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What is a Clinical Pathway? S

An evidence-based guideline that decreases unnecessary
variation and helps promote safe, effective, and consistent
patient care.



Objectives of Pathway s

e Jo standardize management to align with national recommendations to
prevent or treat HIV in infants exposed to HIV-infected mothers

e To establish a standardized approach for counseling women living with
HIV to support them in their decision about choice of infant feeding
(mother's own milk, donor milk, or formula)

e Jo standardize care to align with national recommendations to prevent
HIV transmission to infants with mothers living with HIV who choose to
breastmilk feed their infants

e To facilitate pediatric Infectious Diseases (ID) outpatient care following the
birth hospitalization




Why is Pathway Necessary? e

* New 2024 change in guidelines from the NIH and CDC around
women living with HIV and breastmilk feeding their infants

 Also a change in guidelines for HIV perinatal transmission
* This pathway integrates both within one single algorithm

 This pathway also helps to facilitate and link pediatric 1D
outpatient care following infant discharge from the hospital
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* Where will this pathway be used?
« NICU
« Well baby nursery
* Inpatient units if HIV-exposed infant is admitted
 Outpatient pediatric ID office



Background & ren:

 Breastfeeding & HIV transmission rates pre-ARV (antiretroviral
therapy):
o Breastfeeding transmission was ~15-20% in the first 2 years of infant life’

o> 1 month of age 0.6% - 0.9% per month?
» Mixed feeding associated with higher
= Exclusive BF associated with lower rates



American Academy of Pediatrics Benefits of Breastfeeding?: agpgnnection

Child Benefits: Maternal Benefits:
* Improved dental health e Decreased risk of
* Improved neurodevelopmental o Excessive menstrual blood loss
outcomes

o Breast, ovarian, endometrial, and

 Decreased risk of: thyroid cancers

e Otitis.media | | o Hypertension
o Respiratory tract infection .
. " o Type 2 diabetes
o Necrotizing enterocolitis _ N
5 SIDS o Rheumatoid arthritis
o Atopic dermatitis
o Asthma
o Celiac disease
o Inflammatory bowel disease
o Late-onset sepsis in preterm infants
o Type 1 and type 2 diabetes
o Leukemia
o Childhood overweight and obesity



Other Influences

Cultural
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Abstaining from breastfeeding as a
means of disclosure

Expense of formula
Access to safe and clean water sources

Similac Similac - Similac - 360 Similac - Similac - Similac - 360
Advance Infa...  Alimentum N... Total Care... Alimentum wi...  Advance* Total Care...
$35.99 $39.99 $173.28 $54.99 $18.88 $58.79

Target Shipt Amazon.com Amazon.com Walmart CVS Pharmac Yy




Literature Review

* Increased maternal ARV
adherence was associated with
lower breast milk and plasma viral
loads

* Higher breast milk and plasma
viral loads were associated with
Increased breast milk
transmission

UNDETECTABLE = UNTRANSMITTABLE

BAN Study*
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High Income Countries-Case Series g

No transmission:

« Toronto — 3 infants. Triple therapy through breastfeeding which ranged 9-15 weeks.®

* US - 10 infants breastfed 1-18 months. Triple therapy through 4-6 weeks, followed by NVP
through 6 weeks post breastfeeding.®

« US - 8 infants breastfed 2 weeks-6 months. Mixed prophylaxis: AZT, NVP, AZT + NVP, AZT,
NVP,+ 3TC up to 6 weeks. Maternal viral loads 40 copes/mL or less.’

« ltaly — 13 infants breastfed for mean of 5.4 months. AZT for 4 weeks.8

* Germany — 30 infants. 25 with optimal viral suppression, 50-70 copies/mL, AZT 2-8 weeks. 5
infants received no prophylaxis. °

Of note, the approaches to infant prophylaxis ranged from 4 weeks of zidovudine (ZDV) to three-drug
ARV regimens for the duration of breastfeeding




Infant Feeding for Individuals With HIV in the United
States '°

Panel's Recommendations

« People with HIV should receive evidence-based, patient-centered counseling to support shared
decision-making about infant feeding. Counseling about infant feeding should begin prior to
conception or as early as possible in pregnancy; information about and plans for infant feeding
should be reviewed throughout pregnancy and again after delivery (Alll). During counseling,
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people should be informed that—

» Replacement feeding with properly prepared formula or pasteurized donor human milk
from a milk bank eliminates the risk of postnatal HIV transmission to the infant (Al).

* Achieving and maintaining viral suppression through antiretroviral therapy (ART) during
pregnancy and postpartum decreases breastfeeding transmission risk to less than 1%, but

not zero (Al).

https://clinicalinfo.hiv.gov



CLINICAL PATHWAY: e A tE

Perinatal HIV Exposure Management QEELE/’R%EESC’:%II-CAL
(for Breastfeeding and Non-Breastfeeding Newborns) JUDGMENT.

Inclusion Criteria: Any infant born to a mother with known HIV diagnosis or unconfirmed positive test ( including infants born to mothers
with no prenatal care)
Infants born to mothers with confirmed negative HIV tests; Infants known to be infected with HIV

Exclusion Criteri

o Determine low, medium, or high risk status (defined below)
ease see Always place an official ID Consult and refer patient to ID clinic at discharge (See orange box below™)
Appendix A for y . . b
Il ARV dosing If outside CT Children’s, please call One Call and ask for pediatric ID on call
2 One Call: (860) 837-7741
I
x Y High Risk**
" . " igh Risl
Low Risk Medium Risk (any one of the following)
. Mother received ARV at minimum during the third . Mother has achieved and . Mothers who did not receive antepartum ARV, OR
trimester and at the time of delivery AND maintained viral suppression . Mothers who received only ARV in labor, OR
. Has achieved and maintained viral suppression (defined as (defined as at least two . Mothers who received antepartum ARV but did not
at least two consecutive tests with HIV RNA levels <50 consecutive tests with HIV have viral suppression (defined as at least two
copies/mL obtained at least 4 wks apart) by 20 wks and for RNA <50 copies/mL obtained consecutive tests with HIV RNA level <50 copies/mL
the remainder of the pregnancy, AND at least 4 wks apart) by 36 obtained at least 4 wks apart) AND had viremia > 50
. Did not have acute HIV infection during pregnancy, AND weeks AND within 4 wks of copies/mL within 4 wks of delivery OR
. No ARV adherence concerns have been identified delivery . Mothers with acute HIV infection during pregnancy or

while breastmilk feeding (in which case, breastmilk
feeding should be immediately discontinued)
Mothers whose HIV test result is not yet available

Mother wishes to
breastmilk feed?

Mother wishes to
breastmilk feed?

Advise against breastmilk feeding.

+—NC ¥ Start presumptive HIV therapy using AZT, 3TC and NVP or

This is the Perinatal HIV Exposure Management (for el | e

Infant Labs (HIV-1 RNA, decision making (see NO
quantitative PCR): Appendix B: Breastmilk

Breastfeeding and Non-Breastfeeding Newborns) Clinical S s oo | i

Mother with confirmed HIV?

ﬁYES Noﬁ
Breastmilk feeding Infants - . Medications for Infant: . i
P a t h W a Consult Lactation Specialist h"";"[;‘,?"““’ {startin<6 e Continue presumptive HIV i::‘;;;:‘;gﬂ"r:ﬂd
y_ Medications (Start in < 6 hours): o AZTfor 2-6 weeks therapy using AZT, 3TC, and positive, order HIV-1
e Startinfant medication: AZT x4-6 wks «  ORPresumptive (NVPorRAL) RNA, quantitative
o Ifmother desires extended therapy therapy with AZT, 37, | [*  AZT should be given fora PCR to confirm HIV
for infant the entire duration of and (NVP or RAL) until minimum of 6 wks in diagnosis
breastfeeding, then consider using birth HIV PCR is combination with 3TC and e Havemomstart
NVP or 3TC instead of AZT and negative, then AZT for L’}‘V" or RAL) for 2-6 wks if e e
. . . . . . continue until 6 wks after 2-6 weeks irth PCR negative pumping and savne
W breastfeeding has ended . Dlsc|.jss with ID; {drugs for6 breast rvllk “"F" HIV
e will be reviewing each component in the following slides
. Labs: quantitative PCR; add copies/ml at delivery
. Birth HIV RNA, quantitative PCR, add baseline CBC and hepatic Infant Labs:
baseline CBC and hepatic panel if NVP panel if NVP or RAL started): . Baseline CBC and hepatic
started At birth, 2-3 wks, 1-2 mo, 4-6 panel
o Maternal viral load at start of breastmilk | [ o HIV-1RNA, quantitative PCR:
feeding if not done at delivery At birth, 2 wks, 4-6 wks (test
prior to stopping therapy), 10
wks, 4-6 mo Did testing

confirm that
the mother
has HIV?

Mother remains
compliant with ARV regimen
and has undetectable
HIV viral loads?

No

v N v Please call and ask for the ID
nurse covering HIV to
communicate a pending

Stop breastmilk feeding

Infant ARV drugs

Co""""e:fea?m"k f.eedmg and e Ifthereis a transient increase in mother’s viral load discharge and facilitate should be discontinued
medication regimen (<200 copies/mL), can consider re-starting breastmilk referral information. Please and infant does not need
Infant Labs (HIV-1 RNA, quantitative feeding once viral suppression achieved. Give infant el eame] further testing
PCR): frozen breastmilk stored_by mother while she was ) and infant data, including Breastmilk feeding can
. Standard: 2-3 wks, 1-2 mo, 4-6 mo undetectable, or pasteurized donor milk. Mother will viral load and ARV names. safely resume
o Ifbreastmilk feeding beyond 4-6 still need to pump + discard breastmilk. Consider 1-3 (860) 545-9490
months: at least every 3 mo while drug prophylaxis for the infant depending on maternal
breastmilk feeding viral load. Al ions:
. After breastmilk feeding ends: in 4- . If breastmilk feeding mother’s viral load is > 200 copies/
6 wks, 3 mo, and 6 mo after ending mL get infant HIV-1 RNA, quantitative PCR and start 3 . ARV =
. CBC and hepatic panel every 3 mo drug presumptive therapy for the infant (see High therapy Click here for
while infant receives medication Risk**) for 4-6 wks. Repeat infant HIV-1 RNA, ®  AZT =zidovudine national
quantitative PCR prior to stopping antivirals and again 6 . NVP = nevirapine recommendations
Maternal Labs: wks after 3 drug presumptive therapy discontinued. o PEP= post-exposure for interventions to
. Viral load every 1-2 mo to be done .
by mother’s provider and results Infant Labs (HIV-1 RNA, quantitative PCR): prophylaxis e geifiz izl
*  RAL= raltegravir HIV transmission in

documented in infant chart . After breastmilk feeding ends: in 4-6 wks, 3 mo, and 6

mo after ending e 3TC=lamivudine the United States

CONTACTS: ASHLEY HOWARD, DO | IAN MICHELOW, MD | ALAINA PYLE, MD | NANNETTE KYER, BSN, RN, IBCLC Connecticut
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CLINICAL PATHWAY: e A tE

Perinatal HIV Exposure Management QEEL?A%EESC’:%II-CAL
(for Breastfeeding and Non-Breastfeeding Newborns) JUDGMENT.

Inclusion Criteria: Any infant born to a mother with known HIV diagnosis or unconfirmed positive test ( including infants born to mothers
with no prenatal care)
Exclusion Criteria: Infants born to mothers with confirmed negative HIV tests; Infants known to be infected with HIV

3 3 HiEgh Risk
Low Risk Medium Risk (any one of the following)

. Mother received ARV at minimum during the third . Mother has achieved and . Mothers who did not receive antepartum ARV, OR
trimester and at the time of delivery AND maintained viral suppression . Mothers who received only ARV in labor, OR

. Has achieved and maintained viral suppression (defined as (defined as at least two . Mothers who received antepartum ARV but did not
at least two consecutive tests with HIV RNA levels <50 consecutive tests with HIV have viral suppression (defined as at least two
copies/mL obtained at least 4 wks apart) by 20 wks and for RNA <50 copies/mL obtained consecutive tests with HIV RNA level <50 copies/mL
the remainder of the pregnancy, AND at least 4 wks apart) by 36 obtained at least 4 wks apart) AND had viremia > 50

. Did not have acute HIV infection during pregnancy, AND weeks AND within 4 wks of copies/mL within 4 wks of delivery OR

. No ARV adherence concerns have been identified delivery . Mothers with acute HIV infection during pregnancy or

while breastmilk feeding (in which case, breastmilk
feeding should be immediately discontinued)
Mothers whose HIV test result is not yet available

Mother wishes to
breastmilk feed?

Mother wishes to
breastmilk feed?

Advise against breastmilk feeding.

‘—Nc ¥ Start presumptive HIV therapy using AZT, 3TC and NVP or
RAL (start in < 6 hours)

Medications (start
. AZT for 2 weeks

<6 hours) Have breastmilk feeding
discussion for informed

Infant Labs (HIV-1 RNA, decision making (see NO
quantitative PCR): Appendix B: Breastmilk
e At2-3wks, 1-2 mo, 4-6 mo Feeding Discussion)
Breastmilk feeding Infants L ) Medications for Infant: o Send maternal rapid
o o o o o Consult Lactation Specialist a"';‘:':)"f"“"’ (startin<6 e Continue presumptive HIV serology test o
is clinical pathway pertains to any infant born to a et | hsos || e (| T
o Startinfant medication: AZT xd-6 wks «  ORPresumptive .o R aven & RNA, quantitative
. . . . o If mother desires extended therapy therapy with AZT, 3TC, e aem PCR to confirm HIV
for infant the entire duration of and (NVP or RAL) until T e e and diagnosis
mother with known or unconfirme iagnosis s, || mse || G || e
NVP or 3TC instead of AZT and negative, then AZT for Linh R ne)g:';ve' wis pumping and saving
continue until 6 wks after 2-6 weeks " ! ol
breastfeeding has ended *  Discuss with D; 3 drugs for 6 breast milk until HIV
Infant Labs (HIV-1 RNA, whks if maternal viremia > 200 diagnosis confirmed
Labs: quantitative PCR; add copies/ml at delivery
. Birth HIV RNA, quantitative PCR, add baseline CBC and hepatic Infant Labs:
baseline CBC and hepatic panel if NVP panel if NVP or RAL started): e Baseline CBC and hepatic
started At birth, 2-3 wks, 1-2 mo, 4-6 panel
o Maternal viral load at start of breastmilk | [ o HIV-1RNA, quantitative PCR:
feeding if not done at delivery At birth, 2 ;:vks, 4-6 wks (test
prior to stopping therapy), 10
wks , 4-6 mo Did testing

confirm that
the mother
has HIV?

Mother remains
compliant with ARV regimen
and has undetectable
HIV viral loads?

uvs

*Discharge Communication:

v E: v Please call and ask for the ID
nurse covering HIV to

communicate a pending

No

Stop breastmilk feeding

Infant ARV
Continue breastmilk feeding and Infant drugs

s A e Ifthereis a transient increase in mother’s viral load discharge and facilitate should be discontinued
medication regimen (<200 copies/mL), can consider re-starting breastmilk referral i;gforma:ion, Please and infant does not need
Infant Labs (HIV-1 RNA, quantitative feeding once viral suppression achieved. Give infant el eame] further testing
PCR): frozen breastmilk stored by mother while she was and infant data, includin; " "
o Standard: 2-3 wks, 1-2 mo, 4-6 mo undetectable, or pasteurized donor milk. Mother will viral load and ARV namess, Brea:;’;',":‘:::f:f can
. If breastmilk feeding beyond 4-6 still need to pump + discard breastmilk. Consider 1-3 (860) 545-9490
months: at least every 3 mo while drug prophylaxis for the infant depending on maternal
breastmilk feeding viral load. .
o After breastmilk feeding ends: in 4- | |e  If breastmilk feeding mother’s viral load is > 200 copies/ sbloenein
6 wks, 3 mo, and 6 mo after ending mL get infant HIV-1 RNA, quantitative PCR and start 3 .
. CBC and hepatic panel every 3 mo drug presumptive therapy for the infant (see High Click here for
while infant receives medication Risk**) for 4-6 wks. Repeat infant HIV-1 RNA, . national
quantitative PCR prior to stopping antivirals and again 6 . recommendations
Maternal Labs: wks after 3 drug presumptive therapy discontinued. e PEP = post-exposure for interventions to
. Viral load every 1-2 mo to be done . .
by mother’s provider and results Infant Labs (HIV-1 RNA, quantitative PCR): prophylaxis e geifiz izl
documented in infant chart o After breastmilk feeding ends: in 4-6 wks, 3 mo, and 6 o RelsrElEeri Kl S [

mo after ending e 3TC=lamivudine the United States

CONTACTS: ASHLEY HOWARD, DO | IAN MICHELOW, MD | ALAINA PYLE, MD | NANNETTE KYER, BSN, RN, IBCLC @ Connecticut

Childrens
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CLINICAL PATHWAY: e A tE

Perinatal HIV Exposure Management QEEL?A%EESC’:%TCAL
(for Breastfeeding and Non-Breastfeeding Newborns) JUDGMENT.

Determine low, medium, or high risk status (defined below) et bom o mothers )

Always place an official ID Consult and refer patient to ID clinic at discharge (See orange box below®) — [[oin e mectedwn 1y
Ifoutside CT Children’s, please call One Call and ask for pediatric ID on call .
One Call: (860) 837-774 e

%ll l

¥ L [ e
* I # Low Risk | [ Medium Risk | High Risk™

. A PEE3
Low Risk Medium Risk ‘ } High Risk .
oW RI5% et (any one of the following)
. Mother received ARV at minimum during the third . Mother has achieved and sq e Mothers who did not receive antepartum ARV, OR
trimester and at the time of delivery AND maintained viral suppression 4 Mothers who received only ARV in labor, OR
. Has achieved and maintained viral suppression (defined as (defined as at least two —| o Mothers who received antepartum ARV but did not
at least two consecutive tests with HIV RNA levels <50 consecutive tests with HIV have viral suppression (defined as at least two
copies/mL obtained at least 4 wks apart) by 20 wks and for RNA <50 copies/ mL obtained consecutive tests with HIV RNA level <50 copies/mL
the remainder of the pregnancy, AND at least 4 wks apart) by 36 || obtained at least 4 wks apart) AND had viremia >50
Did not have acute HIV infection during pregnancy, AND weeks AND within 4 wks of oo copies/mL within 4 wks of delivery OR
. No ARV adherence concerns have been identified delivery [ed © Mothers with acute HIV infection during pregnancy or
jsE— P while breastmilk feeding (in which case, breastmilk
— feeding should be immediately discontinued)
Breastmilk feeding infs] ®  Mlothers whose HIV test result is not yet available
Consult Lactation Specialist Towre m roTogy Tesana T
Medications (Start in < 6 hours): e  AZTfor2-6 weeks therapy using AZT, 3TC, and positive, order HIV-1
e Startinfant medication: AZT x4-6 wks e ORPresumptive (NVP orRAL) RNA, quantitative
D o o o ° Iff mf:v;he; ;i:siresl_ext:ndetfi thefrapy therapy with AZT, 3Tc|, * :-\nzili:::rlﬂisz EZSTH“" @ PCR to confirm HIV
» The first step in management is to determine the et || i || ot ||t
NVP or 3TC instead of AZT and negative, then AZT for birth ;’ER v :Jve wis i pumping and saving
continue until 6 wks after 26 weeks o Discuss w'nthD;Bdrugs for6 breast milk until HIV

infant’s risk status, which is based on mother Ly e || S || e

Birth HIV RNA, quantitative PCR, add baseline CBC and hepatic Infant Labs:

baseline CBC and hepatic panel if NVP panel if NVP or RAL started): e Baseline CBC and hepatic

receiving ARV, achieving/maintaining target viral B IS | St e =

feeding if not done at delivery At birth, 2 wks, 4-6 wks (test

suppression, and other specific criteria. RIETT)

compliant with ARV regimen
and has undetectable
HIV viral loads?

has HIV?

*Discharge Communication:
v N v Please call and ask for the ID
nurse covering HIV to
communicate a pending
. If there is a transient increase in mother’s viral load discharge and facilitate
(<200 copies/mL), can consider re-starting breastmilk referral information. Please

No

Stop breastmilk feeding

* ALWAYS consult Pediatric ID during the newborn
hospital admission AND send an outpatient ID el et el ||

. Standard: 2-3 wks, 1-2 mo, 4-6 mo undetectable, or pasteurized donor milk. Mother will viral load and ARV names. safely resume
. If breastmilk feeding beyond 4-6 still need to pump + discard breastmilk. Consider 1-3 (860) 545-9490
refe rra | months: at least every 3 mo while drug prophylaxis for the infant depending on maternal

breastmilk feeding viral load. A p—

. After breastmilk feeding ends: in 4- . If breastmilk feeding mother’s viral load is > 200 copies/ .
6 wks, 3 mo, and 6 mo after ending mL get infant HIV-1 RNA, quantitative PCR and start 3 . ARV =

. CBC and hepatic panel every 3 mo drug presumptive therapy for the infant (see High therapy Click here for
while infant receives medication Risk**) for 4-6 wks. Repeat infant HIV-1 RNA, ®  AZT =zidovudine national

Infant ARV drugs
should be discontinued
and infant does not need
further testing

Continue breastmilk feeding and
medication regimen

Breastmilk feeding can

Maternal Labs: quantitative PCR prior to stopping antivirals and again 6 . NVP = nevirapine recommendations
. Viral Ioad’ every 1-2 mo to be done wks after 3 drug presumptive therapy discontinued. . PEP = post-exposure for intervent_ions to
by mother’s provider and results Infant Labs (HIV-1 RNA, quantitative PCR): B :’A"Lﬂhy'ﬁx's X H‘;‘e/“t‘r‘::s‘:;’s's“i:t::"
documented in infant chart «  After breastmilk feeding ends: in 4-6 wks, 3 mo, and 6 = raltegravir !
®  3TC=lamivudine the United States

mo after ending

CONTACTS: ASHLEY HOWARD, DO | IAN MICHELOW, MD | ALAINA PYLE, MD | NANNETTE KYER, BSN, RN, IBCLC @ Connecticut

Childrens
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THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT
REPLACE CLINICAL

CLINICAL PATHWAY:

Perinatal HIV Exposure Management
(for Breastfeeding and Non-Breastfeeding Newborns)

JUDGMENT.
< Inclusion Criteria: Any infant born to a mother with known HIV diagnosis or unconfirmed positive test ( including infants born to mmh5
with no prenatal care)
Exclusion Criteria: Infants born to mothers with confirmed negative HIV tests; Infants known to be infected with HIV
* Hefined
Low Risk e Medium Risk
13 . ” 7 . . » . ° Mother received ARV at minimum during the third — | e Mother has achieved and
LOW RlSk and Medlum RlSk InfantS may breaStm”k trimester and at the time of delivery AND maintained viral suppression
. 5 . Has achieved and maintained viral suppression (defined as (defined as at least two
feed |f deS"'ed by mother at least two consecutive tests with HIV RNA levels <50 i consecutive tests with HIV
copies/mL obtained at least 4 wks apart) by 20 wks and for |« RNA <50 copies/mL obtained
the remainder of the pregnancy, AND at least 4 wks apart) by 36
. . . . . Did not have acute HIV infection during pregnancy, AND weeks AND within 4 wks of
Prov|ders MUST have a d|SCUSS|On W|th the mother e No ARV adherence concerns have been identified L delivery

Advise against breastmj eding.

TC and NVP or

about the risks and benefits of breastmilk feeding to
facilitate informed decision making

Start presumptive HIV therap
RA

Mother wishes to
breastmilk feed?

hVes
" Breastmilk feeding Infants . . Medications for Infant: Send maternal rapid
Consult Lactation Specialist ‘h"";:':)?"““s jalaitin s 6 o Continue presumptive HIV B rology test and i
. . . . . . icati '(s rtin < 6 hours): o AZTfor2-6weeks ::\‘ﬁ:zvgi[‘fAZT:3TC:3"d positive, order HIV-1
e Startinfal " X RNA, quantitative
 Appendix B outlines the key points of this discussion ot ove breastmilk feading [ |- Haoistepmrs || B
im Have breastmilk feeding |23t fnimam of 6 whe n PR toc
b . . . g combination with ?TC anfi . Havge o start
we| discussion forinformed [uzreo: (NVP or RAL)for 2-6 wks f
contf Cl .. k ( :i_nh PCR;:gIE:]!iV;d wors zumpting_la;‘d SSI‘I::%/
wed  decision making (see |, * Discuss with D; 3 drugs for & breast milk unt
b whks i viremia > iagnosis confirmed
= mnv{ Appendix B: Breastmilk ¢ e :‘:":5"“““"-"“’*"
Infant Labs:
CLINICAL PATHWAY: ;:E’VZAST:;V:\((;UIDE ;’:a‘;ggec Fee ding Discussion) ;t’a“r;ei!g . s:f‘zlline CBC and hepatic
Perinatal HIV Exposure Management (for Breastfeeding and Non-Breastfeeding Newborns) | aAnp boes noT * il TT R e en
Appendix B: Informed Discussion for Caregivers Living with HIV and Breastmilk Feeding ooy o e ooy B ereP) 10 4o
. Mother remains L3 Ve confirmthit

compliant with ARV regimen
and has undetectable
HIV viral loads?

the mother
has HIV?

There are multiple infant feeding options for those who are born to mother’s living with HIV. These include
formula feeding, banked donor human milk, and breast “chest” feeding.
Based on worldwide data and endorsed by the NIH, the known risk of breastmilk feeding with HIV is not v € N

*Discharge Communication:
Please call and ask for the ID
nurse covering HIV to
communicate a pending

No

Stop breastmilk feeding

Infant ARV drugs

zero but estimated to be < 1%. This risk increases if maternal viral load is not suppressed.
Why parents should consider Breastmilk feeding:

Infant Benefits:
Children who are breastfed experience improved dental health and neurodevelopmental outcomes.
They also have decreased risk of:
« Otitis media
Diarrhea

« Respiratory Tract infection
» Necrotizing enterocolitis

» SIDS

e Atopic dermatitis

a Acthma

Continue breastmilk feeding and

A N *  Ifthereis a transient increase in mother’s viral load
medication regimen

(<200 copies/mL), can consider re-starting breastmilk

Infant Labs (HIV-1 RNA, quantitative feeding once viral suppression achieved. Give infant

PCR): frozen breastmilk stored by mother while she was

. Standard: 2-3 wks, 1-2 mo, 4-6 mo undetectable, or pasteurized donor milk. Mother will

o Ifbreastmilk feeding beyond 4-6 still need to pump + discard breastmilk. Consider 1-3
months: at least every 3 mo while drug prophylaxis for the infant depending on maternal
breastmilk feeding viral load.

. After breastmilk feeding ends: in 4- . If breastmilk feeding mother’s viral load is > 200 copies/
6 wks, 3 mo, and 6 mo after ending mL get infant HIV-1 RNA, quantitative PCR and start 3

e CBCand hepatic panel every 3 mo drug presumptive therapy for the infant (see High
while infant receives medication Risk**) for 4-6 wks. Repeat infant HIV-1 RNA,

quantitative PCR prior to stopping antivirals and again 6

Maternal Labs: wks after 3 drug presumptive therapy discontinued.

. Viral load every 1-2 mo to be done
by mother’s provider and results Infant Labs (HIV-1 RNA, quantitative PCR):
documented in infant chart . After breastmilk feeding ends: in 4-6 wks, 3 mo, and 6
mo after ending

discharge and facilitate
referral information. Please
have all relevant maternal
and infant data, including
viral load and ARV names.
(860) 545-9490

Abbreviations:

should be discontinued
and infant does not need
further testing

Breastmilk feeding can
safely resume

. ARV =
therapy

®  AZT =zidovudine

. NVP = nevirapine

. PEP = post-exposure
prophylaxis

*  RAL= raltegravir

e 3TC=lamivudine

Click here for
national
recommendations
for interventions to
reduce perinatal
HIV transmission in
the United States

CONTACTS: ASHLEY HOWARD, DO | IAN MICHELOW, MD | ALAINA PYLE, MD | NANNETTE KYER, BSN, RN, IBCLC

LAST UPDATED: 08.25.25

©2019 Connecticut Children's Medical Center. All rights reserved
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THIS PATHWAY
SERVES AS A GUIDE

CLINICAL PATHWAY:

Perinatal HIV Exposure Management AND DOES NOT
REPLACE CLINICAL

(for Breastfeeding and Non-Breastfeeding Newborns) JUDGMENT.

High Risk**
(any one of the following)

) Mothers who did not receive antepartum ARV, OR
Mothers who received only ARV in labor, OR

° Mothers who received antepartum ARV but did not
have viral suppression (defined as at least two
consecutive tests with HIV RNA level <50 copies/mL
obtained at least 4 wks apart) AND had viremia >50 L
copies/mL within 4 wks of delivery OR

° Mothers with acute HIV infection during pregnancy or
while breastmilk feeding (in which case, breastmilk
feeding should be immediately discontinued)

. Mothers whose HIV test result is not yet available

2 2 2 v
| Breastmilk feeding Infants |mﬂions(m"in G ||Meuicran?_nsfonnfam:_ y e Send maternal rapid

Sl

It is inadvisable for “high-risk” infants to Advise against breastmilk feeding. i

Start presumptive HIV therapy using AZT, 3TC and NVP or iy
RAL (startin < 6 hours)

AT DI, 2-3 WS, 1-2 M0, 20

breastmilk feed

paner

. HIV-1 RNA, quantitative PCR:
At birth, 2 wks, 4-6 wks (test
prior to stopping therapy), 10
wks , 4-6 mo

uvs

*  Maternal viral load at start of breastmilk
feeding if not done at delivery

Did testing
confirm that
the mother
has HIV?

Mother remains
compliant with ARV regimen
and has undetectable
HIV viral loads?

*Discharge Communication:

N ¥ Please call and ask for the ID No

v :
Continue breastmilk feeding and «  Ifthereis a transient increase in mother's viral load discharge and facilitate should be discontinued
medication regimen (<200 copies/mL), can consider re-starting breastmilk referral information. Please and infant does not need
Infant Labs (HIV-1 RNA, quantitative feeding once viral suppression achieved. Give infant (el e e further testing
PCR): frozen breastmilk stored by mother while she was and infant data, including . "
o Standard: 2-3 wks, 1-2 mo, 4-6 mo undetectable, or pasteurized donor milk. Mother will viral load and ARV ,.amef, Brea:;’;',":‘:::f:f can
. If breastmilk feeding beyond 4-6 still need to pump + discard breastmilk. Consider 1-3 (860) 545-9490
months: at least every 3 mo while drug prophylaxis for the infant depending on maternal
breastmilk feeding viral load. Abbreviations:
. After breastmilk feeding ends: in 4- . If breastmilk feeding mother’s viral load is > 200 copies/ =
6 wks, 3 mo, and 6 mo after ending mL get infant HIV-1 RNA, quantitative PCR and start 3 . ARV =
. CBC and hepatic panel every 3 mo drug presumptive therapy for the infant (see High therapy Click here for
while infant receives medication Risk**) for 4-6 wks. Repeat infant HIV-1 RNA, ®  AZT =zidovudine national
quantitative PCR prior to stopping antivirals and again 6 . NVP = nevirapine recommendations
Maternal Labs: wks after 3 drug presumptive therapy discontinued. e PEP = post-exposure for interventions to
. Viral load every 1-2 mo to be done . .
by mother’s provider and results Infant Labs (HIV-1 RNA, quantitative PCR): prophylaxis CEEMER (e
documented in infant chart o After breastmilk feeding ends: in 4-6 wks, 3 mo, and 6 o RAl-raltegravir HIV transmission in
mo after ending e 3TC=lamivudine the United States

CONTACTS: ASHLEY HOWARD, DO | IAN MICHELOW, MD | ALAINA PYLE, MD | NANNETTE KYER, BSN, RN, IBCLC
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CLINICAL PATHWAY: THIS PATHWAY

) SERVES AS A GUIDE
Perinatal HIV Exposure Management AND DOES NOT
REPLACE CLINICAL

(for Breastfeeding and Non-Breastfeeding Newborns) JUDGMENT.

/ Inclusion Criteria: Any infant born to a mother with known HIV diagnosis or unconfirmed positive test ( including infants born to mmhh

breastfeeding, then consider using

Medications (start in < 6 hours) Breastmilk feeding Infants e - o | Medications for Infant:
e AZT for 2 weeks Consult Lactation Specialist N hM;?;(;?UOns (startin<6 ] e Continue presumptive HIV
Medications (Start in < 6 hours): “le  AZT for 2-6 weeks o therapy using AZT, 3TC, and
Infan‘E La!:)S (HIV-1RNA, ° Start infant medication: AZT x4-6 wks e OR Presumptive — (NVP or RAL) .
quantitative PCR): o  Ifmother desires extended therapy [ therapy with AzT, 3TC, H ° AZT should be given for a
e At2-3wks, 1-2 mo, 4-6 mo forinfant the entiredurationof |, and (NVP or RAL) until |. minimum of 6 wks in
birth HIV PCR is : combination with 3TC and

NVP or 3TC instead of AZT and 9 negative, then AZT for (NVP or RAL) for 2-6 wks if
! : ' gave birth PCR negat
continue until 6 wks after o 2-6 weeks Dl'r ;iglé:) IV3€d or6
breastfeeding has ended - o ® IScuss with T; 5 drugs Tor
& Infant Labs (HIV-1 RNA, wks if maternal viremia >200
: ~| quantitative PCR; add B copies/mL at delivery
Birth HIV RNA, quantitative PCR, add baseline CBC and hepatic Infant Labs:
baseline CBC and hepatic panel if NVP Xl panelif NVP or RAL started): e  Baseline CBC and hepatic
-;aa;ted viral load at start of breastrik | At birth, 2-3 wks, 1-2 mo, 4-6 panel
i i i atérnalviral load at start orbreastmiik b4 mo e HIV-1RNA, quantitative PCR:
This pathway gives recommendations for feeding f not done at delivery . ' N bt 2 e 46 ke (rect
. . Breastmilk feeding Infants edications (start in < prior to Stopping thera py), 10
for BOTH breastmilk feeding and non- com ooz |[JG - por 1o stop
. ] c c . B vl | Lt Lm; PRt confrm IV
breastmilk feeding infants in all categories. commanimne ||| gl || et || e
NVP or 3TC instead of AZT and negative, then AZT for O o sumping and saving
IfSS with ID; B.drugs for6 breast ",‘"k u"vt” HIV
Abbr eVi ati ons: lefs Tjteartn:g;:’r:xlaﬂw diagnosis confirmed
" L] L] . . ] ps:
Bline CBC and hepatic
In all cases, it is imperative to start ARV medications e ARV=antiretroviral i

in from birth therapy
[ ]

AZT = zidovudine e i
NVP = nevirapine

. - ; .

Medication name abbreviations are defined in a key a O FlEspesepeie
Contin;ee‘l;i;e;?lt:i"ll p ro p hyla xi s : should be discontinued

ety e RAL= raltegravir

and infant does not need
e Standard: 2-3 wks)

further testing
o ifbreastmilk feed| ° 3TC =lamivudine

months: at least !
breastmilk feeding|
. After breastmilk feeding ends: in 4- . If breastmilk feeding mother’s viral load is > 200 copies/
6 wks, 3 mo, and 6 mo after ending mL get infant HIV-1 RNA, quantitative PCR and start 3
e CBCand hepatic panel every 3 mo drug presumptive therapy for the infant (see High
while infant receives medication Risk**) for 4-6 wks. Repeat infant HIV-1 RNA,
quantitative PCR prior to stopping antivirals and again 6

al information. Please
relevant maternal

Breastmilk feeding can
safely resume

therapy Click here for
®  AZT =zidovudine national

Maternal Labs: ®  NVP=nevirapine recommendations

. Viral load every 1-2 mo to be done wks after 3 drug presumptive therapy discontinued. . PEP = post-exposure for intervent_ions to
by mother’s provider and results Infant Labs (HIV-1 RNA, quantitative PCR): B :X’L':"V';’“s X H‘;‘e/“t‘r‘::s‘:;’s's“i::‘a:"
documented in infant chart «  After breastmilk feeding ends: in 4-6 wks, 3 mo, and 6 = raltegravir !

®  3TC=lamivudine the United States

mo after ending

CONTACTS: ASHLEY HOWARD, DO | IAN MICHELOW, MD | ALAINA PYLE, MD | NANNETTE KYER, BSN, RN, IBCLC
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CLINICAL PATHWAY:

Appendix A: Antiretrovieal Therapy Dosing

Antiretroviral Therapy Dosing

Dasing for trealment based on infant gestational age at birth and post-nalal age
For dosing below the recommeanded ages balow, please conswlt 1D

Infant AVR Doging

Please see
Appendix A for
all ARV dosing

FAZT ] 235 wesks, bith 106 weeks 4 mg/kg/dose PO BID
=37 weeks, birth 1o & weeks & my/kg/dose PO BID
=32 woeeks, birth 1o < 4 weeks 2 mglkgidose PO BID
=32 weels, = 4 weeks 10 5 6 weoks 4 mgikg/dose PO BID
=37 weeks, birth 1o 1 week AND weighing atleast 2 kg 1.5 mg'g PO once daily
=37 waakis, 1 weak AMND weighing a1 lnast 2 kg 1.5 mgfg PO BID

3 drwg presumplive therapy: AZT, 3TC, and NVP or RAL

NVP Prophylaxis Whila Receiving Breastmilk
NVPF adrministerad starting at bith or after completion of initial prophylaxis Z0V, through &
weeks afler cessabon of breastieeding

=32 waaks geslation, b ko 6 weeks AND weight 2tc 10 mg (1 mL) PO once

. . . %ﬂuﬂﬂmmnm ;"mpi!mumm
Appendix A provides easy access to ARV dosing 232 wok, & i 08 moehs 30 mg (3 k) PO cnce

= 32 waeks, il months io 18 manths 40 myg (4 mL) PO once
daily

(10 g/, Sl ayrug)

ATC Prophylaxis While Receiving Breastmilk
ATC admiresiered siarling after cormgletion of initial proghylaxis ZDV, thraugh & weeks afler

SR ceszation of breastfeedi
Abbreviations: "
= ARV = antiretroviral JETE 232 weeks gestation, from 2 weeks o < 4 weeks 2 mgkgidoss PO BID
therapy IBTE =32 weeks, & 4 weeks fo 12 months AND 2 to <3 kg 10 mg (1 ml) PO BID
/ _ [T 232 wesks, @ 4 weeks 19 12 months AND 3 5 <4 ky 15 mg (1.5 mL) PO BID
AZT = zidovudine [ETC 232 weeks, @ 4 weeke 19 12 monthe AND 4 49 <8 ky 25 mg (2.5 mL) PO BID
.. [BTCI 232 weeks, = 4 weeks 13 12 months AND
NVP = nevirapine ake - o 39Nﬂm1.r:“u 50 mg (5 mL) PO BID

PEP = post-exposure

ro h IaXiS For iy dogen wiiormaion inaiging podtec Wl Bnd Soies mhds essimele fspaing
p p y T ofD. e e T A & N v - T LI e A T e D TG LT - D e T g ey S T A

RAL= raltegravir
3TC =lamivudine

CONTACTS: AGHLEY HOWARD, DO | IAN MICHELOWY MD | ALAINS FYLE, MD | RANMETTE KYER, EGN, RN IBCLT

BRI Lol Db | bl Lo 40 gl ]




THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT
REPLACE CLINICAL
JUDGMENT.

CLINICAL PATHWAY:

Perinatal HIV Exposure Management
(for Breastfeeding and Non-Breastfeeding Newborns)

/ Inclusion Criteria: Any infant born to a mother with known HIV diagnosis or unconfirmed positive test ( including infants born to moth&

Breastmilk feeding Infants
Consult Lactation Specialist

" Medicationsfor Infant:

Medications (start in < 6 hours) | Medications (startin < 6

 hours): ] ® Continue presumptive HIV
*  AZT for 2 weeks Medications (Start in < 6 hours): “le  AZT for 2-6 weeks o '(cnf\e/r;py léi[‘)g AZT, 3TC, and
3 . Start infant medication: AZT x4-6 wks =0 OR Presumptive u or .
Infant‘ Lal?s (HIv 1 RNA, o  Ifmother desires extended therapy [ therapy with AZT, 3TC, | * AZ.T,ShOUId be glven fora
guantitative PCR): for infant the entire duration of " and (NVP or RAL) until |, minimum of 6 wksin

combination with 3TC and

° At 2-3 wks, 1-2 mo, 4-6 mo breastfeeding, then consider using |, birth HIV PCR is : .
NVP or 3TC instead of AZT and 2 negative, then AZT for (NVP or RAL) for 2-6 wks if
continue until 6 wks after N 2-6 weeks b'_rth PCR negative
breastfeeding has ended en .| ® Discuss with ID; 3 drugs for 6

Infant Labs (HIV-1 RNA, wks if maternal viremia >200
Labs: | quantitative PCR; add B copies/mL at delivery

. Birth HIV RNA, quantitative PCR, add baseline CBC and hepatic Infant Labs:
baseline CBC and hepatic panel if NVP Xl panelif NVP or RAL started): e  Baseline CBCand hepatic
started ol At birth, 2-3 wks, 1-2 mo, 4-6 panel

nal

. Maternalviral load at start of breastmilk [

fooding i p ol F1mo ° HIV-1 RNA, quantitative PCR:
must be followed at specific — e Fead brior o stoppg therapy) 1
v . .
Breastmilk feeding Infants oy . Medic:
p Consult Lactation Specialist ‘ﬂi‘:‘:ﬁ“““s (startin<6 I prior to stoppingt hera py)' 10
. Y o Medications (Start in < 6 hours): e AZTfor 2-6 weeks d wks ,4-6 mo
intervals for breastmilk and non-breastmi | L P A
o If mother desires extended therapy therapy with AZT, 3TC, || :gsTlou 'zg'f'.‘ ora PCR to confirm HIV
for infant the entire duration of and (NVP or RAL) until ’“'“'L’.‘“’"P ‘f"hs n d diagnosis
. . breastfeeding, then consider using birth HIV PCR is Gl ‘;’" S1E o T
feeding infants e i o ™ e ten Azt || G Mg pumpigandsning
i til 6 wks aft y
;‘:;‘a';;;’:e:?"g o 2-6 weeks o Discuss with ID; 3 drugs for 6 breast milk until HIV
Infant Labs (HIV-1 RNA, wks if maternal viremia > 200 diagnosis confirmed
Labs: quantitative PCR; add copies/mL at delivery
. Birth HIV RNA, quantitative PCR, add baseline CBC and hepatic Infant Labs:
baseline CBC and hepatic panel if NVP panel if NVP or RAL started): e Baseline CBC and hepatic
started At birth, 2-3 wks, 1-2 mo, 4-6 panel
o Maternal viral load at start of breastmilk | [ o HIV-1RNA, quantitative PCR:

feeding if not done at delivery At birth, 2 wks, 4-6 wks (test
prior to stopping therapy), 10

wks, 4-6 mo

must be followed at specific
intervals for breastmilk feeding infants to
determine continued safety of breastmilk

Did testing
confirm that
the mother
has HIV?

Mother remains
compliant with ARV regimen
and has undetectable
HIV viral loads?

No

v N v Please call and ask for the ID
nurse covering HIV to

feeding

PCR):

Continue breastmilk feeding and

medication regimen

Infant Labs (HIV-1 RNA, quantitative

Standard: 2-3 wks, 1-2 mo, 4-6 mo

Stop breastmilk feeding

*  Ifthereis a transient increase in mother’s viral load
(<200 copies/mL), can consider re-starting breastmilk
feeding once viral suppression achieved. Give infant
frozen breastmilk stored by mother while she was
undetectable, or pasteurized donor milk. Mother will

communicate a pending
discharge and facilitate
referral information. Please
have all relevant maternal
and infant data, including
viral load and ARV names.

Infant ARV drugs
should be discontinued
and infant does not need
further testing

Breastmilk feeding can
safely resume

o Ifbreastmilk feeding beyond 4-6 still need to pump + discard breastmilk. Consider 1-3 (860) 545-9490
months: at least every 3 mo while drug prophylaxis for the infant depending on maternal
breastmilk feeding viral load. Al ions:
. After breastmilk feeding ends: in 4- . If breastmilk feeding mother’s viral load is > 200 copies/ .
6 wks, 3 mo, and 6 mo after ending mL get infant HIV-1 RNA, quantitative PCR and start 3 . ARV =
. CBC and hepatic panel every 3 mo drug presumptive therapy for the infant (see High therapy Click here for
while infant receives medication Risk**) for 4-6 wks. Repeat infant HIV-1 RNA, ®  AZT =zidovudine national
Maternal Labs: quantitative PCR prior to stopping antivirals and again 6 . NVP = nevirapine recommendations
N wks after 3 drug presumptive therapy discontinued. e PEP = post-exposure for interventions to

. Viral load every 1-2 mo to be done
by mother’s provider and results
documented in infant chart .

reduce perinatal
HIV transmission in
the United States

prophylaxis
*  RAL= raltegravir
e 3TC=lamivudine

Infant Labs (HIV-1 RNA, quantitative PCR):
After breastmilk feeding ends: in 4-6 wks, 3 mo, and 6
mo after ending

CONTACTS: ASHLEY HOWARD, DO | IAN MICHELOW, MD | ALAINA PYLE, MD | NANNETTE KYER, BSN, RN, IBCLC
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CLINICAL PATHWAY: e A tE

Perinatal HIV Exposure Management QESL?A%ESC’:I?\;II-CAL
(for Breastfeeding and Non-Breastfeeding Newborns) JUDGMENT.

Inclusion Criteria: Any infant born to a mother with known HIV diagnosis or unconfirmed positive test ( including infants born to mothers
with no prenatal care)
Exclusion Criteria: Infants born to mothers with confirmed negative HIV tests; Infants known to be infected with HIV

—— Determine low, medium, or high risk status (defined below)
Always place an official ID Consult and refer patient to ID clinic at discharge (See orange box below*)
Appendix A for y . . b
s If outside CT Children’s, please call One Call and ask for pediatric ID on call
e One Call: (860) 837-7741

Continued ARV prophylaxis, lab monitoring, and

v Y . A
Low Risk Medium Risk High Risk

. . . . . . (any one of the following)
. Mother received ARV at minimum during the third . Mother has achieved and . Mothers who did not receive antepartum ARV, OR

breastmilk feeding indications are also delineated vovertsaegna | |+ ahr wio oo e
. (defined as at least two . Mothers who received antepartum ARV but did not

Has achieved and maintained viral suppression (defined as

at least two consecutive tests with HIV RNA levels <50 consecutive tests with HIV have viral suppression (defined as at least two
. . ] . copies/mL obtained at least 4 wks apart) by 20 wks and for RNA <50 copies/mL obtained consecutive tests with HIV RNA level <50 copies/mL
I n t h I S CI I n I Ca I p a t h Wa y the remainder of the pregnancy, AND at least 4 wks apart) by 36 obtained at least 4 wks apart) AND had viremia > 50
. Did not have acute HIV infection during pregnancy, AND weeks AND within 4 wks of copies/mL within 4 wks of delivery OR
. No ARV adherence concerns have been identified delivery . Mothers with acute HIV infection during pregnancy or

while breastmilk feeding (in which case, breastmilk
feeding should be immediately discontinued)
Mothers whose HIV test result is not yet available
v
Advise against breastmilk feeding.

Mother wishes to
breastmilk feed?

Mother wishes to
breastmilk feed?

MOther remains +_Ne ¥ Start presumptive HIV therapy using AZT, 3TC and NVP or
I . t th ARV . RAL (start in < 6 hours)
compliant wi regimen <& hours) | | Have breastmilk feeding

and haS u ndetectable discussion for informed

decision making (see NO
i ? Tative PCR): Appendix B: Breastmilk
HIV viral loads? _~ At2-3 wks, 1-2mo, 4-6 mo| |  Feeding Discussion)

hVes
Breastmilk feeding Infants Medications (start in < 6 Medications for Infant: end maternal rapid
Consult Lactation Specialist P - . Continue p_resumptive logy test and if
YES NO fedications (Start in < 6 hours): e  AZTfor 2-6 weeks therapy using AZT, 3
+ . infant medication: AZT x4-6 wks «  ORPresumptive (NVP or RAL)
- - AT, 3TC, . AzT.should be gj
Stop breastmilk feeding AL i ooy confirm that
Continue breastmilk feeding and . . ) ) AZT for (NVP or R
medication re imenng ° Ifthereis a transient increase in mother’s viral load . DR the mother
€ (<200 copies/mL), can consider re-starting breastmilk 5" wesiimatenal has HIV?
Infant Labs (HIV-1 RNA, quantitative feeding once viral suppression achieved. Give infant B (|t
PCR): frozen breastmilk stored by mother while she was B Cl]. e e ot
e  Standard: 2-3 wks, 1-2 mo, 4-6 mo undetectable, or pasteurized donor milk. Mother will e e R
e If breastmilk feeding beyond 4-6 stillneed to pump + discard breastmilk. Consider 1-3 e No /idtesing
months: at |least every 3 mo while drug prophylaxis for the infant depending on maternal i VAN oty
breastmilk feeding viral load. = -
e After breastmilk feedingends: in4- | |e  Ifbreastmilk feeding mother’s viral load is > 200 copies/ Infant ABV drl,{gs
6 wks, 3mo, and 6 mo after ending mLget infant HIV-1 RNA, quantitative PCR and start 3 | shoyld be discontinued
. CBC and hepatic panelevery 3 mo drug presumptive therapy for the infant (see High el e . and infant does n_Ot need
while infant receives medication Risk**) for 4-6 wks. Repeat infant HIV-1 RNA, - l further testing
uantitative PCR prior to stopping antivirals and again 6 fotherwi
Matemal Labs: q . " . nsider 1.3 . .
. wks after 3 drug presumptive therapy discontinued. bn maternal | LJ Breastmilk feeding can
. Viral load every 1-2 mo to be done &P Pt oy > 200 copies/ safel resumeg
by mother’s provider and results Infant Labs (HIV-1 RNA, quantitative PCR): - Y
documented in infant chart . After breastmilk feeding ends: in 4-6 wks, 3mo, and 6 |, 1 o AZT=ddowedme [ || ]
. s and again 6 *  NVP = nevirapine recommendations
mo after endi ng pntinued. e PEP = post-exposure for interventions to
TR G mfant Labs (FIV_L RNA, quantitative PCR: prophylaxis el ]
:Z:un:::(:dpin in?aemachdarte s I- ! ‘:E:ar ég‘a;in:i\g}agdingt :mtds: i:c:)s wks, 3 mo, and 6 : ::é::"‘:im\::e Pilh\/etlrjar::;r:sss:::\e IS"
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CLINICAL PATHWAY: e A tE

Perinatal HIV Exposure Management QEEL?A%EESC’:%TCAL
(for Breastfeeding and Non-Breastfeeding Newborns) JUDGMENT.

Inclusion Criteria: Any infant born to a mother with known HIV diagnosis or unconfirmed positive test ( including infants born to mothers
with no prenatal care)
Exclusion Criteria: Infants born to mothers with confirmed negative HIV tests; Infants known to be infected with HIV

o Determine low, medium, or high risk status (defined below)
ease see Always place an official ID Consult and refer patient to ID clinic at discharge (See orange box below*)
Appendix A for y . . b
Il ARV dosing If outside CT Children’s, please call One Call and ask for pediatric ID on call
2 One Call: (860) 837-7741
I
x Y High Risk**
. " igh Risl
Low Risk Medium Risk (any one of the following)
. Mother received ARV at minimum during the third . Mother has achieved and . Mothers who did not receive antepartum ARV, OR
trimester and at the time of delivery AND maintained viral suppression . Mothers who received only ARV in labor, OR
. Has achieved and maintained viral suppression (defined as (defined as at least two . Mothers who received antepartum ARV but did not
at least two consecutive tests with HIV RNA levels <50 consecutive tests with HIV have viral suppression (defined as at least two
copies/mL obtained at least 4 wks apart) by 20 wks and for RNA <50 copies/mL obtained consecutive tests with HIV RNA level <50 copies/mL
the remainder of the pregnancy, AND at least 4 wks apart) by 36 obtained at least 4 wks apart) AND had viremia > 50
e Did not have acute HIV infection during pregnancy, AND weeks AND within 4 wks of copies/mL within 4 wks of delivery OR
. No ARV adherence concerns have been identified delivery . Mothers with acute HIV infection during pregnancy or

while breastmilk feeding (in which case, breastmilk
feeding should be immediately discontinued)
Mothers whose HIV test result is not yet available

Mother wishes to
breastmilk feed?

Mother wishes to
breastmilk feed?

Advise against breastmilk feeding.

+—Nc ¥ Start presumptive HIV therapy using AZT, 3TC and NVP or

 As mentioned earlier, communication with

. AZT for 2 weeks

<6 hours) Have breastmilk feeding
discussion for informed
Infant Labs (HIV-1 RNA, decision making (see NO

Pediatric Infectious Diseases is paramount PR o | TR
throughout the hospitalization, but also at the e | e e S

therapy using AZT, 3TC, and

Medications (Start in < 6 hours): e AZTfor 2-6 weeks (NVP oF RAL) positive, order HIV-1
. . . o Start infant medication: AZT x4-6 wks «  ORPresumptive :’ \ ivend RNA, quantitative
o Ifmother desires extended therapy therapy with AZT, 37, | |*  AZT should :’e Rl PCR to confirm HIV
. for infant the entire duration of and (NVP or RAL) until ::“olrr::lr:i‘:::isn?u‘xhssl'rf‘c B diagnosis
breastfeeding, then consider usin, irth HIV PCR i "
NP or 3TC Tnstead of AZT agde e Dt VPR (NVP or RAL) for 2:6 wks if o Have mom start
continue until 6 wks after e
breastfeeding has ended v
*Discharge Co icati :
Labs: Ischarge Communication
. o Birth HIV RNA, quantitative PCR,
Please contact the ID nurse covering the HIV e el
started
*  Maternal viral load at start of bre:
I. . f d. d . h | feeding if not done at delivery Please Ca" and aSk fOF the ID
clinic for any pending discharge to plan o I
Mother remains n urse Covenng to
f I | o compliant with ARV regimen . O
and has undetectable d
olowing care. communicate a penaing
. ol
. . ol discharge and facilitate
contue reasmisdngond | | referral information. Please
medication regimen 3 d
(<200 copies,
Infant Labs (HIV-1 RNA, quantitative feeding oncel h | I I I
i ave all relevant materna
. Standard: 2-3 wks, 1-2 mo, 4-6 mo undetectablg . . .
+ Ifbreastmilk feeding beyond 4-6 still need to d f d | d
months: at least every 3 mo while drug prophy|| a n In a n t at al l nc u I ng
breastmilk feeding viral load. .
. After breastmilk feeding ends: in 4- . If breastmilk | I d d ARV m
6 wks, 3 mo, and 6 mo after ending mL get infant VIra oa an n a es'
e CBCand hepatic panel every 3 mo drug presum|
while infant receives medication Risk**) for 4| (8 60) 5 45_94 90
Maternal Labs: :‘f;:;:::';e d
e Viralload every 1-2 mo to be done
by mother’s provider and results Infant Labs (HIV-1 RNA, quantitative PCR): R o V. e
documented in infant chart o After breastmilk feeding ends: in 4-6 wks, 3 mo, and 6 re ol

mo after ending

CONTACTS: ASHLEY HOWARD, DO | IAN MICHELOW, MD | ALAINA PYLE, MD | NANNETTE KYER, BSN, RN, IBCLC @ Connecticut
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®_ Connecticut

Review of Key Points G

* Infants do not all receive the same perinatal HIV medications and
are stratified by risk based on maternal factors
 Antiviral medication for infants should be started within 6 hours of birth

 Exclusive breastmilk feeding for infants born to women living with
HIV is now supported if the parent is medication compliant and virally

suppressed
* |Infants still need antiviral medication after birth

* Mixed feeding is discouraged

 Pediatric ID always wants to be involved in decision making and
long-term care for HIV perinatally exposed infants



Quality Metrics (Under Development) S

« Number of infants who are eligible for the pathway

* Number of eligible infants who are determined to be at low, medium or
high risk of acquiring HIV

« Number of eligible infants who get HIV testing at birth

* Number of mothers living with HIV who choose to breastmilk feed
(exclusive vs mixed feeding)

« Number of prenatal consults performed by nursery providers and ID to
provide counseling for breastmilk feeding



Pathway Contacts e

* Ashley Howard, DO, Pediatric Infectious Diseases
* lan Michelow, MD, Pediatric Infectious Diseases

* Alaina Pyle, MD, Neonatology

* Nannette Kyer, BSN, RN, IBCLC
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About Connecticut Children’s Pathways Program

Clinical pathways guide the management of patients to optimize consistent use of evidence-based
practice. Clinical pathways have been shown to improve guideline adherence and quality outcomes,
while decreasing length of stay and cost. Here at Connecticut Children’s, our Clinical Pathways Program
aims to deliver evidence-based, high value care to the greatest number of children in a diversity of
patient settings. These pathways serve as a guide for providers and do not replace clinical judgment.
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