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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

» Create a standardized protocol that aligns with national recommendations to
prevent or treat HIV in infants exposed to HIV-infected mothers

 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)

« Create a standardized protocol that aligns with national recommendations to
prevent HIV transmission to infants with mothers living with HIV who choose to
breastmilk feed their infants



Why is Pathway Necessary? e

 Guidelines from the NIH and CDC for (1) HIV perinatal
transmission and (2) women living with HIV who wish to
breastmilk feeding their infants can be confusing
* Integrate both within one algorithm

« Streamline pediatric ID outpatient care following discharge from
the hospital
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* Where will this pathway be used?
* NICU
* Well baby nursery
* [npatient units if exposed infant is admitted
« Outpatient pediatric ID office



Background & drent

* HIV & Breastfeeding Pre-ART:

 Breastfeeding transmission was ~15-20% in the first 2 years of infant life’
« > 1 month of age 0.6% - 0.9% per month?

i"%- Guideline was updated in 6/2026:

* Due to lack of evidence that mixed feeding with formula increases
transmission in ART suppressed mothers, mixed feeding is no longer
discouraged



American Academy of Pediatrics (AAP) anggnsctio

Benefits of Breastfeeding

Children who are breastfed experience improved dental health and neurodevelopmental
outcomes. They have decreased risk of:

e QOtitis media

Maternal Benefits

e Diarrhea

* Respiratory tract infection There are also maternal health benefits to breastfeeding such as decreased risk of the
* Necrotizing enterocolitis following:

e SIDS

e Atopicdermatitis e Decreased excessive menstrual blood loss

e Asthma e Breast, ovarian, endometrial and thyroid cancers

e CeliacDisease e Hypertension

e Crohn’s Disease and ulcerative colitis

e Type2diabetes

e late-onsetsepsis in preterm infants ) ..
P P e Rheumatoid Arthritis

e Typeiandtype2diabetes

e Leukemia

e Childhood overweight and obesity

Source: American Academy of Pediatrics. 2021. Breastfeeding Overview. https://www.aap.org/en/patient-care/breastfeeding/breastfeeding-overview/.



Other Influences: aop o

e Abstaining from breastfeeding as a
means of disclosure

Cultural

e Expense of formula

ECO NOoMm iC e Access to safe and clean water

sources
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Literature Review E i

e Increased maternal ART
adherence was associated
with lower breast milk and
plasma viral loads

* Higher breast milk and "BAN Study
plasma viral loads were
associated with increased
breast milk transmission



High Income Countries-Case Series
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* No transmissions:
« Toronto — 3 infants. Triple therapy through breastfeeding which ranged 9-15 weeks®

« US - 10 infants breastfed 1-18 months. Tripe 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?
« 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




Guideline Updates e

Infant Feeding for Individuals With HIV in the United
States 10

Panel's Recommendations

» When there is potential for perinatal HIV transmission, evidence-based, patient-centered counseling should be

provided 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, inform patients 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 through breastfeeding.

= Achieving and maintaining viral suppression (i.e., <50 copies/ml) through antiretroviral therapy (ART) during

pregnancy and postpartum decreases breastfeeding transmission risk to less than 1%, but not zero.

https://clinicalinfo.hiv.gov



THIS PATHWAY
SERVES AS A GUIDE
AND D! NOT
REPLACE CLINICAL

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

e Inclusion Criteria: Any infant born to a mother with known HIV diagnosis or unconfirmed positive test (including
&n”"‘én..' s infants born to mothers with no prenatal care)
Areodiay Exclusion Criteria: Infants born to mothers with confirmed negative HIV tests; Infants known to be infected with Hi
Determine low, medium, or high risk** status (defined below)
«  Always place an official ID Consult and refer patient to ID clinic at discharge (see Discharge
Communication* below)
«  Ifoutside CT Children’s, please call One Call [(860) 837-7741] and ask for pediatric ID on call
T
v v v
Low Risk Medium Risk h Risk**
the followi
«  Mother received ARV at minimum during the third o Mother has achieved and (any one of the following)

e Mothers who did not receive antepartum ARV, OR

©  Mothers who received only ARV in labor, OR

e 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
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)

o Mothers whose HIV test result is not yet available

v

Advise against breastmilk feeding.

trimester and at the time of delivery AND

o Has achieved and maintained viral suppression (defined as
at least two consecutive tests with HIV RNA levels <50
copies/mL obtained at least 4 wks apart) by 20 weeks and
for the remainder of the pregnancy, AND

«  Did not have acute HIV infection during pregnancy, AND

. No ARV adherence concerns have been identified

maintained viral suppression
(defined as at least two
consecutive tests with HIV
RNA <50 copies/mL obtained
at least 4 wks apart) by 36
weeks AND within 4 wks of
delivery

Mother wishes to
breastmilk feed?

Mother wishes to
breastmilk feed?

v N
Medications (start in < 6 hours)
®  AZT for 2 weeks

i v YES

Have breastmilk
feeding discussion for
informed decision
making (see Appendix
B: Breastmilk Feeding
Discussion)

Start presumptive HIV therapy using AZT, 3TC and (NVP or
DTG) (start in < 6 hours)

Infant Labs (HIV-1 RNA,
quantitative PCR):
*  At2-3wks, 1-2mo, 4-6 mo

NO

This is the Perinatal HIV Exposure Management (for
Breastfeeding and Non-Breastfeeding Newborns) Clinical

Mother with confirmed HIV?.

Breastmilk feeding Infants ied . Send maternal
icati in< )
Consult LactationSpeclalist ham':)?m"’ (etaitin < «  Continue presumptive HIV therapy rapid serology
Medications (start in < 6 hours): o AZT for 2-6 weeks using AZT, 3TC, and (NVP or DTG) test (HIV1/2
Start infant medication: AZT x4-6 wks ©  ORpresumptive ® AZTsholld begiveniforiaminimuim Ag/Ab assay)
O o Ifmother desires extended therapy with AZT, 3TC, of 6 wks in combination with 3TC and consider
therapy for infant for the entire d (NVP or DTG) until and (NVP or DTG) for 2-6 wks if addition of HIV-
and (| or ) unti " .
duration of breastfecding, then birth HIV PCR is birth PCR negative 1RNA
consider using NVP or 3TC negative, then AZT for | | ¢ Discuss with ID; 3 drugs for 6 wks cuaritative PeR
instead of AZT and continue until 2-6 weeks if MZlE'"?| viremia > 200 copies/ in discussion
4 wks after breastfeeding has mL at delivery s
ended Infant Labs (HIV-1 RNA, witl
b Infant Labs: e W ok
. quantitative PCR; add | ) lave mom start
H - A - - 0 Labs: b . o  Baseline CBC and hepatic panel pumping and
e Birth HIV RNA, quantitative PCR; add baseline CBC and hepatic e HIV-1RNA, quantitative PCR: At inaloesst
. baseline CBC and hepatic panel if NVP panel if NVP started): At birth, 2 wks, 4-6 wks (test prior to Saving;oreas
started birth, 2-3 wks, 1-2 mo, 4-6 stopping therapy), 10 wks , 4-6 mo milk unilicase
e Maternal viral load at start of mo discussed with
breastmilk feeding if not done at feeding can start if mother
delivery has sustained viral suppression and

there are no adherence concerns.

Did
testing
confirm that
mother has

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

YE

*Discharge Communication:
v (24 hours prior to discharge)
Stop breastmilk feeding Please call and ask for the ID

Continue breastmilk feeding and

medication regimen nurse covering HIV to NO
. o Ifthere s a transient increase in mother’s viral load (<200 communicate a pending
Infant Labs (HIV-1 RNA, quantitative copies/mL), can consider re-starting breastmilk feeding discharge and facilitate Infant ARV drugs
PCR): once viral suppression achieved. Give infant frozen referral information. Please. should be
®  Standard: 2-3 wks, 1-2mo, 4-6 breastmilk stored by mother while she was undetectable, have all relevant maternal discontinued and
mo . X pasteurized donor milk, or formula. Mother wil still need and infant data, including Infant does not need
®  Ifbreastmilk feeding beyond 4-6 to pump + discard breastmilk. Consider 1-3 drug viral load and ARV names. further testing
months: at least every 3 mo while prophylaxis for the infant depending on maternal viral load. (860) 545-9490
breastmilk feeding o If breastmilk feeding mothers viral load is > 200 copies/mL = ol feeding
*  After breastmilk feeding ends: in get infant HIV-1 RNA, quantitative PCR and start 3 drug Abbreviations: 2N sately resume
6 wks and 3 mo after ending presumptive therapy for the infant (see above High Risk**)
*  CBCand hepatic panel every 3 for 4 wks s ARV=3
mo while infant receives o Breastmilk feeding can start if mother has sustained viral therapy. Click here for
medication suppression and there are no adherence or viral resistance || |*  AZT =zidovudine ~_ national
Maternal Labs: concerns. o MP=mEEie recorminendations
o Viral load every 1-2 mo to be P b= Sk
dine b e prosiderend Infant Labs (HIV-1 RNA, quantitative PCR): prophylaxis Rl R
results documented in infant’s o After breastmilk feeding ends: in 6 wks and 3 mo after e 3TC=lamivudine Vi iy
chart ending * DTG = dolutegravir the United States
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CLINICAL PATHWAY: A e
Perinatal HIV Exposure Management AND DOES NOT

N
. . 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 Call ID for any
for infants born to mothers with no prenatal care) HIV exposed
all ARV dosing Exclusion Criteria: Infants born to mothers with confirmed negative HIV tests; Infants known to be infected with HI Infant admitted
A2 to hospital (to
Determine low, medium, or high risk** status (defined below) assess status +
o Always place an official ID Consult and refer patient to ID clinic at discharge (see Discharge lab needs)

Communication* below)
iers who did not receive antepartum ARV, OR
obtained at least 4 wks apart) AND had viremia > 50
feeding should be immediately discontinued)

s Ifoutside CT Children’s, plegse call One Call %
Inclusion Criteria: Any infant born to a mother with known HIV diagnosis or unconfirmed positive test (including
. . (any one of the following)
infants born to mothers with no prenatal care) i s o s on
Exclusion Criteria: Infants born to mothers with confirmed negative HIV tests; Infants known to be infected with H I\ i i S
o Mothers whose HIV test result is not yet available
i i nhrveaszmilk feeding.

Mother wishes to
breastmilk feed?

Mother wishes to
breastmilk feed?

ﬁNU VESﬁ
~ YES Start presumptive HIV therapy using AZT, 3TC and (NVP or
Medications (start in < 6 hours) Have breastmilk DTG) (start in < 6 hours)
e AZTfor 2 weeks feeding discussion for
informed decision o
Infant Labs (HIV-1RNA, making (see Appendix
quantitative PCR): B: Breastmilk Feeding Mother with confirmed HIVZ
o At23wks, 1-2mo, 4-6 mo Discussion)
. . . .
I'his clinical pathwa ertains to S — - e
icati ng )
Consult Lactation Specialist hau":)-’_m‘ms (startin < e Continue presumptive HIV therapy rapid serology
Medications (start in < 6 hours): o AZT for 2-6 weeks using AZT, 3TC, and (NVP or DTG) test (HIV 1/2
- - Start infant medication: AZT x4-6 wks. «  ORpresumptive ¢ AZT should be given for a minimum Ag/Ab assay)
anyv Infan orn to a mother wi p ot e ORpresumpive 616 wke ncombination with 3TC o
therapy for infant for the entire and (NVP or DTG) until and (NVP or DTG) for 2-6 wks if addition of HIV-
duration of breastfeeding, then birth HIV PCR is birth PCR negative 1RNA
. consider using NVP or 3TC negative, then AZT for | | ~ Discuss with ID; 3 drugs for 6 wks quantitative PCR
instead of AZT and continue until S Eweeks if maternal viremia > 200 copies/ e
nown or unconfirme i
ded Infant Labs (HIV-1 RNA, witl
ende; Infant Labs: H
" quantitative PCR; add " ) *  Have mom start
. . Labs: 4 . o Baseline CBC and hepatic panel pumping and
e Birth HIV RNA, quantitative PCR; add baseline CBC and hepatic e HIV-1RNA, quantitative PCR: At inaloesst
I a l l O S I S baseline CBC and hepatic panel if NVP panel if NVP started): At birth, 2 wks, 4-6 wks (test prior to savingbreas
started birth, 2-3 wks, 1-2 mo, 4-6 stopping therapy), 10 wks , 4-6 mo milk unilicase
e Matemnal viral load at start of mo discussed with;
breastmilk feeding if not done at feeding can start if mother
delivery has sustained viral suppression and
there are no adherence concerns.
Mother remains le’;‘:’ng
compliant with ARV regimen y o
and has undetectable ottier has
HIV viral loads?
*Discharge Communication:
v (24 hours prior to discharge)
Continue breastmilk feeding and Stop breastmilk feeding Please call and ask for the ID.
medication regimen nurse covering HIV to NO
- o Ifthereisa transient increase in mother’s viral load (<200 communicate a pending
Infant Labs (HIV-1 RNA, quantitative copies/mL), can consider re-starting breastmilk feeding discharge and facilitate Infant ARV drugs
PCR): once viral suppression achieved. Give infant frozen referral information. Please should be
*  Standard: 2-3 wks, 1-2 mo, 4-6 breastmilk stored by mother while she was undetectable, have all relevant maternal _ discontinued and
o, ~ ) pasteurized donor milk, or formula. Mother will still need and infant data, including infant does not need
*  Wbreastmilk feeding beyond 4-6 to pump + discard breastmilk. Consider 1-3 drug ey By further testing
mionths:at |east every 3 mowhile prophylaxis for the infant depending on maternal viral load. (860) 545-9490 fedin
breastmilk feeding _ If breastmilk feeding mother’s viral load is > 200 copies/mL com safely resum il
¢  Afer breastmilk feading ends:in get infant HIV-1 RNA, quantitative PCR and start 3 drug boretiatons
6 wksand 3 mo after ending presumptive therapy for the infant (see above High Risk**)
e CBCand hepatic panel every 3 for 4 wks. o  ARV=
mo while Infant receives Breastmilk feeding can start if mother has sustained viral therapy Click here for
medicStion suppression and there are no adherence or viral resistance | [ |*  AZT =zidovudine it
Misfaralliakis conicems, *  NVP=nevirapine recommendations
; o PEP= fori fons to
«  Viralload every 1-2 mo to be 3
- Infant Labs (HIV-1 RNA, quantitative PCR): prophylaxis reduce perinatal
done by mother’s provider and e o
in i . After breastmilk feeding ends: in 6 wks and 3 mo after e 3TC=lamivudine HIV transmission in
results documented in infant’s g k
chart ending © DTG =dolutegravir the United States

CON
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Communication* below)

CLINICAL PATHWAY:
Perinatal HIV Exposure Management

[fm Dunoansbfandicme asmad Maww Dunanifnndie~

Determine low, medium, or high risk** status (defined below)
. Always place an official ID Consult and refer patient to ID clinic at discharge (see Discharge

) If outside CT Children’s, please call One Call [(860) 837-7741] and ask for pediatric ID on call

”‘“"I‘Orns)

THIS PATHWAY
SERVES AS A GUIDE

REPLACI
JUDGMENT.

ther with known HIV diagnosis or unconfirmed positive test (includin
rn to mothers with no prenatal care)
ith confirmed negative HIV tests; Infants known to be infected with HI'

lum, or high risk** status (defined below)
d refer patient to ID clinic at discharge (see Discharge

he Call [(860) 837-7741] and ask for pediatric ID on call

8 Call ID for any
HIV exposed
infant admitted

to hospital (to
assess status +
lab needs)

v v
+ * Low Risk | Medium_Risk | | High Risk** p
Low Risk Medium Risk . High Risk** poron,
any one of the followin o
. Mother received ARV at minimum during the third . Mother has achieved and (any f the f g) G -orics/mL

trimester and at the time of delivery AND

. Has achieved and maintained viral suppression (defined as
at least two consecutive tests with HIV RNA levels <50
copies/mL obtained at least 4 wks apart) by 20 weeks and
for the remainder of the pregnancy, AND
Did not have acute HIV infection during pregnancy, AND
No ARV adherence concerns have been identified

maintained viral suppression
(defined as at least two
consecutive tests with HIV
RNA <50 copies/mL obtained
at least 4 wks apart) by 36
weeks AND within 4 wks of
delivery

The first step in management is to determine the
infant’s risk status, which is based on mother
receiving ARV, achieving/maintaining target viral
suppression, and other specific criteria.

ALWAYS consult Pediatric ID during the newborn
hospital admission AND send an outpatient ID
referral

DATED:

qual

ende
Labs:

started

delivery

Thstead of AZT and continue untl

4 wks after breastfeeding has
Birth HIV RNA, quantitative PCR; add
baseline CBC and hepatic panel if NVP

. Maternal viral load at start of mo
breastmilk feeding if not done at

c|e 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

Med consecutive tests with HIV RNA level <50 copies/mL

) obtained at least 4 wks apart) AND had viremia > 50

J 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

ad viremia > 50
R

ring pregnancy or
se, breastmilk
bontinued)

yet available

eding.
,3TCand (NVP or
)

vz

Send maternal
rapid serology
test (HIV 1/2
Ag/Ab assay)
and consider
addition of HIV-

baseline CBC and hepatic
panel if NVP started): At
birth, 2-3 wks, 1-2 mo, 4-6

1RNA
Trmacernar viremma, ive PCR
2-6 weeks et e hveny Ll in discussion
Infant Labs (HIV-1 RNA, IRfantLabs: with ID
quantitative PCR; add i . Have mom start
o Baseline CBC and hepatic panel pumping and

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

ilk feeding can start if mother

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

v

has sustained viral suppression and
there are no adherence concerns.

Continue breastmilk feeding and
medication regimen

Infant Labs (HIV-1 RNA, quantitative

PCR):

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

*  Ifbreastmilk feeding beyond 4-6
months: at least every 3 mo while
breastmilk feeding

*  After breastmilk feeding ends: in
6 wks and 3 mo after ending

*  CBCand hepatic panel every 3
mo while infant receives
medication

Maternal Labs:

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

Stop breastmilk feeding

If there is 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,
pasteurized donor milk, or formula. Mother will still need
to pump + discard breastmilk. Consider 1-3 drug

prophylaxis for the infant depending on maternal viral load.

If breastmilk feeding mother’s viral load is > 200 copies/mL
get infant HIV-1 RNA, quantitative PCR and start 3 drug
presumptive therapy for the infant (see above High Risk**)
for 4 wks.

Breastmilk feeding can start if mother has sustained viral
suppression and there are no adherence or viral resistance
concerns.

Infant Labs (HIV-1 RNA, quantitative PCR):

After breastmilk feeding ends: in 6 wks and 3 mo after
ending

L.

*Discharge Communication:
(24 hours prior to discharge)
Please call and ask for the ID
nurse covering HIV to
communicate a pending.
discharge and facilitate
referral information. Please
have all relevant maternal
and infant data, including
viral load and ARV names.

saving breast
milk until case
discussed with
D

Did
testing
confirm that
mother has

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

(860) 545-9490 feeiiing
can safely resume
Abbreviations:
. ARV =

e 3TC=lamivudine
e DTG = dolutegravir

therapy Click here for
e AZT =zidovudine national
o NVP=nevirapine recommendations
. PEP = for i ions to
prophylaxis reduce perinatal

HIV transmission in
the United States
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THIS PATHWAY
SERVES AS A GUIDE

CLINICAL PATHWAY:

Perinatal HIV Exposure Management /RVE*FE‘LDC s
(for Breastfeeding and Non-Breastfeeding Newborns) JUDGMENT.
Pl on Inclusion Criteria: Any infant born to a mother with known HIV diagnosis or unconfirmed positive test (including Call ID for any
A andich o infants born to mothers with no prenatal care) HIV exposed
‘PP . Exclusion Criteria: Infants born to mothers with confirmed negative HIV tests; Infants known to be infected with HI fant ac
i t
| . e ———— |

Low Risk :);:': Medium Risk
. Mother received ARV at minimum during the third : . Mother has achieved and

Im_Risk

maintained viral suppression
(defined as at least two
consecutive tests with HIV
RNA <50 copies/mL obtained
at least 4 wks apart) by 36
weeks AND within 4 wks of
delivery

DTGT (STart i < & Nours]

“Low Risk” and
“‘Medium Risk”
infants may
breastmilk feed if
desired by mother

trimester and at the time of delivery AND :
. Has achieved and maintained viral suppression (defined as [

tests witl

at least two consecutive tests with HIV RNA levels <50 B
copies/mL obtained at least 4 wks apart) by 20 weeks and ithig
for the remainder of the pregnancy, AND |
Did not have acute HIV infection during pregnancy, AND vishes 19
No ARV adherence concerns have been identified

Tartn 2 6 hoursy
2 weeks.

feeding discussion for
informed decision
making (see Appendix
< Breastmilk Feeding
ign)

NO

Mother wishes to

breastmilkfeew o ot T~
fications (start in < 6 hours): :mms)\:n for 2-6 weeks usl

Mother wishes to
breastmilk feed?

.
P rOVI d e rS M | ' S I e Start infant medication: AZT x4-6 wks o ORpresumptive ¢ AZTshould ~ 7E/Ab assay)
If mother desires extended thbrapy with AZT, 3TC, of 6 wks in combinath and consider
LYES pydor infant for the entire and (NVP or DTG) until Zpdhl':‘cl: or DTG) for 2-6 wksif addition of HIV-
. . duratioWf breastfecding, then A cr s irth PCR negative 1RNA
YES. e« Discuss with ID; 3 drugs for 6 wks .
ave a discussion v, then AZT for Dlscuss with[D; 3 drugs for & bk quantitative PCR
. 26 weeks 2 in discussion
L at deli
Have breastmilk J L at delluery with 1D
Infant Labs (HIV-1 RNA, Infant Labss
A H H B quantitgtive PCR; add e Baseline CBC and hepatic panel » Havamomsiart
Wi e mother feeding discussion for ||sceinfcscandnepaic || 3 Foeey e amarebaticpanel pumping and

saving breast
milk until case
discussed with
D

CLINICAL PATHWAY: THIS PATHWAY

SERVES AS A GUIDE
AND DOES NOT

informed decision
REPLACE CLINICAL . .
WEEE making (see Appendix

panel if NP started): At
birth, 243 wks, 1-2 mo, 4-6

birth, 2 wks, 4-6 wks (test prior to
stopping therapy), 10 wks, 4-6 mo

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

Appendix B: Informed Discussion for Caregivers Living with HIV and Breastmilk Feeding K88 ding A SR HioHhEP
has sustained viral suppression and

there are no adherence concerns.

B: Breastmilk Feeding
Discussion) S LVE

about the risks and
benefits of

There are multiple feeding options for infant feeding for those who are born to mother’s living
with HIV. These include formula feeding, banked donor human milk, and breast “chest” feeding.

Did
testing
confirm that

Based on worldwide data and endorsed by the NIH, the known risk of breastmilk feeding with mother has
H H HIV is not zero but estimated to be < 1%. This risk increases if maternal viral load is not —— *Discharge Communication:
reas l I l I ee I n d v (24 hours prior to discharge)
suppressed. Continue breastmilk feeding and Stop breastmilk feeding Please call and ask for the ID
medication regimen nurse covering HIV to NO
AllA A R K N |-, et o Ifthereisa transient increase in mother’s viral load (<200 communicate a pending
O aCI I a e I n O I I l Why parents should consider breastmilk feeding: ant Labs (HIV-1 RNA, quantitative copies/mL), can consider re-starting breastmilk feeding discharge and facilitate Infant ARV drugs
CR): once viral suppression achieved. Give infant frozen referral information. Please should be
Standard: 2-3 wks, 1-2 mo, 4-6 breastmilk stored by mother while she was undetectable, have all relevant maternal discontinued and
A= H Infant Benefits: mo pasteurized donor milk, or formula. Mother will still need and infant data, including infant does not need
ecision makin i ience i Wessmik estingbvond 4 | |1 L o 13 i D
Children who are breastfed experience improved dental health and neurodevelopmental months: at least every 3 mo while prophylaxis for the infant depending on maternal viral load. (860) 545-9490 -
outcomes. breastmilk feeding _ If breastmilk feeding mother’s viral load is > 200 copies/mL e safely r::u,:‘g
fafter breastmilk feeding ends: in get infant HIV-1 RNA, quantitative PCR and start 3 drug e
g;ék’ ad"‘:‘ 3mo ““e'T"d'"g s presumptive therapy for the infant (see above High Risk**) vy
. 3 and hepatic panel every for 4 wks. . =
They also have decreased risk of: mo while infant receives o Breastmilk feeding can start if mother has sustained viral therapy Click here for
- 0 e Otitis media nedication suppression and there are no adherence or viral resistance || |*  AZT =zidovudine national
X o NVP=nevirapine recommendations
IX utli e, - onmer
farrnea i (oad everys ;2 motolbie Infant Labs (HIV-1 RNA, quantitative PCR) i prophylexis s Perinm;u
f : : Flone by mother's provider and Infant Labs (HIV-1 RNA, quantitative PCR): rin
. ® Respiratory Tract infection onuits Hoeumonted i infants | ¢ After breastmilk feeding ends: in 6 wks and 3 mo after o 37C=lamivudine HIV transmission in
th e key po IN tS Of ¢ Necrotizing enterocolitis fror: ending +  DTG=dolutegravir the United States
e SIDS
A g A e Atopic dermatitis
IS ISCUSSIOn Asth NEXT PAGE
e Asthma
e Celiac Disease
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CLINICAL PATHWAY: THIS PATHWAY |

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

CLINICAL PATHWAY: LB
Perinatal HIV Exposure Management (for Breastfeeding and Non-Breastfeeding Newborns) D DO (T

Appendix B: Informed Discussion for Caregivers Living with HIV and Breastmilk Feeding REPLACE CLINICA

i Appendix B: Informed Discussion for Caregivers Living with HIV and Breastmilk Feeding REPLACE CLINICAL

JUDGMENT.

NEW,
i

There are multiple feeding options for infant feeding 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 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:

When someone is breastmilk feeding, mixed feeding with formula was previously avoided but is
now considered safe. As with any infant who is exclusively breastmilk feeding, formula can be
considered if:

e The infant is losing weight

e The breastmilk supply is not yet established

e There is not enough stored breast milk

When should solid foods be introduced?
Solid foods should be introduced at 6 months of age when breastmilk feeding with HIV.

It is important to stop breastfeeding if a mother has mastitis (swollen, red, and tender breasts)
or open sores/bleeding from the breast. It is important to pump during this time and discard the

e Otitis media

Diarrhea

Respiratory Tract infection
Necrotizing enterocolitis

SIDS

Atopic dermatitis

Asthma

Celiac Disease

Crohn’s Disease and ulcerative colitis
Late-onset sepsis in preterm infants
Type 1 and type 2 diabetes
Leukemia

Childhood overweight and obesity

Maternal Benefits:

Decreased risk of breast, ovarian, endometrial, and thyroid cancers
Decreased risk of hypertension

Decreased risk of type 2 diabetes

Decreased risk of rheumatoid arthritis

Maternal ART compliance is important in breastmilk feeding to help keep baby safe. The infant

can be infected through breastmilk feeding because the HIV virus can be in the breastmilk if
someone does not take their HIV medication. The baby can receive medication up to 4-6 weeks
or longer to help keep this from happening. Maternal viral load testing every 1-2 months is
important. If there is detectable maternal virus, then the mother needs to stop breastfeeding

and call for further instructions. Infants will also continue to be tested according to a set
schedule during this time as well, but at least every 3 months.

RETURN TO
THE BEGINNING
CONTACTS: ASHLEY HOWARD, DO | IAN MICHELOW, MD | ALAINA PYLE, MD | NANNETTE KYER, BSN, RN, IBCLC
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breastmilk and call your infant’s ID provider or pediatrician to help with further instructions.

Stored frozen breastmilk, or formula (if needed), can be safely given at this time.

References can be accessed at:
www.aap.org/en/patient-care/breastfeeding/breastfeeding-overview/

https://clinicalinfo.hiv.gov/en/guidelines/perinatal/infant-feeding-individuals-hiv-united-states

RETURN TO
THE BEGINNING
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It is inadvisable for “high-risk” infants to
breastmilk feed

CLINICAL PATHWAY:

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

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

Please see Inclusion Criteria: Any infant born to a mother with known HIV diagnosis or unconfirmed positive test (including Call ID for any
infants born to mothers with no prenatal care) HIV exposed
all ARV dosing Exclusion Criteria: Infants born to mothers with confirmed negative HIV tests; Infants known to be infected with HI infant admitted
A 2 to hospital (to
Determine low, medium, or high risk** status (defined below) assess status +
e Always place an official ID Consult and refer patient to ID clinic at discharge (see Discharge lab needs)
Communication* below)
e Ifoutside CT Children’s, please call One Call [(860) 837-7741] and ask for pediatric ID on call
T
v v
I ][ 1 [
High Risk**
Righ Risk™" o
. but did not
(any one of the following) o
copies/mL
iremia > 50

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
copies/mL within 4 wks of delivery OR
. Mothers with acute HIV infection during pregnancy or  [e=oo
while breastmilk feeding (in which case, breastmilk
feeding should be immediately discontinued)
Mothers whose HIV test result is not yet available

pregnancy or
breastmilk
nued)
available

g.
Cand (NVP or

—

end maternal

est (HIV 1/2
he/Ab assay)

nd consider
ddition of HIV-
L RNA
huantitative PCR
n discussion

ith ID
Have mom start

o Birth HIVRNA, quantitative PCR; add H"a““"e Edeimlligids
baseline CBC and hepatic panel if NVP

panel if NVP started): At

Advise against breastmilk feeding.

Start presumptive HIV therapy using AZT, 3TC and (NVP or [

DTG) (start in < 6 hours)

Continue breastmilk feeding and
medication regimen

Infant Labs (HIV-1 RNA, quantitative

PCR):

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

*  Ifbreastmilk feeding beyond 4-6
months: at least every 3 mo while
breastmilk feeding

*  After breastmilk feeding ends: in
6 wks and 3 mo after ending

*  CBCand hepatic panel every 3
mo while infant receives
medication

Maternal Labs:

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

Stop breastmilk feeding

o Ifthereisa transient increase in mother’s viral load (<200 communicate a pending

o HIV-1RNA, quantitative PCR: At
birth, 2 wks, 4-6 wks (test prior to

saving breast

| pumping and
ilk until case

iscussed with

Did

fonfirm that
nother has
HIV

copies/mL), can consider re-starting breastmilk feeding discharge and facilitate Infant ARV drugs
once viral suppression achieved. Give infant frozen referral information. Please should be
breastmilk stored by mother while she was undetectable, have all relevant maternal discontinued and
pasteurized donor milk, or formula. Mother will still need and infant data, including. infant does not need
to pump + discard breastmilk. Consider 1-3 drug. viral load and ARV names. further testing
prophylaxis for the infant depending on maternal vral load. (860) 545-9490 feeding
o If breastmilk feeding mother’s viral load is > 200 copies/mL
i can safely resume
get infant HIV-1 RNA, quantitative PCR and start 3 drug Abbreviations:
presumptive therapy for the infant (see above High Risk**)
for 4 wks. * ARV
o Breastmilk feeding can start if mother has sustained viral therapy Click here for
suppression and there are no adherence or viral resistance | [ |*  AZT =zidovudine national
concerns. o NVP=nevirapine recommendations
. PEP= for i ions to
Infant Labs (HIV-1 RNA, quantitative PCR): prophylaxis reduce perinatal
e After breastmilk feeding ends: in 6 wks and 3 mo after e 3TC=lamivudine HIV transmission in
ending * DTG =dolutegravir the United States
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CLINICAL PATHWAY: THIS PATHWAY

. SERVES AS A GUIDE
Perinatal HIV Exposure Management QE‘FE‘LEE‘EE? mﬁAL

- - GEE Lo
(for Breastfeeding and Non-Breastfeeding Newborns) JUDGMENT.

Low Risk Medium Risk oy High Risk**
oan (any one of the following)

Mother received ARV at minimum during the third . Mother has achieved and

—| o 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 pron] o Mothers who received antepartum ARV ,but did not
. at least two consecutive tests with HIV RNA levels <50 consecutive tests with HIV - : : X

| h I f |
Shou Id be g iven for copies/mL obtained at least 4 wks apart) by 20 weeks and RNA <50 copies/mL obtained [ cz\rluesle\gzii\f:fgtess\fvli?cﬂ ﬁjﬁ/ I;ﬁz ?:Viﬁ f;gtctov;?es/ml_
. for the remainder of the pregnancy, AND at least 4 wks apart) by 36 d obtained at least 4 wks apart) AND had viremia > 50

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

. No ARV adherence concerns have been identified delivery 1 o Mothers with acute HIV infection during pregnancy or

oy, Al

Rycherenca concerns have been Tdertiied while breastmilk feeding (in which case, breastmilk
feeding should be immediately discontinued)

. Mothers whose HIV test result is not yet available

feeding and non-
breastmilk feeding

Mother wishes to Mother wishes to

. breastmilk feed? i ~ s ¥ ;
I nfa nt breastmilk feed? — T | Start presWiptive HIV therapy usin 3TCand (NVP or
. y—NO YES W rformed deciol Advise against breastmilk feeding.
. . . i making (see Appendix
It IS 1M pe I"atlve tO Start A Y ” YES B eeson | Start presumptive HIV therapy using AZT, 3TC and (NVP or
. . . Medications (start in < 6 hours) Have breastmi NN DTG) (start in < 6 hours)
ARV medications in e AZTfor2 weeks feeding discussion for S e
informed decision NO © IcS::r‘;';:f(:::?nle"dfcxﬁ;‘:r:% X6 wks B ‘;f;f;ﬁ;f‘;,’f;k’ o Am should lgi\{en fora minimun AgﬁAh assday)
A - o Ifmother desires extended therapy with AZT, 3TC, o 0 with 3TC and consider
from bl rth Infa nt_La I_)s (HIV-1 RNA, making (see Appendix iherapy for infant for the entre a?dh(r?:\'y/p or 1G] adition of HIV-
quantitative PCR): . ; ; consider using NVPor 3TC - Mother with confirmed HIV? o
t b At 2-3 wks, 1-2 4-6 B: Breastmilk FeEdlng instead of AZT and continue until 2 o
m u S e ° -3 WKs, 1-Z mo, 4-o6 mo Di scussion) ::;l;aﬂer breastfeeding has wiantiats 0N —_ flirec
Labs: quantitative EEES Baseline CBE and hepatic panel . Havemomstart
«  Birth HIV RNA, quantitative PCR; add baseline CBC and hepati Y ES-itv= ; : NO‘LLE‘"T‘ ing and
ifi * baseline CBC and hepatic panel if NVP génflif!JV*:stjr:$A: | birth, 2 wks, 4-6 wks (test prioro | :i‘;l'("fnh_ ‘e
fO||OW6d at SpeCIfIC Breastmilk feeding Infants s - | Medications for Infant: |*  Send maternal
|nte rvals Consult Lactation Specialist hMOi?,ISc)a.tlons (startin <6 %] *  Continue presumptive HIV therapy | rapid serology
Medications (start in < 6 hours): . A.ZT for 2-6 weeks v using AZT, 3TC, and (NVP or DTG) test (HIV1/2
. Start infant medication: AZT x4-6 wks ) hid ® AZT should be given fora minimum Ag/Ab assay)
mus e . OR presumptive il . L . :
- o If mother desires extended therapy with AZT, 3TC, [ of 6 wks in combination with 3TC [ and consider
fol Iowed at SpeCIfIC 'éherapy fo:c :Onfant :orc'iche en;ire and (NVP or DTG) until | | zn‘:#’;‘)z; r?a;:a-l:cﬁ/)efor 2-6 wks if b addition of HIV-
uration of breastfeeding, then birth HIV PCR is i ! ! 1 RNA
g = consider using NVP or 3TC - 7 ‘e Discuss with ID; 3 drugs for 6 wks e
intervals for breastmilk Inctead of AZYand continue until negative then AZTfor |4 * ¢ raternal viremia >200 copies/ quantitative PCR
. . 4 wks after breastfeeding has . mL at delivery .
feeding infants to ended infant Labs (HIV-1RNA, |1, with 1D
. . Labs: quantitative PCR; add { e  Baseline CBC and hepatic panel * Havemomstart
determine continued e Birth HIV RNA, quantitative PCR; add baseline CBCand hepatic |4 o Hjv-1 RNA, quantitative PCR: At f:\:‘i"np”;gr::i
f t f b t : I k baseline CBC and hepatic panel if NVP panel if NVP started): At . birth, 2 wks, 4-6 wks (test prior to Tk g |
sare y O reasimi started birth, 2-3 wks, 1-2 mo, 4-6 A stopping therapy), 10 wks , 4-6 mo milk until case
. . Maternal viral load at start of mo = » discussed with
feed | ng breastmilk feeding if not done at Breastmilk feeding can start if mother ID
delivery has sustained viral suppression and %
* | there are no adherence concerns.
CONTACTS: ASHLEY HOWARD, DO | IAN MICHELOW, -
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Appendix A provides easy access to ARV dosing.

2026 update: the appendix has been modified for
clarity.

CLINICAL PATHWAY:
Perinatal HIV Exposure Management (for Breastfeeding and Non-Breastfeeding

Newborns)Appendix A: Antiretroviral Therapy Dosing

Dosing for treatment or prophylaxis is based on infant’s gestational age at birth and postnatal
age. For dosing below the recommended ages shown here, or if confirmed to be HIV positive,
please consult ID.

Infant Antiretroviral Dosing for Presumptive HIV
Treatment options for presumptive HIV: AZT, 3TC, and (NVP or DTG)

235 weeks; birth to <6 weeks 4 mg/kg/dose PO BID
>37 weeks; birth to 6 weeks (see dosing below for >6 wk old) 6 mg/kg/dose PO BID
232 weeks; birth to < 4 weeks (see dosing below for > 4 wk 2 mg/kg/dose PO BID

AT
NP
- 2 3)2 weeks; > 4 weeks to < 6 weeks (see dosing below for >6 4 mg/kg/dose PO BID

wk old)
DTG | 237 weeks; birth to <2 weeks; (and 22 kg) 5 mg dispersible tab PO g48hr
_ 237 weeks; 22 weeks to <4 weeks; (and 22 kg) 5 mg dispersible tab PO daily
_ 237 weeks; 24 weeks to <6 weeks; (and 22 to <6 kg) 5 mg dispersible tab PO daily
_ 237 weeks; 24 weeks to <6 weeks; (and 6 to <10 kg) 15 mg dispersible tab PO daily

Prophylaxis for Infants who are Breastmilk Feeding
Prophylaxis options at birth: AZT or NVP (or 3TC)

1. AZT option: at birth, if mother chooses to breastmilk feed for up to 6 weeks, use AZT for
4-6 weeks (dosing above)

2. NVP (or 3TC) option: at birth, if mother chooses to breastmilk feed for >6 weeks, start
NVP and continue while breastmilk feeding through 4 weeks after cessation of breastmilk
feeding

a. 3TC can be used as an alternative (e.g., concern for maternal NVP-resistant virus
or infant cannot tolerate NVP). 3TC should be started after completion of initial
AZT (see option 1 above), and continued for 4 weeks after cessation of breastmilk
feeding.

NVP dosing for Extended Breastfeeding Prophylaxis

>36 weeks; birth to 6 weeks; (and 2 to <3 kg) 10 mg (1 mL) PO once daily
236 weeks; birth to 6 weeks; (and 23 kg) 15 mg (1.5 mL) PO once daily
236 weeks; 6 weeks to <6 months 20 mg (2 mL) PO once daily
>36 weeks; 6 months to <9 months 30 mg (3 mL) PO once daily
236 weeks; 9 months to <18 months 40 mg (4 mL) PO once daily

Far further dosing tnfarmatlon mcludmg preterm mfants and mothers while breastmilk feedlng
0. A i i i

CONTACTS: ASHLEY
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CLINICAL PATHWAY: B —

SERVES AS A GUIDE

Perinatal HIV Exposure Management Q?FELAD‘:EES [Jw T N
- - GEE liey
(for Breastfeeding and Non-Breastfeeding Newborns) JUDGMENT
Please see Inclusion Criteria: Any infant born to a mother with known HIV diagnosis or unconfirmed positive test (including Call ID for any
infants born to mothers with no prenatal care) HIV exposed

."' ARV dul:: Exclusion Criteria: Infants born to mothers with confirmed negative HIV tests; Infants known to be infected with HI infant admitted

A2 to hospital (to

Determine low, medium, or high risk** status (defined below) assess status +

o Always place an official ID Consult and refer patient to ID clinic at discharge (see Discharge lab needs)

Communication* below)
o Ifoutside CT Children’s, please call One Call [(860) 837-7741] and ask for pediatric ID on call

T
v v
Medium Risk High Risk**

Medications (start in < 6 hours) v Mabeshasndard (any one ofhefolwing)

inta netet 5 ©  Mothers who did not receive antepartum ARV, OR
malntalned viral suppression ©  Mothers who received only ARV in labor, OR

Non-Breastmilk Feeding

1 1 [ ) AZ I f 2 w k ° {deinedias atileastitwo e Mothers who received antepartum ARV but did not

LOW dan d M e d ium R IS k or eeks e ] have viral suppression (defined as at least two
<50 copies/mL obtaine consecutive tests with HIV RNA level <50 copies/mL
at least 4 wks apart) by 36

weeks AND within 4 wks of
delivery

Low Risk:

Infants should be
started on AZT x2
weeks

Medium Risk:

Infant should be started
on AZT x2-6 weeks.
Alternatively,
presumptive therapy
can be started until the
birth HIV PCR is
negative, and then
switched to AZT

Infant Labs (HIV-1 RNA,
quantitative PCR):
° At 2-3 wks, 1-2 mo, 4-6 mo

Mother wishes to
breastmilk feed?

obtained at least 4 wks apart) AND had viremia > 50
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)

o Mothers whose HIV test result is not yet available

v

Advise against breastmilk feeding.

Start presumptive HIV therapy using AZT, 3TC and (NVP or
DTG) (start in < 6 hours)

vkl ‘maKing (see Appendix L e
quantitative PCR): B Bresisile Feciing Mother with confirmed HI
o At2:3wks, 1-2mo, 46 mo Dlecussion)
YE! N
- y
I ik feeding Infants e Medications o Infant;_ 0 sEn: ma(etmal
hours): . Continue presumptive HIV therapy rapid serology
using AZT, 3TC, and (NVP or DTG) test (HIV 1/2
. AZT for 2-6 weeks . =
o T ORpresompiive «  AZT should be given for a minimum Ag/Ab assay)
. . . thetapy with AZT, 3TC. of 6 wks in combination with 3TC and consider
I V l Ed 1Ca t 1ons St al t in S 6 tire and (NVP or DTG) until and (NVP or DTG) for 2-6 wks if addition of HIV-
hen birth HIV PCR is bisth PERinegative 1RNA
negative, then AZT for | | ®  Discuss with ID; 3 drugs for 6 wks quantitative PCR
h ours): antil nepae, if maternal viremia > 200 copies/ i
H % -6 weeks et deuory in discussion
Infant Labs (HIV-1 RNA, [ with ID
itati .y " . Have mom start
. AZT for 2-6 weeks e e | |2 Syenecocananeaiepmet || D
fadd baseline CBC and hepatic e HIV-1RNA, quantitative PCR: At ing breast
. NVP panel if NVP started): At birth, 2 wks, 4-6 wks (test prior to saving breas
P 0 R r es u m t i Ve birth, 2-3 wks, 1-2 mo, 4-6 stopping therapy), 10 wks , 4-6 mo milk until case
it discussed with
. N fond P
therapy with AZT, 3TC,
and (NVP or DTG) until EW, :
that
. . has
birth HIV PCR is
= {Z&TioUrs prioF
negative, then AZT for  persemuiecns "
4 nurse covering HIV to NO

2-6 weeks

Infant Labs (HIV-1 RNA,
guantitative PCR; add
baseline CBC and hepatic
panel if NVP started): At
birth, 2-3 wks, 1-2 mo, 4-6
mo

©2019 Connecticut Children's Medical Center. Al rights reserved,

sient increase in mother’s viral load (<200
consider re-starting breastmilk feeding
ession achieved. Give infant frozen

-d by mother while she was undetectable,
or milk, or formula. Mother will still need
rd breastmilk. Consider 1-3 drug

the infant depending on maternal viral load.

ding mother’s viral load is > 200 copies/mL
RNA, quantitative PCR and start 3 drug.

erapy for the infant (see above High Risk**)

ing can start if mother has sustained viral

[ there are no adherence or viral resistance

A, quantitative PCR):
feeding ends: in 6 wks and 3 mo after

communicate a pending.
discharge and facilitate
referral information. Please
have all relevant maternal

Infant ARV drugs
should be
discontinued and
infant does not need

and infant data, including. :
viral load and ARV names. further testing
(860) 545-9490 feeiiing
can safely resume
Abbreviations:
* ARV=
therapy Click here for
*  AZT=zidovudine national
*  NVP=nevirapine recommendations
. PEP= for fons to
prophylaxis reduce perinatal
o 3TC=lamivudine HIV transmission in
* DTG =dolutegravir the United States
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Breastmilk Feeding Low and
Medium Risk

If breastmilk feeding, infants

should be started on AZT x4-6

WEELE

o If the mother wishes to

extend therapy for the
entire duration of
breastfeeding, options have
been given which should
continue until 4 weeks after
breastfeeding has ended

Labs should be routinely

followed.

Breastmilk feeding should stop

if there is any concern for

transmission.

CLINICAL PATHWAY:

Breastmilk feeding Infants
Consult Lactation Specialist

Medications (start in < 6 hours):
. Startinfant medication: AZT x4-6 wks
o If mother desires extended

therapy for infant for the entire
duration of breastfeeding, then
consider using NVP or 3TC
instead of AZT and continue until
4 wks after breastfeeding has
ended

Labs:

. Birth HIV RNA, quantitative PCR; add
baseline CBC and hepatic panel if NVP
started

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

Perinatal HIV Exposure Management

ifeeding Newborns)

AND DO
REPL,

infants born to mothers with no prenatal care)

leria: Any infant born to a mother with known HIV diagnosis or unconfirmed positive test (including Call ID for any
HIV exposed

ia: Infants born to mothers with confirmed negative HIV tests; Infants known to be infected with HI infant admitted
to hospital (to
Determine low, medium, or high risk** status (defined below) assess status +
olace an official ID Consult and refer patient to ID clinic at discharge (see Discharge lab needs)
nication* below)
e CT Children’s, please call One Call [(860) 837-7741] and ask for pediatric ID on call
T
v v
Medium Risk High Risk**
! ) (any one of the following)
ird ¢ Mother hads a_c"l'e"e“ and e Mothers who did not receive antepartum ARV, OR
Bred P e lnedlviea uppression ©  Mothers who received only ARV in labor, OR
) (I i (defined as at least ,““’h"mv e Mothers who received antepartum ARV but did not
[ s o ;%’:eg‘g've tests; "‘[“m ined have viral suppression (defined as at least two
= an i <‘ A°°£'55/ ’"n "b ;‘é‘e consecutive tests with HIV RNA level <50 copies/mL
JAND: al QESAN‘; s “Ea 4) ‘I’( ¢ obtained at least 4 wks apart) AND had viremia > 50
'!F“ZV' e Withilv 4 Wrsiol copies/mL within 4 wks of delivery OR
e ellvery e Mothers with acute HIV infection during pregnancy or

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

v

Start presumptive HIV therapy using AZT, 3TC and (NVP or

Advise against breastmilk feeding.

DTG) (start in < 6 hours)

|+ At 2-3 wks, 1-2 mo, 4-6 mo

Discussion)

Mother with confirmed HIV?.

Mother remains

ended

Breastmilk feeding Infants
ult Lactation Specialist

4 wks after breastfeeding has

- ) hours):
. . . ins ours): . AZT for
compliant with ARV regimen i AZT X6 wks | |o ORpresd
nded therapy with
and has undetectable AR =i and (NVP or D
©on of breastfeeding, then birth HIV PCR.
. consider using NVP or 3TC negative, the
HIV viral loads? instead of AZT and continue until ;éweeks

Infant Labs (HIV-1 RNA,
quantitative PCR; add

S
v YES

LatN\|
I

o
Ynth HIV RNA, quantitativOlER; add

baseline CBC and hepatic

Continue breastmilk feeding and
medication regimen

Infant Labs (HIV-1 RNA, quantitative

PCR):

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

. If breastmilk feeding beyond 4-6
months: at least every 3 mo while
breastmilk feeding

. After breastmilk feeding ends: in
6 wks and 3 mo after ending

. CBC and hepatic panel every 3
mo while infant receives
medication

for 4 wks.

Maternal Labs: concerns.

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

©2019 Connecticut Children's Medical Center. Al rights reserved,

Stop breastmilk feeding K

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

. If there is 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,
pasteurized donor milk, or formula. Mother will still need
to pump + discard breastmilk. Consider 1-3 drug
prophylaxis for the infant depending on maternal viral load.

. If breastmilk feeding mother’s viral load is > 200 copies/mL
getinfant HIV-1 RNA, quantitative PCR and start 3 drug
presumptive therapy for the infant (see above High Risk*¥*)

. Breastmilk feeding can start if mother has sustained viral
suppression and there are no adherence or viral resjstance

g Can start If mother
| suppression and
rence concerns.

Did
testing
confirm that
mother has

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

feeding
can safely resume

Click here for
national
recommendations
t-exposure for interventions to

reduce perinatal

THIS PATHWAY
SERVES AS A GUIDE

GEC
JUDGMENT.
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o > hildrons



High Risk

Breastmilk should not be given
for infants in the High Risk
category

Presumptive therapy should be
started on the infant

Labs should be sent at regular
intervals

Breastmilk feeding can be

started if the mother has
sustained viral suppression and
there are no adherence
concerns

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
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

1g Newborns)

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

fant born to a mother with known HIV diagnosis or unconfirmed positive test (includin,
infants born to mothers with no prenatal care)
orn to mothers with confirmed negative HIV tests; Infants known to be infected with HI

fow)

ermine low, medium, or high risk** status (defined below)
fcial ID Consult and refer patient to ID clinic at discharge (see Discharge

n's, please call One Call [(860) 837-7741] and ask for pediatric ID on call

8 Call ID for any
HIV exposed
infant admitted

to hospital (to
assess status +
lab needs)

o Mother has achieved and
maintained viral suppression
bs (defined as at least two
consecutive tests with HIV
i RNA <50 copies/mL obtained
at least 4 wks apart) by 36
weeks AND within 4 wks of
delivery

v

Mother wishes to

Advise against breastmilk feeding.

Start presumptive HIV therapy using AZT, 3TC and (NVP or
DTG) (start in < 6 hours)

Mother with confirmed HIV?

v v
Medium Risk High Risk**

(any one of the following)

e Mothers who did not receive antepartum ARV, OR

©  Mothers who received only ARV in labor, OR

e 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
copies/mL within 4 wks of delivery OR

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

o Mothers whose HIV test result is not yet available

v

Advise against breastmilk feeding.

Start presumptive HIV therapy using AZT, 3TC and (NVP or
DTG) (start in < 6 hours)

G

Breastmilk feeding Infants
Consult Lactation Specialist

Medications (start in < 6 hours):
. Start infant medication: AZT x4-

duration of

If mother desires extended
therapy for infant for the entire

Medications (start in < 6

Medications for Infant:

o Continue presumptive HIV therapy

© Send maternal
rapid serology
test (HIV 1/2
Ag/Ab assay)

hours): ;
o AZTfor 2-6 weeks using AZT, 3TC, and (NVP or DTG)
6 wks e ,ORp n *  AZT should be given for a minimum

then

consider using NVP or 3TC

4 wks after breastfeeding
ended

YES
v

tabs:
i Vunonn 2

instead of AZT and continue until

has

add

Medications for Infant:
. Continue presumptive HIV therapy
using AZT, 3TC, and (NVP or DTG)

° AZT should be given fora minimum

of 6 wks in combination with 3TC
and (NVP or DTG) for 2-6 wks if
birth PCR negative

° Discuss with ID; 3 drugs for 6 wks
if maternal viremia > 200 copies/
mL at delivery

Infant Labs:

. Baseline CBC and hepatic panel

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

Breastmilk feeding can start if mother
has sustained viral suppression and
there are no adherence concerns.

L

=3 2

[c3g<3 530990253

Send maternal
rapid serology
test (HIV 1/2
Ag/Ab assay)
and consider

£ NVP panel if NVP starteny:
birth, 2-3 wks, 1-2 mo, 4-6
mo

i,
stoppin

xnsider

n of HIV-

ative PCR
ssion

jom start
g and
breast
milk until case
discussed with

A

NEW,

X

addition of HIV-

v

1 RNA
quantitative PCR
in discussion
with ID

Have mom start
pumping and
saving breast
milk until case

Stop breastmilk feeding

nsient increase in mother’s viral load (<200
n consider re-starting breastmilk feeding
ression achieved. Give infant frozen

ed by mother while she was undetectable,
nor milk, or formula. Mother will still need
ard breastmilk. Consider 1-3 drug

Leding mother’s viral load is > 200 copies/mL
1 RNA, quantitative PCR and start 3 drug
herapy for the infant (see above High Risk**)

ding can start if mother has sustained viral

id there are no adherence or viral resistance

INA, quantitative PCR):
Ik feeding ends: in 6 wks and 3 mo after

the infant depending on maternal viral load.

TZARours prior
Please call and ask for the ID
nurse covering HIV to
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

(860) 545-9490 feeding
can safely resume.
Abbreviations:
o ARV=
therapy Click here for
e AZT =zidovudine national
o NVP=nevirapine recommendations
. PEP = for i tions to

prophylaxis
o 37C=lamivudine
© DG =dolutegravir

reduce perinatal
HIV transmission in
the United States

discussed with

ID
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CLINICAL PATHWAY: THIS PATHWAY

SERVES AS A GUIDE

Perinatal HIV Exposure Management @ggLADCE < [ﬁ N
o = CE CLINIC
(for Breastfeeding and Non-Breastfeeding Newborns) JUDGMENT
I e Inclusion Criteria: Any infant born to a mother with known HIV diagnosis or unconfirmed positive test (including Call ID for any.
g R Tor infants born to mothers with no prenatal care) HIV exposed

AP dosing Exclusion Criteria: Infants born to mothers with confirmed negative HIV tests; Infants known to be infected with HI Infant admitted

A 2 to hospital (to

Determine low, medium, or high risk** status (defined below) assess status +

«  Always place an official ID Consult and refer patient to ID clinic at discharge (see Discharge lab needs)

Communication* below)
o Ifoutside CT Children’s, please call One Call [(860) 837-7741] and ask for pediatric ID on call
T

v v v
Low Risk Medium Risk h Riskct*
(any one of the followi

«  Mother received ARV at minimum during the third o Mother has achieved and o Mothersut T one. éce'vﬂn(ep’ﬂum ARY: 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 s Motherewho recaived antapartum ARY bt did not
at least two consecutive tests with HIV RNA levels <50 consecutive tests with HIV bave viral sunpression (defined a5 st least two
copies/mL obtained at least 4 wks apart) by 20 weeks and RNA <50 copies/mL obtained comeccutive vaste with HIV ANA lovel <50 coplus/rmL
for the remainder of the pregnancy, AND at least 4 wks apart) by 36 b ttnad af lonet 4wk apart] AND had vireala 580

«  Did not have acute HIV infection during pregnancy, AND weeks AND within 4 wks of coprefm within & who of delivery OR
bl i hasnidantiion. delivery e Mothers with acute HIV infection during pregnancy or

while breastmilk feeding (in which case, breastmilk
feeding should be immediately discontinued)
o Mothers whose HIV test result is not yet available
2

*Discharge Communication:
_ _ _ - _ (24 hours prior to discharge)
Communication with Pediatric Infectious Please call and ask for the ID

Diseases is paramount throughout the TL75E EFEnE (R T

hospitalization and at the time of hospital -
_ discharge and facilitate

discharge. referral information. Please i

Mother wishes to
fepd?

AZT for 2-6 weeks

e Discuss with ID; 3 drugs for 6 wks

if maternal viremia > 200 copies/ quantitativePCR

h I I I I 2:6 weeks i indlcission
ave all relevant materna a1
Infant Labs:
Qv PCR; add o Baseline CBC and hepatic panel ° Haemomstat
aseline CBC and hepatic parep pumping and

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

saving breast
milk until case
discussed with

and infant data, including - i
viral load and ARV names.

Please contact the ID nurse for any pending
discharges — this will assist in planning follow (860) 5459490

feeding can start if mother
has sustained viral suppression and

Did
testing
confirm that

ve mother has
l I Ca re HIV viral loads;
. *Discharge Communication:
v (24 hours prior to discharge)
Continue breastmilk feeding and Stop breastmilk feeding Please call and ask for the ID
medication regimen nurse covering HIV to NO
- o Ifthereisa transient increase in mother’s viral load (<200 communicate a pending
'"‘3"_‘ Labs (HIV-1 RNA, quantitative copies/mL), can consider re-starting breastmilk feeding discharge and facilitate Infant ARV drugs
PCR): once viral suppression achieved. Give infant frozen referral information. Please should be
®  Standard: 2-3 wks, 12 mo, 4-6 breastmilk stored by mother while she was undetectable, have all relevant maternal discontinued and
mo . 3 pasteurized donor milk, or formula. Mother will still need and infant data, including infant does not need
*  Wbreastmilk feeding beyond 4-6 to pump + discard breastmilk. Consider 1-3 drug ey By further testing
mionths:at |east every 3 mowhile prophylaxis for the infant depending on maternal viral load. (860) 545-9490 Fesiri
breastmilk feeding | |»  ifbreastmilk feeding mother’s viral load is > 200 copies/mL cam safely resume,
¢  Afer breastmilk feading ends:in get infant HIV-1 RNA, quantitative PCR and start 3 drug boretiatons
6 wks and 3 mo after ending presumptive therapy for the infant (see above High Risk**)
*  CBCand hepatic panel every 3 for 4 wks. *  ARV=
mo while infant receives o Breastmilk feeding can start if mother has sustained viral therapy Click here for
medicStion suppression and there are no adherence or viral resistance | [ |*  AZT =zidovudine "“"’"d"
Maternal Labs: concerns. P recommendations
; o PEP = post-exp for to
«  Viralload every 1-2 mo to be . . ek
done by mother's provider and | | Infant Labs (HIV-1 RNA, quantitative PCR): prophylaxis perin:
ini . ®  After breastmilk feeding ends: in 6 wks and 3 mo after *  3TC=lamivudine HIV transmission in
results documented in infant’s g k
chart ending * DTG = dolutegravir the United States
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Review of Key Points e

* 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 with formula, when needed, is no longer thought to pose
a transmission risk

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



Quality Metrics o

* 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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