness when her child has 
died, it seems to have an ominous feel to it and some mothers assumed that 
expression itself causes the breast milk to disappear, while others thought 
expressed milk is bad or quickly turns bad after expression. There was however 
some openness to trying it if health workers could train and support mothers.  
 
Wet nursing was reported to be traditionally done in Rwanda when mothers day 
in childbirth, the most common wet nurses being the mother’s sister or her own 
or her partner’s mother. Given the circumstances in which wet nursing is usually 
practiced (that is, that the mother has died or is seriously ill), it was not surprising 
to hear the belief that a child who is wet nursed will always be depressed.  
 
Quality and availability of data:  Unfortunately, empirical information on actual 
infant feeding practices of HIV+ women is sorely lacking. As mentioned above, 
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the current PMTCT routine national monthly data collection system does not ask 
for any information on infant feeding method. While apparently some data are 
available on what feeding method HIV+ women chose, only two choices, 
breastfeeding or replacement feeding, are included. It is unclear how these data 
are collected, reported and acted upon. Presumably these data are to be 
collected during an ANC visit, but numerous studies have shown that women’s 
intentions concerning infant feeding during pregnancy are only partial predictors 
of actual practice postpartum. Further, there is currently no system in place to 
monitor infant feeding practices postpartum and over time, information that would 
be especially useful for tracking and assisting women to practice appropriate 
behaviors.   
 
Policy recommendations: We also found and are concerned with confusing 
and conflicting policy recommendations on infant feeding for HIV+ women being 
disseminated at this time in Rwanda. For example, although EGPAF staff and 
others thought it was more common to recommend EBF for HIV+ mothers for a 
full six months with relatively rapid weaning thereafter, UNICEF/Rwanda believed 
that HIV+ mothers are advised to exclusively breastfeed for only four months, to 
gradually wean the infant from 4-6 months, and to stop breastfeeding entirely by 
six months. In a later clarification to EGPAF, UNICEF stated that they 
recommend that mothers with infants 4-6 months of age express their milk and 
feed it by cup to get the infant used to cup feeding. However, we heard no 
mention of this from anyone in our discussions in country and did not ask about 
whether this is perceived to be feasible. It does not appear that mothers are as 
widely taught to express milk, as is the case in some countries where it is taught 
as part of the Baby Friendly Hospital Initiative. Focus group participants were in 
general doubtful about the idea of expressing breast milk, but this could perhaps 
be overcome with appropriate communication methods if such an approach is 
indeed to be implemented in Rwanda. 
 
Underlying perceptions in the community about safe feeding options for 
HIV+ mothers:  Most of the people in the community are aware of the key 
messages given to HIV+ mothers—to avoid mixed feeding and, if breastfeeding, 
to stop by six months. However, many informants believe that all or almost all 
babies breastfed by an HIV+ mother will be infected through the breast milk. That 
mothers breastfeed in spite of this is probably largely for economic reasons, 
although there is also a counter perception that nearly all infants who are not 
breastfed die.  
 
The actual risk of HIV transmission through breastfeeding is about 0.8% per 
month of breastfeeding. Apparently transmission rates for exclusive 
breastfeeding are on the order of half this much. This transmission risk needs to 
be balanced against the risk of death in different socio-economic circumstances 
from not breastfeeding. There is probably a higher chance for HIV-free survival 
with exclusive breastfeeding for all except the wealthiest Rwandans. Until this is 
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realized, it will not be possible to do reasonable individual counseling in Rwanda 
that assists mothers to identify the lowest-risk feeding alternative for them. 
  
Health workers’ counseling and support in appropriate infant feeding for 
HIV+ mothers: Rwanda currently has very few PMTCT counselors with any 
training in infant feeding and HIV.  Until recently, the only training available came 
from the small infant feeding component of a three day training on all aspects of 
PMTCT. A new 10-day course on PMTCT was recently developed by WHO and 
UNICEF and will be gradually provided to counselors in existing and newly 
opening PMTCT sites in Rwanda. A series of four training of trainers courses run 
by the Government of Rwanda with Global Fund funding is on-going at this time. 
It also covers all aspects of PMTCT but includes more details on infant feeding, 
including some mention of mastitis and oral thrush as risk factors. The second 
one was taking place during our November visit, attended by 46 participants, 
including one EGPAF staff member.   
 
Staff in three of the EGPAF sites monitored in December 2002 (Kamenga et al, 
2002) complained that they did not feel comfortable with their ability to do infant 
feeding counseling. They did not know what to do for problems that had arisen 
for those who chose exclusive breastfeeding (nutritional support for mothers, 
insufficient breast milk, how to wean the child and what to feed after six months), 
nor for those who chose replacement feeding. 
 
In EGPAF supported PMTCT sites, counselors appear largely to give the same 
talk to all mothers, irrespective of their socio-economic background. However, 
they admit that for very poor or very wealthy clients specific advice is given. 
Exclusive breastfeeding appears to be most commonly promoted in both group 
and individual PMTCT counseling. For example, at Kacyiru Health Center groups 
of about 60 mothers are given talks twice a week in which they are advised to 
exclusively breastfeed for six months, not to use infant formula, and to stop 
breastfeeding if they get mastitis or the baby gets thrush.  
 
Infant feeding counseling for HIV+ women during ANC is usually provided by a 
nurse, although sometimes other staff, including nutritionists7, are involved. 
Nutritionists are the primary and often the only health worker responsible for 
providing individual infant feeding counseling after the infant is born; this 
counseling most commonly or exclusively occurs at monthly well baby visits.  
 
Nutritionists in the health center tend to provide some training in safe formula 
feeding when replacement feeing is chosen.  However, it does not appear that 
the counseling approach espoused in the UN agency HIV and Infant Feeding 
Guide mentioned above is being implemented in the EGPAF sites, in particularly 

                                                 
7 Health center staff commonly used the word “nutritionist” but considering how few people in Rwanda 
have training in nutrition (no such training is available now), they may have been staff with other 
professional backgrounds such as social workers. 
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utilization of the AFASS criteria. (See text box 1.) This will be explored more in 
the PATH survey of EGPAF facilities. 
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Doctors Without Borders, Family Health International and Colombia University 
provide six months of free formula at sites they support. It is apparently not 
labeled nor does it contain instructions in the local language. It is particularly 
challenging to apply AFASS criteria when such a valuable commodity is at stake. 
TRAC reported that HIV+ mothers sell much of the free formula they receive. 
 
At some health centers, either the center itself or an association of PLWA have 
cows and provide milk to mothers who choose to use it for infant feeding – either 
before or after 6 months. Although this might be an appropriate option for some 
mothers, we had concerns about current health worker advice and counseling 
about using animal milks appropriately and safely.  
 
It is unclear whether counselors consistently advise mothers to boil this milk. Few 
health workers we talked to were aware of the need to dilute it and add sugar (or 
fat if it could homogenized), or the need to add micronutrients when animal milk 
is used as the sole source of infant food. Also, few were aware that animal milk 

Text Box 1. Description of the AFASS criteria for determining if replacement feeding is 
recommended for a given HIV+ mother.  
The UN agency HIV and Infant Feeding Guide asks counselors to go beyond describing the 
theoretical risks and benefits of various feeding options. In particular, counselors are asked to 
assist mothers in reviewing the AFASS of replacement feeding.  
 
AFASS stands for: 
 
Acceptability (Will they risk revealing their HIV status by not breastfeeding and suffer severe 
repercussions from this?) 
 
Feasibility (Can they or other caretakers implement all the actions required for replacement 
feeding, avoiding any breastfeeding even at nights and when in public?) 
 
Affordability (Even where formula is provided for free, substantive costs will arise for 
purchases such as feeding equipment and fuel, and infant health care costs will be much 
higher for non-HIV related diseases—whereas with breastfeeding increased health care costs 
will only accrue for postnatally HIV-infected infants.) 
 
Sustainability (Can mothers be certain that replacement food will always be locally available? 
Stock-outs, a common and normally non-dramatic event in many African settings, can be life-
threatening for infants dependent on replacement feeding.) 
 
Safety (It is extremely challenging, indeed nearly impossible, to provide safe infant feeds in 
low-income settings. The use of feeding bottles is especially dangerous and difficult to 
replace with safer cup feeding when it is already common. In Rwanda, >10% of infants in the 
Rwanda DHS survey received bottles at 4-15 months of age.) 
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can cause anemia in infants. (It is very low in iron; causes substantive occult 
intestinal bleeding until about 5 month of age8; and its calcium levels are five 
times higher than those in breast milk and thus likely to interfere with absorption 
of any other source of iron fed the infant at the same time.) Apparently there are 
multi-micronutrient syrups available for purchase in Kigali, but whether this could 
be given to infants in amounts that would meet their nutritional needs must be 
explored.  
 
RECOMMENDATIONS TO IMPROVE FEEDING PRACTICES OF INFANTS 
LESS THAN 6 MONTHS OF AGE OF HIV+ MOTHERS 
 
a. Strengthen health workers’ skills in infant feeding counseling and support to 
HIV+ mothers:  
 
Our interviews and site visits suggest that health worker counseling and support 
skills across the board are in need of strengthening and that lactation 
management skills to deal with women with breastfeeding problems need 
particular attention. All health workers who deal with pregnant HIV+ mothers and 
these mothers postpartum will need training. It is not sufficient to rely upon and 
exclusively use nutritionists and well baby visits to counsel and support women in 
infant feeding postpartum. Health workers were vocal in asking for this type of 
assistance, since they themselves feel under trained and under-equipped in this 
realm.  Research also demonstrates strongly that consistent messages to 
women from all of their contacts with the health system (and its extensions, such 
as animateurs) are needed to reinforce appropriate behaviors. 
 
Recommended assistance includes adapting training materials, developing a 
training plan and providing training, supervision, and support post-training for 
health workers on EBF, lactation management, counseling in informed choice, 
AFASS, and practical support to mothers postpartum in carrying out their 
informed choice of infant feeding method.  The ongoing training of trainers 
mentioned above is important, but only a first step in this process. Training and 
reeducation is needed for multiple health center staff in all EGPAF supported 
sites, including at least those responsible for counseling during ANC, those who 
conduct deliveries, nutritionists responsible for well baby care, whoever 
distributes food for HIV+ women and their affected families, and the health center 
directors. The training needs to be practical and to focus on the specific 
counseling and support to be provided by each staff member, as well as the 
supplemental support that will be provided by animateurs and through broader 
community action.  It may be possible to implement a model whereby one person 
per PMTCT site is trained extensively and then becomes responsible for training 
all other staff, as well as being the resource person for additional advice, 
guidance and support for other health center staff. Each center could choose 

                                                 
8 Fomon SJ et al. Cow milk feeding in infancy: gastrointestinal blood loss and iron nutritional status. J 
Pediatr 1981;98:540-5; Ziegler EE et al. Cow milk feeding in infancy: further observations on blood loss 
from the gastrointestinal tract. J Pediatr. 1990;116:11-8. 
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who this person would be or the clinics could decide that a common model is 
preferred.   
 
Training will also be needed for animateurs/peer support persons/community 
groups and the specific content developed depending on how these cadres will 
be ultimately involved in providing support to HIV+ women (see home visits and 
community support below).  Unlike in many countries, Rwanda does not appear 
so far to be using lay counselors, but only trained nurses. However, the 
animateurs have requested training in PMTCT and this training should certainly 
be designed to allow them better to support mothers in adhering to their infant 
feeding choices.  
 
The training program and its subsequent implementation should be evaluated on: 
 

• Its impact on counselors’ knowledge of key issues (for example, their 
understanding of the risks and benefits of each type of feeding). 

• Its impact on how counselors do their job (observational studies using a 
checklist of necessary counseling components; for example, guiding 
mothers through the AFASS assessment if they are considering the 
replacement feeding option). 

• Its impact on how mothers choose to feed their infants and their success 
in achieving exclusivity in their chosen feeding mode. 

 
In order to provide EGPAF with more specific recommendations for counseling 
support and training, we recommend undertaking a more thorough counseling 
assessment in all EGPAF supported clinical sites. This will also guide and define 
the needs for counseling tools – e.g., job aids like checklists, outline, posters, etc.  
Our local consultant, Dr. Bucagu, is already following up on this recommendation 
with support from PATH. 

 
b. Provide food assistance for pregnant and lactating women living with HIV 
 
Mothers living with HIV/AIDS are an extremely high priority group to receive food 
aid. In addition to these mothers’ double vulnerability, improving their nutrition will 
improve that of the fetus and breastfed infant as well. There is no doubt that food 
support will assist mothers to exclusively breastfeed for a longer period, perhaps 
partly through its biological impact, but mainly in overcoming strongly held 
perceptions in Rwanda regarding her capacity to do so.  
 
Seeing the great importance of this, PATH connected EFPAF with WFP during 
its visit in November and was successful in obtaining preliminary agreement for 
WFP to provide family rations for EGPAF supported PMTCT sites for HIV+ 
women and their affected families.  This family food support will be provided from 
the time a woman is six months pregnant until her child reaches 15 months of 
age.  PATH and EGPAF were able to negotiate an extension of WFP’s current 12 
month postpartum cutoff in order to provide an incentive for HIV+ mothers to 
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continue bringing her child to the clinic monthly and to ensure uptake of the 
child’s HIV test at 15 months.  The details of this assistance are being discussed 
and a draft MOU has been developed between EGPAF, WFP and PATH.  PATH 
has also shared this information with WFP globally as part of PATH’s general 
work to assist WFP on HIV and nutrition issues.  Please see the section on 
nutrition below. 
 
c.  Institute a program of home visits postpartum for HIV+ women to provide 
particular support for infant feeding: 
   
PATH recommends that EGPAF institute/strengthen a routine program of home 
visiting, supplemented by clinical support visits by HIV+ women and their infants, 
to ensure that HIV+ women receive infant feeding support and counseling visit 
immediately after birth, continued regularly through the first 7 months postpartum 
(because of the transition challenge at 6 months).  The program recommended 
here draws upon the local Rwandan context, as well as effective models for 
effective breastfeeding support, summarized in Annex 1.   
 
This program of home visits should involve both health center staff and 
animateurs.   (We were unable to identify other lay or peer support mechanisms 
in the communities other than animateurs who might be available to assist in 
providing infant feeding support to mothers.) Home visits should begin 
immediately at 1-3 days postpartum (most likely by the health worker, with the 
animateur notifying the appropriate health center when a woman in the 
community gives birth – all women, not just HIV+ ones).  This first visit could 
involve:  providing the infant doses of Nevirapine, breastfeeding initiation, 
lactation management, and communication designed to eliminate use of sugar 
water on the first day and to support continued exclusive breastfeeding to six 
months. Thereafter, some contact should ideally take place biweekly up to seven 
months of age and monthly until the 15-month HIV test (or longer for babies 
suffering from malnutrition or other severe problems), through a combination of  
home visits and routine well-baby clinic visits by the mother.  When these women 
come to the health center for their monthly food ration, well baby check ups, 
weighing and vaccination should also be done and additional information and 
support provided, especially when no interim home visits have taken place.   
 
Animateurs should regularly encourage all women to bring their infants monthly 
to the clinic for well baby visits. They can also be requested by the health center 
staff to find and remind “drop-outs,” and possibly to report any infant deaths.  
  
Before finalizing the exact scheme for home visits in EGPAF supported clinics, 
options should be presented to communities and clinic staff for discussion and 
final sign off.  It would also be possible to try two different models (e.g., a model 
where all home visits are done by clinical health providers, or a model that 
includes other lay peer support persons, such as animateurs etc).  In order to 
guard against stigma, to ensure optimal feeding practices for the community, and 
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to set community norms, selection criteria for food distribution may be broader 
than HIV+ women -– including perhaps all poor or undernourished women, i.e., 
women with low weight gain (<1kg/mo in 2nd and 3rd trimester) or low MUAC 
(<22.5 or <23.5 cm), criteria that were previously used in displaced people’s 
camps in Rwanda.  
 
d.  Strengthen monitoring and clinical use of information on infant feeding 
practices to support HIV+ mothers to implement their informed infant feeding 
choice safely and effectively 
 
EGPAF should institute more robust and routine monitoring of infant feeding 
choices during pregnancy as well as infant feeding practices among HIV+ 
mothers postpartum.  This information should be routinely gathered starting in 
pregnancy during ANC visits, at well baby visits (particularly for vaccination) and 
whenever contact with the mother takes place until the 15-month infant HIV test.  
It will need to be designed to reinforce the messages and knowledge received 
during training. 
 
This information will be useful in providing baseline data on infant feeding 
practices (which is a serious constraint), data upon which to judge the 
effectiveness of interventions that will be implemented, and information that 
health workers and counselors can and should use to counsel and support HIV+ 
women postpartum to safely and effectively feed their infants and young children. 
 
e. Consider offering alternative infant feeding methods in EGPAF supported sites 
 
The use of expressed heat-treated breast milk could provide additional protection 
from HIV transmission to infants during the transition from exclusive 
breastfeeding to exclusive replacement feeding starting at about 6 months. 
Knowing how to express their milk can also assist mothers even earlier to 
maintain exclusive breastfeeding during short periods when they have to be 
separated from their infants.  
 
The Pretoria pasteurization method involves placing a jar of expressed breast 
milk in a pan of boiling water as it is removed from the heat.  While it is not 
proven 100% safe (factors that affect the efficacy include the amount of water, 
amount of milk, thickness of the jar and altitude), it is safer than mixed feeding 
during this transition period if mothers are willing and able to utilize it.   
 
There is rarely data available on the extent to which wet nursing (usually called 
“cross nursing” when it is temporary) is practiced, though a recent study in 
Gabon finds it to be surprising common there.9 It may be best choice from birth in 
a few cases and is also likely to be safer than mixed feeding during the transition 
period. Participants were generally more positive toward the idea of wet nursing, 
as long as the wet nurse was tested and counseled on HIV prevention while 
                                                 
9 Ramharter M, et al. Shared breastfeeding in central Africa. AIDS. 2004 Sep 3;18(13):1847-9. 
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feeding the baby. Some felt that this option ought to be mentioned to all HIV+ 
women when they were receiving infant feeding counseling. Again, assistance 
from health workers was sought.  
 
Wet nursing could be especially useful when the mother has AIDS during 
pregnancy and soon may not be available to continue breast-feeding the baby.  
Care must be taken to counsel the wet nurse on how to avoid nipple damage and 
to watch for infant thrush to reduce the risk that she could be infected if the infant 
is already HIV-infected. As for many other issues discussed with participants and 
health workers, the issue of poverty was raised—many parents cannot afford to 
adopt another child, even if they would like to. While in theory the wet nurse need 
not adopt the child, this was expected, since a mother with AIDS in pregnancy 
and no access to HAART will soon die. 
 
f. Pay particular attention to approaches and counseling around replacement 
feeding 
 
EGPAF does not currently provide free infant formula to HIV + women and we 
think this approach is appropriate. Some health workers admit that when they 
counsel a mother for whom replacement feeding clearly is not an option, they 
spend their counseling time emphasizing exclusive breastfeeding rather than 
discussing options they know are not feasible. This seems to be a widely 
accepted approach in Rwanda.  One health worker said she has done the 
opposite with a mother who clearly could afford to artificially feed and this may 
also be common among the rare cases to which it applies.  
 
Not giving free formula reduces the risk of mixed feeding among women who 
choose replacement feeding, since clearly any sales of the formula will lead to 
either the need to breastfeed or to malnutrition of the child if it is replaced with an 
inferior feed. In addition, it is likely that many women who cannot afford formula 
will not be able to use it safely, even if good quality counseling is provided.  One 
study10 found this to be the case in Durban, South Africa under much better 
conditions than typically exist in Rwanda. (Although the majority of this sample of 
HIV+ mothers had completed secondary education and 73% had refrigerators at 
home, 2/3 of bottles mothers had with them when visiting a health center were 
contaminated with fecal bacteria and about 1/3 were seriously overdiluted, even 
though the formula was provided to them for free.) 
 
An assessment needs to be made of the extent to which the mothers offered raw 
milk by health clinics or PLWA associations are assisted to understand the need 
to boil and modify this milk. The need to provide additional micronutrients must 
also be addressed—something likely to be difficult in the Rwandan setting. These 
points are particularly important if there are cases in which plain animal milk is 

                                                 
10 Bergman, E. Bacterial Contamination and Nutrient Concentration of Infant Milk in South Africa: 
A Sub-study of the National PMTCT Cohort Study. Masters Thesis, Uppsala University, 2003. 
(http://www.hst.org.za/publications/564) 
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exclusively given to the baby from birth. Without careful health worker training 
and good counseling and follow up with the mothers, this approach could easily 
lead to high levels of infant morbidity and mortality.  
 
g.  Strengthen community knowledge and norms around the safety and 
effectiveness of exclusive breastfeeding of infants < 6 months for HIV+ women  
 
UNICEF headquarters recently issued a press release pointing out that over 90% 
of HIV+ mothers do not know their status and thus that the best way to reduce 
overall postnatal HIV transmission is to promote exclusive breastfeeding as a 
social norm. While exclusive breastfeeding is more common in Rwanda than in 
most of the world, exaggerated perceptions of the danger of breast milk of HIV+ 
women may be eroding support for it. The misunderstanding by some that only 
HIV+ women need to practice exclusive breastfeeding from birth could risk its 
being stigmatized, as has been reportedly occurring in other countries. All health 
providers who work with mothers and children, as well as influential community 
members, need to have more accurate information about exclusive breastfeeding 
and its benefits (including for HIV+ mothers and their infants when it is the 
chosen feeding method).  Focus group discussions highlighted the particularly 
important role that men play in infant feeding practices and decisions in Rwanda.  
For example, it was commonly stated that advice by husbands/male partners can 
easily counter advice from mothers and mothers-in-law in Rwanda and that men 
in particular trust advice from health providers. PATH’s report on community 
support and media will elaborate on specific actions that can aid and assist here.  
 
h. Ensure that consistent policy recommendations on infant feeding are 
disseminated and understood in EGPAF clinics and surrounding areas 
  
Confusing and conflicting messages and recommendations on infant feeding 
exist in Rwanda.  Several of these recommendations do not incorporate best 
practices and latest research.  There seems to be a bias in some of the newer 
recommendations towards replacement feeding for HIV+ women, which is of 
serious concern, especially when AFASS assessment is not conducted. Special 
attention to this is needed in ongoing policy development in Rwanda.  
  
Our recommendation is to focus at this point on ensuring that EGPAF supported 
clinics receive consistent messages and recommendations, rather than to spend 
efforts to influence the broader PMTCT community in Rwanda.  Although it is 
clear that there is a need for this broader work and support – we think that the 
results of our joint programming will enable us to provide better information upon 
which to inform the larger policy debate at a later stage once EGPAFs own 
clinics are operating better.   
 
FINDING 2: Rwandan infants born to HIV-positive mothers are at serious 
risk of malnutrition after six months of age.  
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Recommendation: Support feeding options and provide nutritional support 
for HIV+ women and their infants >6 months and monitor closely 
 
Overview 
Hunger is pervasive and persistent in Rwanda. There has been no national 
nutrition survey since 1996, but the 2000 DHS included some nutrition 
measurements and a new DHS is currently being planned for 2005.  Capacity to 
deal with nutrition problems is particularly weak in Rwanda, and traces of 
successful past efforts to integrate nutrition into the health system are difficult to 
find (see Annex 2). 
 
In the 2000 DHS, 43% of children under five were identified as nutritionally 
stunted (height for age below -2SD) and 7% were wasted (weight for height 
below -2SD). For nearly 20%, stunting is severe (<-3SD). Rates of stunting peak 
at nearly 60% at 20 months of age and wasting at nearly 15% at 13 months of 
age. However, although the average height and weight at birth is normal, the 
process of becoming stunted begins immediately after birth. Medians or Z scores 
decline immediately and continuously for stunting up to 20 months after which 
they remain relatively constant—that is there is no additional insult on average 
after this age. 
 
The DHS found that 64% of children 6-59 months of age consumed vitamin A 
rich food and 69% had received a vitamin A capsule in the past 6 months. 
However, only 14% of mothers had received a vitamin A dose after their latest 
delivery and only 17% had received iron tablets. 82% of households consumed 
iodized salt.  
 
The food and nutrition situation for PLWA is particularly precarious and it has 
been estimated that approximately half of them require some form of food 
assistance. Approximately 25% of associations of PLWA were provided food 
assistance in a CARE study in 2004. Over half were assisted with farming, 
husbandry or fishing activities. Only 28% of families with an AIDS patient are 
able to pay for even basic care. Sicknesses in one or more household members 
among subsistence farmers (the majority of the population) results in decreased 
food production, hardship, and eventually hunger for all family members, as 
family productivity rapidly declines. Some 60% of PLWA have tuberculosis, which 
further depletes nutritional reserves--and the body requires a good nutritional 
status to effect and maintain a cure. A national guideline document on nutrition 
for PLWA is currently in draft form, but so far it is relatively theoretical, similar to 
already available international ones, and not yet well adapted to the African 
situation. A national policy and budget for dealing with this aspect of the HIV 
epidemic is urgently needed, particularly as efforts to provide highly active 
antiretroviral therapy (HAART) scale up. Even among the few now receiving 
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HAART, some are known to have stopped taking their medications due to lack of 
food.11 
 
The nutritional situation of Rwandan infants is particularly precarious after the 
six-month period of exclusive breastfeeding. Focus group participants 
recommended that the following be given to infants starting at six months of life: 
passion fruit (the cheapest fruit available), green vegetables, milk, and local juice. 
Yet milk is not commonly used in infant and young child feeding in Rwanda. 
During the first three years of life, only about 10% of infants received any milk 
besides breast milk in 2000 according to the DHS survey. This was highest at 6-7 
months when 16% received either formula or other milk. While milk was not in 
the bottle in most cases, 8% were bottle fed at 4-5 months of age, over 11% at 6-
15 months and 7% still received bottles at three years of age. Even among the 
small number of children 1-3 years of age who were not receiving breast milk, 
only 21% were receiving other milks, highest at about 30% for those 12-15 
months of age. (And this was based on a 24-hour recall, and thus cannot be 
taken to always mean regular use of milk.) It must also be kept in mind that 
mothers not breastfeeding at this age are likely to be on average higher income 
mothers. Thus the proportion of mothers who can afford milk among those 
choose to avoid breastfeeding to reduce HIV transmission risks may be lower 
than this. 
 
Abrupt weaning:  International recommendations currently call for abrupt 
weaning of exclusively breastfed infants of HIV+ mothers at 6 months where this 
is feasible. The UN agency Guide points out that the entire AFASS criteria should 
be used in deciding when breastfeeding can stop.  Unfortunately, this is rarely 
understood and health policy makers assume that rapid weaning should be 
insisted on. Little research has been done relevant to support this 
recommendation, 12 and programs that have attempted to implement it have 
foundered, in part because, even with support, women are unable or unwilling to 
follow this recommendation.  
 
Focus group women in Rwanda said that, in general they trusted that if health 
workers counseled abrupt weaning, mothers should and would do it. However, 
there was a wide range in the speed with which women said they could wean an 
infant if necessary, ranging from one week to one year, with most saying it takes 
about three months. Women listed a number of plausible and serious 

                                                 
11 Nutritional follow up of HAART patients is needed. For example stavudine, one of the ARVs used in 
Rwanda, can lead to fatal lactic acidosis which may be linked to vitamin B deficiencies. (Schramm C, et al. 
Thiamine for the treatment of nucleoside analogue-induced severe lactic acidosis. Eur J Anaesthesiol. 1999 
Oct;16(10):733-5.) 
12 Small studies in Botswana and Uganda have found that about half of mothers who attempt rapid 
cessation before six months of age suffer from mastitis and other breast problems and a large proportion of 
infants rapidly get sick or malnourished. These problems were less severe when rapid cessation took place 
after this age. (See 51-58 in Greiner T (editor). HIV & Infant Feeding, a Report of a WABA-UNICEF 
Colloquium. Penang: World Alliance for Breastfeeding Action, 2003.) 
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consequences they were aware of for both mother (e.g., depression) and child 
(e.g., kwashiorkor) when cessation of breastfeeding occurs rapidly.  
 
We also have no empirical information on how or whether abrupt weaning is 
actually practiced by HIV+ mothers in Rwanda —indeed even whether or not 
most HIV+ Rwandan women breastfeed for a shorter time than most other 
mothers do. Evidence from other countries and our focus group discussions in 
Rwanda suggest that it is likely that if low-income mothers do not receive 
financial or food aid support to feed their infants something other than breast milk 
or infant formula after six months, that many will continue to rely on breast milk 
for quite some time (keeping in mind that the median duration of mixed feeding in 
Rwanda is about 2 years), even if they do so surreptitiously. 
 
Regarding the special problem of malnutrition in infants born to HIV+ mothers, 
participants in all three provider focus groups stated that malnutrition rates 
among these infants were very high. Although most health centers have a special 
unit for the rehabilitation of malnourished children, in each case the providers 
stated that the capacity of these units is now overwhelmed and cannot effectively 
deal with this problem.  
 
This issue has not yet been seriously acknowledged and addressed by the 
authorities in Rwanda. Indeed, according to UNICEF it was raised recently with 
the Country Coordinating Mechanism of the Global Fund (CCM), which 
apologized for its having been overlooked.  
 
Sosoma:  One bright spot is the availability of a local low-cost highly nutritious 
commercial complementary food for infants over 6 months called Sosoma.  
Sosoma is sold by a non-profit association called DUHAMIC-ADRI supported by 
Trocaire (Catholic Church of Ireland). Sosoma is made from largely locally grown 
maize, soy, sorghum, and vitamin and mineral premixes. The grains have been 
roasted, increasing shelf life and decreasing cooking time (only 5-10 minutes of 
boiling are required).  
 
DUHAMIC-ADRI produces two types of Sosoma (the coarser version is higher in 
fat and fiber) and UNIMIX (excludes sorghum). While there is still some 
uncertainty about the composition, they do seem to be reasonably well fortified. 
(See Annex 3.) However, it cannot be assumed that the 6mg of iron/100 g 
actually has much impact on iron status when 100 mg of calcium are also 
present, since calcium inhibits iron absorption.  
 
Currently 120 MT of Sosoma is produced and sold per month. Assuming 100g is 
eaten daily by each of three persons per household, this would reach about 
130,000 households. There are plans to double this production, which could lead 
to regular use of Sosoma by about 10% of the entire population of Rwanda.  
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Sosoma costs 550 franc (nearly US $1) per kg compared to about 400 for maize, 
300 for millet, and 250 for sorghum. Unfortunately this small price premium is 
such that there was universal agreement in our focus groups that it was too 
expensive for their use. There was however a remarkable universal awareness of 
Sosoma and of its perceived health benefits for young children, pregnant and 
lactating mothers and the elderly.  
 
Among the poor, there is a general feeling that “local sosoma” is almost as good 
for those who cannot afford the real thing. Since this local version is not fortified, 
this actually could be a fairly dangerous belief if infants born to HIV+ mothers 
receive almost nothing but porridge starting at six months.  
 
RECOMMENDATIONS TO IMPROVE THE NUTRITIONAL SITUATION FOR 
INFANTS AFTER SIX MONTHS 
 
a. Continue to provide infant feeding support to HIV+ mothers and their infants 
through 15months of age. 
 
PATH’s recommended pattern of home and clinical infant feeding support visits 
include 2 visits per month through seven months to help ensure appropriate 
introduction of complementary foods, the period of transition during which 
breastfeeding ends, and to deal with any lactation problems that mothers 
encounter (which can be common during the introduction of complementary 
foods or cessation of breastfeeding). 
 
 b.  Closely monitor this support as operational research in order to determine 
how infants over six months old are actually are fed, how effective support is in 
ensuring that recommendations are followed, and to provide recommendations 
for program modifications.  
 
Risks will never be zero; the lowest risk and highest HIV-free survival rates are 
what counselors should be aiming for, not simply the lowest possible rates of HIV 
transmission. The exact age at which breastfeeding should stop is difficult to 
determine and thus WHO makes no specific recommendation. It no doubt varies 
widely depending on a mother’s circumstances. Rigidity risks a breakdown in 
communication between client and counselor/health worker and should be 
avoided. The various possible options are listed in Table 3. 
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 Table 3. Infant feeding options for low income HIV+ women at different time 
periods: 
 

<6 months* 6-11 months  12-24 months 
Continued BF if cessation is not yet feasible
Complementary foods (SOSOMA?) 
Family food (including portion of WFP 
family food donation through 15 months)

Exclusive 
breastfeeding 
 
 
 
Mothers: 
SOSOMA? 

Continued BF if cessation is not yet 
feasible 
Complementary foods (including 
SOSOMA?) 
 
Mothers: 
SOSOMA? 

No BF 
Complementary foods (higher level needed, 
incl SOSOMA?) 
Family food (including portion of WFP 
family food donation through 15 months)
Other source of milk if possible 

 Abrupt cessation of breastfeeding 
Local milk source (modified cow’s or 
goat’s milk) 
Complementary foods (including 
SOSOMA? – higher level) 

 Abrupt cessation of breastfeeding 
Commercial breastmilk substitute 
Complementary foods (including 
SOSOMA ?– higher level) 

Complementary feeding (including 
SOSOMA?) 
Family food (including portion of WFP 
family food donation through 15 months)

 
Replacement 
feeding   

Local milk source (modified cow’s 
milk) 
Complementary foods (including 
SOSOMA ?– higher level) 

 Commercial breastmilk substitute 
Complementary foods (including 
SOSOMA – higher level) 

Complementary feeding (including 
SOSOMA?) 
Family food (including portion of WFP 
family food donation through 15 months)

 
 
* Under no conditions during the first 6 months should any mother practice mixed 
breast and other feeding – i.e., NO MIXED FEEDING. 
 
c. Explore further how Sosoma can be integrated into recommendations (and 
potentially food donations) for infants starting at six months of age (with or 
without various quantities of animal milk) or for their HIV+ mothers. 
 
Sosoma is currently being considered as an appropriate complementary food for 
inclusion in PMTCT programming in Rwanda. Discussions are currently centered 
around Sosoma as the food to be introduced during the transition at six months 
of age.  However, it is doubtful that Sosoma could work as the total diet of an 
infant starting at six months of age. The main danger with recommending 
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Sosoma as the sole source of nutrition beginning at six months is that it may be 
necessary to make it too thin so that it can be consumed by younger infants. 
(Infants do tend to choke on thicker, more viscous porridge and mothers have a 
hard time knowing how thick a porridge the child can tolerate at each age as its 
oral motor development progresses.) Thus experimentation is needed on how 
thick it can be tolerated and how difficult it is to educate mothers to make it and 
feed it at the proper consistency.  Thus, although a deeper analysis is needed 
before making recommendations, it is likely that some type of milk will be 
necessary in addition to Sosoma, especially for infants six to 12 months of age.  
 
Donations of Sosoma, in addition to the WFP family food donations, may provide 
an additional nutritional support, incentive for participation, and incentive for 
adherence to infant feeding and other recommendations in PMTCT regimens in 
Rwanda.  Table 3 shows how and when Sosoma might be used. It is likely that 
resources will not be available to support the addition of Sosoma at all of these 
potentially useful target groups and points in time. More dialogue and work will 
be needed to negotiate this aspect of programming and its support, if it is 
something that EGPAF judges to be useful.   
 
d. Encourage monitoring of and record keeping on infant malnutrition when 
infants are brought in for their HIV test at 15 months.  
 
Rates of severe malnutrition should be monitored at the 15-month infant HIV test, 
since most infants already have weight charts recording whether or not they are 
malnourished. This would allow us to monitor the extent of malnutrition and 
provide a mechanism for measuring this component of the impact of the program 
on HIV-free survival rates. Given the huge sample sizes required to obtain stable 
estimates fro rates of death and even severe illness, malnutrition rates may 
prove to be a useful proxy in providing health outcome data for guiding program 
decision-making. 
 
 
Bibliography 
 

Bergman, E. Bacterial Contamination and Nutrient Concentration of Infant Milk in 
South Africa: A Sub-study of the National PMTCT Cohort Study. Masters Thesis, 
Uppsala University, 2003. (http://www.hst.org.za/publications/564) 
 
Bucyana S, Kigongo C and Sebikali B. Open dialog and partner involvement: a 
community approach to PMTCT in Rwanda. Poster presented at the International 
AIDS Convention, Bangkok, July 2004. 
 
Government of Rwanda. HIV/AIDS Treatment and Care Plan 2003-2007. 
Developed with the William J. Clinton Foundation, May 2003. 
 



 25

Greiner T (editor). HIV & Infant Feeding, a Report of a WABA-UNICEF 
Colloquium. Penang: World Alliance for Breastfeeding Action, 2003. 
 
Kamenga C, Tuakli J, and Karita E. Monitoring visit report, Rwanda Call to Action 
sites. December 7-13, 2002. 
 
Matthews H. APLWHA in Rwanda: opportunities and challenges for access to 
HIV/AIDS services. CARE International, August 30, 2004. 
 
Ministry of Health, National Population Office, and ORC Macro. Rwanda Service 
Provision Assessment Survey 2001.  
 
National Office of Population and ORC Macro. Rwanda Demographic and Health 
Survey 2000. 
 
UNAIDS, FAO, UNHCR, UNICEF, WHO, WFP, World Bank, UNFPA and IAEA.  
HIV and infant feeding:  Framework for priority action, Geneva: World Health 
Organization, 2003.A French language version is available at 
http://www.who.int/child-adolescent-health/publications/NUTRITION/HIV_IF_Framework.htm  

 
WHO/UNICEF/UNAIDS/UNFPA. HIV and infant feeding, Guide for health-care 
managers and supervisors. Geneva: WHO, 2003. 



 26

Annex 1 
 

Community-based breastfeeding support trials in developing countries that include 
healthy newborn infants and mothers ** 
 

Study Subjects Intervention Breastfeeding status 
at last assessment 
<6 mo. RR (95% CI) 

Barros et al 1994 
 
(Randomized, 
controlled trial but 
method of 
randomization not 
stated) 

Urban (Pelotas) 
Brazil, N = 900 
Enrollment site: 
Maternity unit 
Inclusion criteria: 
Hospital stay 5 days 
or less, wanted to 
breastfeed, living in 
Pelotas, family 
income < twice 
minimum Brazilian 
wage 

Three home visits at 
5,10,20 days 
postpartum by a 
social assistant or 
nutritionist 
experienced in 
breastfeeding and 
trained in 
breastfeeding 
counselling 

Any Breastfeeding 
Intervention- 38% 
Control – 35%  

Froozani et al 1999 
 
(Alternating 
allocation to 
intervention vs. 
usual care) 

Urban Iran, N = 134 
Enrollment site: 
Single hospital 
Inclusion criteria: 
Mothers without 
breastfeeding 
experience or 
chronic disease 
giving birth to 
normal birthweight, 
term infant 

Contact by 
nutritionist in 
hospital immediately 
after birth and at 
home or in clinic on 
days 10-15 and 
monthly thereafter 
to 4 months (5-6 
visits) 

Any Breastfeeding 
Intervention – 84% 
Control – 75% 
Exclusive 
Breastfeeding* 
Intervention – 48% 
Control – 6% 
 

Haider et al 2000 
 
(Cluster randomized, 
controlled trial) 

Dhaka, Bangladesh, 
N=726 
Enrollment site: 
Community 
Inclusion criteria: 
Women aged 16-35 
with 3 children or 
less and no serious 
illness, singleton 
birth, with no 
congenital birth 
abnormalities, birth 
weight 1800 g or 
more 

Peer counselors, 
home visits up to 15 
occasions including 
2 in last trimester of 
pregnancy, 4 in 
month 1 and every 
two weeks thereafter 
up to month 5. 
Visit duration 20-40 
minutes 

Exclusive 
Breastfeeding* 
Intervention- 56% 
Control – 6% 

Leite et al 1998 
 
(Randomized, 
controlled trial)  

Urban Brazil, N = 
1003 
Enrollment site: 8 
public health 
maternity units 
Inclusion criteria: 
newborns 
weighing<3000 g, 
discharged <5 days, 
singleton birth, no 
important health 

Peer counselors 
made home visits up 
to 6 occasions, 5,15, 
30, 60, 90 and 120 
days, visits lasting 
30 – 40 minutes, 
Counsellors had 
personal experience 
with breastfeeding 
and had been 
associated with milk 

Any Breastfeeding* 
Intervention - 65% 
Control – 53% 
Exclusive 
Breastfeeding* 
Intervention – 25% 
Control – 20% 
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problems in mother 
or infant 

bank for 5 or more 
years. Trained with 
adapted WHO 
counseling course 

Morrow et al 1999 
 
(Cluster randomized 
control trial) 

Periurban,Mexico, 
 N =130 
Enrollment site: 
Community 
Inclusion criteria: All 
pregnant mothers 
wishing to be 
enrolled, perinatal 
deaths excluded 
 

Peer cousellors 
made 3 or 6 home 
visits 
Group1: 6 visits (2 in 
pregnancy and 1, 2, 
4, 8 wks post-partum 
) 
Group 2: 3 visits (1 
late pregnancy and 
1,2 wks post-
partum) 

Any Breastfeeding 
intervention – 68% 
Control – 63% 
Exclusive 
Breastfeeding* 
Intervention – 55% 
Control – 15% 

* Significant at two-sided p<0.05 
** From WHO: Community-based Strategies for Breastfeeding Promotion and Support in 
Developing Countries, 2003. 
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ANNEX 2 
CAPACITY IN RWANDA TO DEAL WITH PROBLEMS OF MALNUTRITION 

 
Rwanda has a very low capacity for dealing with its nutrition problems. There are very 
few nutritionists trained at graduate levels (reported 2-3 nutrition experts in the entire 
country) and nutrition training is no longer going on, even at secondary school level. 
Nutrition training integrated into health training was not assessed.  
 
Although nutrition used to be well integrated into health care in Rwanda, it is now 
delivered primarily as a stand alone service.  Every hospital and many health centers 
have some kind of nutrition rehabilitation ward or center. Each district hospital is 
supposed to have a nutritionist. Milk from UNICEF and/or WFP foods are sometimes 
available for in-patient nutrition rehabilitation, but repeater rates are said to be high. 
(CARE and CRS also provide food donations for various purposes in Rwanda.) 
 
In 1997, Rwanda restarted the community-based Programme de Nutrition a Base 
Communautaire, run mainly by NGOs and faith-based health centers in 15 of the 
country’s 39 districts. The main activity appears to be growth monitoring and promotion. 
An agronomy institute in Kigali is working on developing crops with improved nutritional 
value such as yellow sweet potatoes. 
 
While the ambition is to do growth monitoring in all health centers, a study in 200113 
found that although 74% had child scales, only 47% practiced growth monitoring. Only 
69 of 201 health facilities had both an infant and a child scale.  
 
While 32% of facilities offering sick child services had all of the “essential” medicines, 
vitamin A and iron were the most commonly missing (available in 63% and 55% of 
facilities respectively). Only 3% of child health staff had received in-service education in 
nutrition during the past year and 5% during the 1-5 year period in the past. This was 
less than for the five other types of training examined (most was HIV with 17% in the 
past year and another 17% at 1-5 years).  
 
When sick children were examined, half were checked for anemia, but this was done by 
examining inner eyelids, mouth or palms for pallor, not via a blood test. (This is known to 
be a relatively accurate method for detecting only severe anemia.) Among sick children 
less than two, all three elements of clinical assessment for nutrition problems (asking 
about breastfeeding—29%--and complementary feeding—22%--and observing eating or 
sucking—13%) were practiced by only 3% of providers. Advice to continue or increase 
breastfeeding the sick child was given in only 7% of cases. Caretakers reported that, 
while 52% of sick children were weighed, this or nutritional status was discussed in only 
6% of cases, general feeding in 7%, and 12% were told to continue giving food or fluid. 
 
Vitamin A capsules are distributed to young children twice a year. An attempt is being 
made to integrate this into the immunization program and to use the animateurs to assist 
in mobilizing the children. However, since the NIDS stopped in 1999, vitamin A capsule 
distribution has been given low priority by the authorities and coverage rates are low. 
The government has achieved rapid population coverage with iodized salt by enforcing 
import restrictions.

                                                 
13 Ministry of Health, National Population Office, and ORC Macro. Rwanda Service Provision 
Assessment Survey 2001. 
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ANNEX 3 
COMPOSITION OF SOSOMA 

 
Composition of Vitamin Premix that is used in Sosoma. 
 
Sosoma is fortified to the extent that to each MT of finished product 1kg vitamin premix 
and 3kg mineral premix is added. The premix is obtained from HOFFMANN LA ROCHE 
LTD, Basle, Switzerland or it’s local authorized dealer. 
 
Net Micronutrient Supplement  
 
Micronutrient               Per 100g Finished product 
Vitamin A                              1164 I.U 
Thiamine                                 0.128 milligrams 
Riboflavin                                0.448 milligrams 
Niacin                                      4.8   milligrams 
Folate                                       60 micrograms 
Vitamin C                                48 milligrams 
Vitamin B12                           1.2 micrograms 
Iron++                                       8 milligrams as Ferrous Fumarate 
Calcium                                  100 milligrams as calcium carbonate 
Zinc++                                      5 milligrams as zinc Sulphate 
 
Cost per unit                               
 The nutritionist says the cost of Premix varies from time to time. In the year 2003 they 
purchased: Vitamin Premix for UDS 11.75 per Kg 
                   Mineral Premix for USD 2.25 per Kg 
In 2004 the Vitamin Premix was USD 13.36 per Kg 
                    Mineral premix was USD 2.55 per Kg 
In addition they pay for shipping or Air transportation, customs and duty.   
 
Difference in nutrient composition /100gr 
 
Nutrient       Sosoma 1                Sosoma 2                   
 Protein  14gr                          14gr 
 Energy            44kcl                      447kcl  
 Water                  2.6gr                       3.1gr 
 Lipids              4.0gr                       6.2 gr 
 Fiber                2.9mg                      2.0mg 
 Phosphorus     510mg                     510mg 
 Calcium              60mg                   60mg 
 Fe                     6mg                        6mg 
 Vit B1               431ug                    431 ug 
 Vit pp               2102 ug                  2102ug                             
        
The variations in nutrient composition in the two sosoma flour mixes is due to additional sieving of 
sosoma 1 to a finer texture leading to loss of larger particles and therefore loss of nutrients. The 
particle distribution in the finer sosoma 1 derived from sosoma 2 is as follows: 95% must pass 
through a 600-micrometer sieve; 100% must pass through a 1000-micrometer sieve.  
UNIMIX 
DUHAMIC specifically prepares UNIMIX for WFP and not for sale. The commodity is used by 
WFP as dietary supplement to malnourished children, PLWHAs and as a relief food item. WFP 
distributes the food through health and nutrition centers in Rwanda and school feeding programs. 
The flour mix is used in porridge preparation  

Source: Martha Nyagaya, Nutrition/HIV specialist, CIAT,USAID,ISAR. 
                                 


