MRC AIDS FORUM 23 Sept 2003

At the September 2003 MRC AIDS Forum, co-hosted by HIVAN (the Centre for HIV/AIDS Networking), Professor Jerry Coovadia, Victor Daitz Chair of HIV/AIDS Research at UND’s Nelson R Mandela Medical School, spoke on the latest research regarding prevention of Mother-to-Child Transmission (MTCT) of HIV and options for infant feeding.

Prof Coovadia introduced his subject by contextualising the debate, confusion and controversy surrounding infant feeding and HIV transmission, and in particular around issues relating to breastfeeding and Nevirapine.  Having recently returned from a gathering of African paediatricians in Kenya, he said there was still much disagreement about "what is best", and that consensus was needed as to what constitutes sound advice to offer mothers and effective policies to implement through public health structures.

In providing a historical perspective to this debate, he said that the first breakthrough research was published in 1994 (i.e. in the investigation referred to as Study 076).  Breastfeeding is a cultural practice as ancient as Africa itself, but during the Seventies and Eighties, formula feed, which was popular for use by mothers in developing countries, was being introduced by European and American manufacturing companies into Africa.  Heavily marketed, typically through free offers and advertising campaigns that were all but covert bribery, the formula feed product ultimately had very detrimental consequences for the health and mortality of African babies.  

Milk substitutes do not offer protective nutrition in the same perfectly balanced properties as does breastmilk.  Furthermore, in the case of impoverished mothers, who are unable to prepare the formula milk in hygienic conditions and have to use contaminated water, their babies' immature immune systems are not capable of warding off infections and fatal disease conditions, such as infant diarrhoea and pneumonia.

Outraged by these developments and alarmed at the sharp increase in infant deaths they had caused in Africa, a worldwide activist movement lambasted the formula feed manufacturers, and eventually the International Code of Breastfeed Substitutes was established. This Code regulates the industry against irresponsible and unethical marketing, and ensures that guidelines regarding the usage of formula feed are clearly defined and promoted.  

However, work is still being done to shift the focus back to breastfeeding as the best option for mothers in the developing world. Research conducted by child-health experts has shown that of the 10,5 million babies who die of preventable diseases including diarrhoea and pneumonia annually, 1,3 million babies are able to recover from these illnesses through breastfeeding as the optimal intervention.

Turning to the issue of HIV transmission through breastfeeding, Prof Coovadia confirmed that this is a risk for HIV-positive mothers.  Study 076 recommended that breastfeeding should be avoided altogether by HIV-positive mothers and that only formula milk should be used, a practice that was quickly taken up in developed countries.  Women in African states have tried to follow suit; however, the use of only formula milk is expensive, and also raises suspicion within the household as a result of the stigma around HIV/AIDS.  

The KZN Health Department allocated R1,5 million of its budget to provide free formula milk to HIV-positive mothers, with 50% of this amount authorised for the purchase of the product and the balance being made available for feeding counsellors’ salaries.  What was found was that mothers gladly took the formula milk home for other purposes, but continued to breastfeed in front of their families so as to hide their HIV-positive status.

Prof Coovadia and other paediatric researchers have been deeply concerned that because of this trend, babies of HIV-positive women are being deprived of the extremely beneficial effects of breastmilk due to the risk of HIV transmission, whereas the infants would do better on breastmilk because of its immune-building properties.  

In 1999, his colleague, Professor Anna Coutsoudis, herself an eminent researcher in the field of infant feeding and PMTCT, conceptualised a highly original research project to investigate whether exclusive breastfeeding by HIV-positive mothers, given for the first six months of their infants’ life, would render any greater risk of HIV transmission than would mixed feeding (i.e. formula and breastmilk).  Together they conducted a trial study, and found that no higher risk of transmission was indicated. 

Their research also proved that HIV transmission through breastfeeding is not an isolated danger that occurs as soon as breastfeeding begins, but rather that the risk of HIV transmission increases over time. Shorter periods of breastfeeding carry a lower risk of transmission.  The transmission rate over six months, (the period during which breastfeeding offers the child the highest benefit), carries a risk lower than 6%. There is also preliminary evidence that this risk in the first six months could be reduced even further, were exclusive breastfeeding to be practised.

These findings are now being researched more deeply in a long-term primary project involving some 1 500 mothers and based at the Africa Centre in Hlabisa, Mtubatuba, northern KwaZulu-Natal.  Funded by the Wellcome Trust, this study involves the provision of World Health Organisation (WHO) breastfeeding counselling skills-training to young unemployed women, who then operate from clinics and do follow-up visits to households to provide accurate advice and support for HIV-positive mothers.  A separate group of women is being trained as fieldworkers to monitor the progress of the participant mothers. The study has run for three years, and a further year is needed for full collation and analysis of the results.  

A second study is a multi-site investigation (still awaiting NIH protocol approval) into the efficacy of administering a daily dose of Nevirapine solely to exclusively breastfed babies of HIV-positive mothers as a means of preventing mother-to-child transmission.  

Concluding with a brief glimpse at possible future scenarios in the quest for solutions in the prevention of MTCT, Prof Coovadia observed that as anti-retroviral treatment becomes freely available at all public health clinics, a viable roll-out framework would involve giving the triple cocktail (3TC / AZT/ Nervirapine) to all HIV-positive pregnant women, and to those with low CD4 counts and moderate AIDS symptoms.  

During the question session following his talk, Prof Coovadia confirmed to Ms Thula Dube of Project Empower in Durban that existing treatment efforts focus only on the baby and not the mother, and that the inclusion of HIV-positive mothers in treatment programmes should become an issue for the national health ministry to address.  

He said that a study funded by the Rockefeller Foundation had been conducted two years ago to determine the logistics of providing ARV treatment to mothers, partners and siblings.  Roll-out of such provision would delay orphanhood and would keep families materially, socially and physically intact.  He cautioned, however, that this would be a long experiment, and that the absence of male partners from households, their reluctance to attend ante-natal clinics and their proclivity for multiple sex partners would complicate and inhibit this type of roll-out programme.

A second question revolved around the anticipation of male partners becoming complacent in terms of unsafe sex practices, relying on ARV treatment as an excuse to resist or abandon behaviour change.  Prof Coovadia agreed that this could become a considerable problem, and was also concerned about this giving rise to the development of resistant forms of the HI virus.  He said that the public had to be made aware of the fact that an HIV-positive child, infected at, say, eight months old, could not take ARV drugs for the rest of its life.  “We need large-scale educational programmes to support these roll-out schemes,” he said.

He also felt that community members themselves should own the roll-out process, and that they should become the primary decision-makers as to who was selected for ARV treatment.  He believed that NGOs, FBOs and CBOs should be heavily funded to engage in this mobilisation.  
