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Breastfeeding in the United States Among Women With
HIV: Con Viewpoint
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To breast feed or not has long been a difficult question for women with human immunodeficiency virus (HIV) in high-income
countries, as undetectable HIV in maternal plasma does not translate to zero risk of transmission while breastfeeding, and clean
water and formula are readily available. Recent, and more permissive, changes in US and other high-income-country guidelines
regarding breastfeeding underscore this issue and acknowledge the information gaps that are essential for informed maternal
choice and provider management. These include lack of guidance as to routine monitoring of mothers during lactation, type
and length of prophylaxis for infants, and lack of data on factors associated with increased breast-milk viral load and risk of
transmission. Ancillary to data are the education and staffing needs for providers participating in the management of
breastfeeding individuals. Future studies of breast-milk transmission will need to evaluate these gaps so that we can move

transmission to zero.
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To breast feed or not to breast feed has long been a difficult ques-
tion for women with human immunodeficiency virus (HIV;
WWH). The risk of infant transmission has to be carefully
weighed against the infant and maternal benefits of breastfeed-
ing. In settings where infant morbidity and mortality are high
and alternative feeding methods are challenging, the calculus is
clear, breast is best. Although there was tremendous hope that
suppressive antiretroviral therapy (ART) would eliminate the
risk of breast-milk transmission, this is not the case.
Undetectable = untransmittable (U =U) is applicable to treat-
ment as prevention but may not apply to breast-milk transmis-
sion. Thus, despite maternal ART, HIV infections continue to
occur in infants [1]. Half of these new infections occur in breast-
feeding infants after 6 weeks postpartum, which is the accepted
definition of breast-milk transmission [2]. A UNAIDS report in
2019 found that, despite initiation of ART before or during early
pregnancy, 20% of infant infections occurred during breastfeed-
ing [3]. Although the risk-benefit calculations favoring breast-
feeding in these settings appear clear, more research needs to
be done to identify implementable strategies to further reduce
the potential for transmission during breastfeeding [4].
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Recent, and more permissive, changes in US and other
high-income-country guidelines regarding breastfeeding
among WWH [5] underscore the knowledge gaps that are
essential for informed maternal choice and provider manage-
ment. These can be broken down into several categories.
They include issues specific to the mother's health; best antire-
trovirals (ARVs) to use, how often to monitor viral load during
lactation and routine maternal medical care and monitoring,
issues specific to infants; how to handle mixed feeding, best
ARV (and dosing) and length of administration, and frequen-
cy of monitoring of infant HIV status, and issues related to
breastfeeding; is there virus in breast tissue, which ARVs
cross (best) into breast milk, and does virus stay in stable
breast reservoirs or change over time during the months of
breastfeeding.

What do these guidelines say and what is missing? For those
mothers deemed at high risk for HIV transmission, the guide-
lines authors agree that replacement or formula feeding is best.
However, for those mothers at potentially low risk of transmis-
sion, little is straightforward. All agree that mothers should
never be penalized for wanting to or electing to breast feed.
This meets standard practice for family-centered care and is
clearly in the best interest of keeping families engaged in care.

Women who are on sustained ARVs, and with an undetect-
able plasma viral load, and who choose to breast feed should be
supported. However, it is important that they understand that
low risk does not mean no risk. Risk perception is highly vari-
able and depends on personal experience, knowledge, belief,
emotions, and culture. Providers must be trained to explain
what “<1% risk of transmission” really means so that they
can communicate nuances to our diverse populations.
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Several older studies document transmission occurring dur-
ing breastfeeding [6, 7]. What we don’t know is why these
transmissions occurred. Effective practices depend on truly un-
derstanding the mechanisms behind breast-milk-associated
transmission. Potential reasons include incomplete or ineffec-
tive counseling, nonadherence to recommendations, and/or
as yet undefined biological factors.

Foreseeing the contingencies that could contribute to any
one case of transmission is challenging. It can be challenging
for a mother with a new infant and who may have other chil-
dren, be working outside of the home, or have other family
stressors, to take daily oral medication. Not addressed is the po-
tential need for adherence to be 100% all the time to prevent
transmission. Also not addressed is how postpartum depres-
sion is managed in high-, middle-, and low-income countries
[8, 9] and how this contributes to concerns regarding transmis-
sion. While we appreciate the many challenges in getting and
taking daily medications, we also have to factor in additional,
but not quantified, medical and laboratory visits and cost,
and possible loss of insurance and need for continued access
for the mother and infant to medications postpartum. Not ad-
dressed is the critical mass of providers that may also be needed
and the lack of current infrastructure to carry out these inten-
sive follow-up plans. Among the several published studies from
high-income countries, significant infrastructure needs were
discussed. These included having a large team caring for the
breastfeeding mother, including an obstetrician, neonatologist,
pediatric and adult infectious disease (ID) clinicians, lactation
consultants, social workers, and others all needed to care for
these individuals [10, 11]. Most sites do not have these ancillary
staff and lack resources to build them. Lack of milk supply,
cracked nipples, mastitis, and other breastfeeding-specific is-
sues that could result in increased risk or otherwise negatively
impact the heath of the mother-infant pair are often out of the
scope of both the training and practice of ID clinicians. Lack of
timely interventions and knowledgeable care providers for
these issues might also result in incorrect information being
passed on to lactating mothers. Downstream gaps translate
into increased risk for HIV transmission during breastfeeding.

Other studies, also from high-income countries, have docu-
mented a wide range of “acceptable” prophylaxis for infants
[12]. Many families are against daily medications for their in-
fants without strong data supporting their use, particularly
when this may be prolonged [13]. Which medications offer
the best prevention of transmission? How do we best monitor
infant dosing, recognizing that most, but not all, infants double
their birth weight by 6 months and triple it by 1 year. Without
data backing up best practices of which ARVs to use, how often
to bring infants back in for monitoring, and how long post-
breastfeeding we might need to continue these ARVS, we con-
tinue to run the risk of under- and over-administration of
ARV to growing infants. Missing are data on issues regarding

insurance coverage (often lost for mothers after 6 weeks post-
partum) and critical for both the infant’s and mother’s follow-
up needs, such as lab testing and consultative appointments.

Adding to the issues of unknowns are those of exclusive ver-
sus intermittent breastfeeding. Exclusive breastfeeding for the
first 6 months of life is optimal for child health regardless of
maternal HIV infection [14]. However, for WWH this impera-
tive is more consequential. Nonexclusive breastfeeding may be
associated with increased levels of HIV DNA and RNA and
transmission, but recent data with current ARVs are lacking
[15, 16]. Nonexclusive breastfeeding also increases the risk of
mastitis, which also significantly increases HIV transmission
risk [17-20]. Weaning is a complex negotiation between the
mother and infant presenting numerous emotional and devel-
opmental challenges [21]. It is also a time of increased HIV
transmission risk [22]. Mothers may require additional support
and monitoring during this period.

Knowledge gaps in our understanding of breast-milk trans-
mission also hinder efforts to get to zero transmissions for
breastfeeding. The mammary epithelial barrier restricts HIV
entry in milk, even in the absence of ART. However, this barrier
is dynamic and influenced by various factors, such as changes
in breastfeeding practice, nipple damage, and mastitis.
Discordant HIV shedding between the right and left breast is
not uncommon and complicates assessment of transmission
risk [23, 24]. Moreover, the extent to which HIV RNA or
DNA in breast milk contributes to transmission is unclear
[25]. Some groups have reported that breast milk harbors cells
with latent HIV that persists despite ART [26]. This would sug-
gest that prolonged infant prophylaxis may be essential to pre-
vent transmission.

In summary, data are lacking on best practices for breast-
feeding in high-income countries. Low- and middle-income
countries will also benefit from a better understanding of these
best practices. Developing data-driven guidance for ID teams
regarding best practices for infant testing throughout breast-
feeding are needed. Studies to assess viral load in breast milk
across the months of breastfeeding, timing and use of effective
ARVs to administer to infants to prevent transmission, and
how best to use long-acting antiretroviral medications and
broadly neutralizing antibodies (bNAbs) to prevent infection
are all also needed. It is our job now to find out these answers
so that we can effectively move breast-milk transmission to
Zer0.

Notes

Financial support. There were no sources of funding for this work.

Potential conflicts of interest. S.N. reports support as International
Maternal Pediatrics Adolescent AIDS Clinical Trial (IMPAACT)
Network PI; National Institute of Allergy and Infectious Diseases
(NIAID), National Institute of Mental Health (NIMH), and Eunice
Kennedy Shriver National Institute of Child Health and Human
Development (NICHD). G.A. reports grants or contracts as IMPAACT
Network LC PI ; NIAID, NIMH, and NICHD for MSM and Substances

1630 « CID 2024:78 (15 June) « VIEWPOINTS



Cohort at UCLA Linking Infections Noting Effects, Scientific Advisor &
Repository Director NIDA; ACTG LC Network PI; NIAID, NIMH, and
NICHD for UCLA-CDU CFAR Core Director NIAID; Trial of Human
Oligosaccharide-based Synbiotics for HIV Exposed Uninfected NICHD
Investigator for ATN Scientific Leadership Group, NICHD; Effects of
Human Milk Oligosaccharides and Gut Microbiome on Growth and
Morbidity in HIV-Exposed Uninfected Infants MPI NICHD for The
Impact of COVID-19 Pandemic on Severe Mental Illness Investigator,
Investigator, NIMH. Both authors have submitted the ICMJE Form for
Disclosure of Potential Conflicts of Interest. Conflicts that the editors con-
sider relevant to the content of the manuscript have been disclosed.

References

1. UNAIDS epidemiological estimates 2022. Available at: aidsinfo.unaids.org.

2. UNAIDS 2020 estimates. Mary Mahy (UNAIDS) and George Siberry (USAID).
Presented at: Postnatal Prophylaxis (PNP): Optimizing Research and Accelerating
Access to Innovation. May 2021. Virtual Workshop.

3. Going the last mile to EMTCT. A Road map for ending Paedric HIV worldwide.
Available at: https://www.childrenandaids.org/sites/default/files/2019-12/EMTCT-
brief_122019.pdf. Accessed December 2023.

4. Van de Perre P, Goga A, Ngandu N, et al. Eliminating postnatal HIV transmission
in high incidence areas: need for complementary biomedical interventions.
Lancet 2021; 397:1316-24.

5. Recommendations for the use of antiretroviral drugs during pregnancy and inter-
ventions to reduce perinatal HIV transmission in the United States. Available at:
https://clinicalinfo.hiv.gov/sites/default/files/guidelines/documents/perinatal-hiv/
guidelines-perinatal.pdf. Accessed 1 October 2023.

6. Flynn PM, Taha TE, Cababasay M, et al. Association of maternal viral load and CD4
count with perinatal HIV-1 transmission risk during breastfeeding in the
PROMISE postpartum component. ] Acquir Inmune Defic Syndr 2021; 88:206-13.

7. Shapiro RL, Hughes MD, Ogwu A, et al. Antiretroviral regimens in pregnancy and
breast-feeding in Botswana. N Engl ] Med 2010; 362:2282-94.

8. Yeboa NK, Muwanguzi P, Olwit C, Osingada CP, Ngabirano TD. Prevalence and as-
sociated factor of postpartum depression among mothers living with HIV at an urban
postnatal clinic in Uganda. Womens Health (Lond) 2023; 19:17455057231158471.

9. Momplaisir F, Hussein M, Kacanek D, et al. Perinatal depressive symptoms, hu-
man immunodeficiency virus (HIV) suppression, and the underlying role of an-
tiretroviral therapy adherence: a longitudinal mediation analysis in the
IMPAACT P1025 cohort. Clin Infect Dis 2021; 73:1379-87.

10. Yusuf HE, Knott-Grasso MA, Anderson J, et al. Experience and outcomes of
breastfed infants of women living with HIV in the United States: findings from
a single-center breastfeeding support initiative. ] Pediatric Infect Dis Soc 2022;
11:24-7. Published correction appears in J Pediatric Infect Dis Soc 2022; 11(5):
240.

20.

21.

22.

23.

24,

25.

26.

. Kahlert CR, Aebi-Popp K, Bernasconi E, et al. Is breastfeeding an equipoise option

in effectively treated HIV-infected mothers in a high-income setting?. Swiss Med
WKkly 2018; 148:w14648.

. Levison J, McKinney J, Duque A, et al. Breastfeeding among people with HIV in

North America: a multisite study. Clin Infect Dis 2023; 77:1416-22.

. Aston J, Wilson KA, Terry DRP. The treatment-related experiences of parents,

children and young people with regular prescribed medication. Int J Clin
Pharm 2019; 41:113-21.

. World Health Organization. Infant and young child feeding. Available at: https:/

www.who.int/news-room/fact-sheets/detail/infant-and-young-child-feeding.
Accessed October 2023.

. Lunney KM, Iliff P, Mutasa K, et al. Associations between breast milk viral load,

mastitis, exclusive breast-feeding, and postnatal transmission of HIV. Clin Infect
Dis 2010; 50:762-9.

. Kuhn L, Sinkala M, Kankasa C, et al. High uptake of exclusive breastfeeding and

reduced early post-natal HIV transmission. PLoS One 2007; 2:¢1363.

. Coovadia HM, Rollins NC, Bland RM, et al. Mother-to-child transmission of

HIV-1 infection during exclusive breastfeeding in the first 6 months of life: an in-
tervention cohort study. Lancet 2007; 369:1107-16.

. 1liff PJ, Piwoz EG, Tavengwa NV, et al. Early exclusive breastfeeding reduces the

risk of postnatal HIV-1 transmission and increases HIV-free survival. AIDS 2005;
19:699-708.

. Kantarci S, Koulinska IN, Aboud S, Fawzi WW, Villamor E. Subclinical mastitis,

cell-associated HIV-1 shedding in breast milk, and breast-feeding transmission of
HIV-1. ] Acquir Immune Defic Syndr 2007; 46:651-4.

Willumsen JF, Filteau SM, Coutsoudis A, et al. Breastmilk RNA viral load in
HIV-infected South African women: effects of subclinical mastitis and infant
feeding. AIDS 2003; 17:407-14.

Kasonka L, Makasa M, Marshall T, et al. Risk factors for subclinical mastitis
among HIV-infected and uninfected women in Lusaka, Zambia. Paediatr
Perinat Epidemiol 2006; 20:379-91.

Kuhn L, Kim H-Y, Walter J, et al. HIV-1 Concentrations in human breast milk
before and after weaning. Sci Transl Med 2013; 5:181ra51.

Semrau K, Ghosh M, Kankasa C, et al. Temporal and lateral dynamics of HIV
shedding and elevated sodium in breast milk among HIV-positive mothers dur-
ing the first 4 months of breast-feeding. ] Acquir Immune Defic Syndr 2008; 47:
320-8.

Semrau K, Kuhn L, Brooks DR, et al. Dynamics of breast milk HIV-1 RNA with
unilateral mastitis or abscess. ] Acquir Immune Defic Syndr 2013; 62:348-55.
Fiscus SA, Aldrovandi GM. Virologic determinants of breast milk transmission of
HIV-1. Adv Exp Med Biol 2012; 743:69-80.

de Perre PV, Rubbo P-A, Viljoen J, et al. HIV-1 reservoirs in breast milk and chal-
lenges to elimination of breast-feeding transmission of HIV-1. Sci Transl Med
2012; 4:143sr3.

VIEWPOINTS « CID 2024:78 (15 June) « 1631


https://www.childrenandaids.org/sites/default/files/2019-12/EMTCT-brief_122019.pdf
https://www.childrenandaids.org/sites/default/files/2019-12/EMTCT-brief_122019.pdf
https://clinicalinfo.hiv.gov/sites/default/files/guidelines/documents/perinatal-hiv/guidelines-perinatal.pdf
https://clinicalinfo.hiv.gov/sites/default/files/guidelines/documents/perinatal-hiv/guidelines-perinatal.pdf
https://www.who.int/news-room/fact-sheets/detail/infant-and-young-child-feeding
https://www.who.int/news-room/fact-sheets/detail/infant-and-young-child-feeding

	Breastfeeding in the United States Among Women With HIV: Con Viewpoint
	Notes
	References




