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INTRODUCTION

In high-income settings, exclusive use of formula remains
the recommended method of feeding for infants born to
women* living with HIV (WLWH). Various groups, includ-
ing the American Academy of Pediatrics, endorse this prac-
tice because of the potential risk of vertical transmission
through breast milk.!* Guidance from the World Health
Organization differs and recommends breastfeeding in
resource-limited settings where safe replacement feeding
is not readily accessible.* The latest recommendations from
the Canadian Pediatric & Perinatal HIV/AIDS Research
Group (CPARG)! and the US Department of Health and
Human Services (DHHS)? reflect changing practice to
support WLWH who choose to breastfeed, as evidence
suggests minimal risk of HIV transmission (less than 1%)
when maternal adherence to antiretroviral therapy (ART) is
optimal and viral load is suppressed.> Case reports describ-
ing breastfeeding in high-income settings have provided
limited information detailing the real-world challenges of
implementation and the considerations required to facilitate
successful change in practice. To inform a shared decision-
making approach to infant feeding management, this study
presents a case series involving WLWH who breastfed their
infants at a single site in Regina, Saskatchewan.

METHODS

The medical records of 2 multipara WLWH and their
3 infants, breastfed between September 2021 and March
2023, were retrospectively reviewed. Information gathered
encompassed the motivations for breastfeeding and the

*Within this article, the term “woman” is applied to any person who ges-
tates a fetus. This terminology reflects current guidelines and may not be
inclusive of all gender identities. Alternative terms such as “chestfeeding”
or “body feeding” may be preferred to “breastfeeding”.

particular feeding strategy in each case, as well as maternal
and infant characteristics and outcomes.

The study was approved by the Saskatchewan Health
Authority Ethics Committee. Written consent for publica-
tion was obtained from all patients or guardians of minors.

RESULTS

In each case, once the mother expressed a desire to breast-
feed the infant, collaborative discussions were undertaken.
These discussions involved pediatric and adult infectious
diseases specialists, pharmacists, lactation consultants,
social workers, and dietitians, as well as nurse educators
and managers. The goal was to formulate a comprehensive
infant feeding strategy to support breastfeeding in WLWH,
while addressing any associated stigma or concerns regard-
ing this practice.

In accordance with recommendations from the pedi-
atric infectious diseases specialist or specialists involved in
each case, the infants were to be exclusively breastfed and
were to receive combination ART (termed infant prophyl-
axis) consisting of nevirapine, lamivudine, and zidovudine
while breastfeeding and for 1 month after cessation. Mixed
feeding (with a combination of breast milk and formula)
was to be avoided due to a theoretical increased risk of post-
natal transmission. Donor human milk (DHM) was avail-
able as needed in all cases described here, with coverage of
costs supported through the institution’s HIV program.

Infant monitoring included once-monthly HIV viral
load testing up to 1 month after cessation of breastfeeding,
along with complete blood count, differential blood count,
liver panel, and renal panel at 2 months of age while receiving
ART. Maternal monitoring included once-monthly HIV viral
load testing while breastfeeding, with plans to cease breast-
feeding if detectable viremia was identified. Before delivery,
the health care teams of all involved units were informed
of the infant feeding strategy through documentation in
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the maternal health record, email correspondence, and fax
transmission. Application of the infant feeding strategy is
outlined in Table 1, with maternal and infant characteristics
described in Tables 2 and 3, respectively.

Case 1

The first case involved an infant born at 40 weeks’ gestation
to a 30-year-old mother of First Nations descent. Her past
medical history included opioid use disorder (although she
was stable on opioid agonist therapy at the time of deliv-
ery) and severe postpartum depression (PPD) with her first

TABLE 1. Infant Feeding Strategy and Care Received for WLWH

child, whom she did not breastfeed. She expressed interest
in breastfeeding the second child to decrease the potential
risk of PPD. Through a shared decision-making process,
education was provided, including counselling by a lacta-
tion consultant for antenatal milk expression to begin at 36
weeks’ gestation. Following delivery, the infant was given
formula during a period of unexpected separation from
the mother (caused by a need for additional monitoring of
the infant). The mother was informed of the error, and a
shared decision was made to continue with the initial feed-
ing strategy.

Aspect of Care Case 1 Case 2 Case 3
Patient supports
Counselling on transmission risk, feeding strategy, and monitoring plan Yes Yes Yes
Education by HIV Program Yes Yes Yes
Education by lactation consultant Yes No Yes
Breastfeeding practices
Exclusive breastfeeding Yes Yes Yes
Availability of donor human milk for lactation insufficiency Yes Yes Yes
Pharmacotherapy
Standard maternal ART throughout pregnancy and breastfeeding Yes Yes Yes
Infant prophylaxis during breastfeeding and continuing until 1 month after cessation of breastfeeding? Yes Yes Yes
Monitoring plan
Maternal HIV viral load: monthly while breastfeeding Yes Yes Yes
Infant HIV viral load: at birth, then monthly until 1 month after cessation of breastfeeding Yes Yes Yes
Infant CBC with differential, liver panel, and renal panel assessment: at 2 months after delivery; Yes Yes Yes

to be repeated after 2 weeks if abnormal

ART = antiretroviral therapy, CBC = complete blood count, No = intervention not received, Yes = intervention received, WLWH = women living with HIV.
2Infant prophylaxis as follows: zidovudine 4 mg/kg BID for 4 weeks, then 12 mg/kg BID; lamivudine 2 mg/kg BID for 4 weeks, then 4 mg/kg BID; nevirapine

6 mg/kg BID for 4 weeks, then 200 mg/m?2 body surface area BID.
PNo therapeutic drug monitoring was planned or performed in any of the cases.

TABLE 2. Maternal Baseline Characteristics

Characteristic Case 1 Case 22 Case 32
Maternal age at delivery (yr) 30 28 30

Ethnicity First Nations First Nations First Nations
History of breastfeeding with HIV No Yes Yes

ART before conception DRV/COBI + FTC/TDF BIC/FTC/TAF DTG + FTC/TDF
Maternal ART during pregnancy DTG + FTC/TDF DTG + FTC/TDF DTG + FTC/TDF
Documented resistance mutations No genotyping available No resistance mutations per baseline genotyping at diagnosis
Viral load at first antenatal care TND TND TND

CD4 count (cells/pL) at first antenatal care 447 (37%) 433 (33%) 416 (35%)
Predelivery HIV viral load (copies/mL) TND TND <20

Method of delivery Cesarean Vaginal Vaginal

ART = antiretroviral therapy, BIC = bictegravir, COBI = cobicistat, DRV = darunavir, DTG = dolutegravir, FTC = emtricitabine, TAF = tenofovir alafenamide,

TDF = tenofovir disoproxil fumarate, TND = target not detected.
2Cases 2 and 3 involved the same mother.
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TABLE 3. Infant Characteristics

Characteristic Case 1 Case 2 Case 3
Gestational age at delivery 40 wk 38 + 2/7 wk 38 + 5/7 wk
Sex Male Female Male
Birth weight 4.04 kg 3.11 kg 3.35kg
HIV viral load at birth Not available Not available TND
Infant prophylaxis initiated at birth NVP + 3TC + ZDV NVP + 3TC + ZDV NVP + 3TC + ZDV
Duration of breastfeeding 3wk 12 wk 7 wk
Total duration of infant prophylaxis 7 wk 16 wkP 8 wkb
Timeline of follow-up for HIV viral load? 3 wk: TND 4 wk: TND 4 wk: TND
10 wk: cancelled 8 wk: TND 8 wk: TND
18 wk: TND 11 wk: TND 15 wk: TND
15 wk: TND 21 wk: TND
20 wk: TND
62 wk: TND

3TC = lamivudine, NVP = nevirapine, TND = target not detected, ZDV = zidovudine.

aTime reported as postnatal age in weeks.

bAdherence was known to be poor before planned date of discontinuation of infant prophylaxis.

DHM was initiated due to lactation insufficiency while
the mother and infant were in hospital, and the dietitian
coordinated outpatient supply. Despite pharmacotherapy
with domperidone for 3 weeks after discharge, lactation
insufficiency continued, and a shared decision was made
to discontinue breastfeeding. The infant was transitioned
to formula, and infant prophylaxis continued for 1 month.
Monitoring of HIV viral load at 1 month after cessation of
breastfeeding and at 4 months of age confirmed that the
infant remained HIV-negative. The mother did not experi-
ence PPD.

Cases 2 and 3

The second and third cases relate to 2 pregnancies involving
the same mother of First Nations descent with a past med-
ical history of stimulant use disorder, anxiety, depression,
and PPD; the previous experience of PPD had resulted in
a return to stimulant use. Although there was known diffi-
culty with adherence to ART, the mother’s HIV viral load
remained consistently suppressed before conception and
throughout both pregnancies. Her expressed motivations
to breastfeed included a desire to bond with her infants
and a desire to ameliorate the risk of PPD and return to
substance use. She also reported that she had breastfed her
prior infant, although this history had not previously been
disclosed to the health care team.

In case 2 (the first of this mother’s 2 pregnancies of inter-
est), initial lactation insufficiency resulted in the use of DHM
for 3 days, which was discontinued after stimulation of milk
production by breast pump. Infant neutropenia, attributed
to zidovudine, was identified at 9 weeks. Although a shared
decision was made to continue the infant’s medications,

the mother independently discontinued infant prophylaxis
and began mixed feeding because she had concerns about
adverse effects from infant medications. When this situ-
ation was identified 1 week later, infant prophylaxis and
breastfeeding were resumed. Ongoing adherence difficulties
with maternal and infant ART persisted, leading to a shared
decision to transition to exclusive formula feeding. Infant
prophylaxis was continued for 4 weeks after last disclosure
of breastfeeding, but adherence was uncertain. The mother
did not experience PPD or return to substance use, and the
infant remained HIV-negative.

In case 3 (the mother’s subsequent pregnancy of inter-
est), DHM was initiated in hospital to address the mother’s
concerns regarding her milk supply. The mother was referred
to a lactation consultant, who encouraged her to breastfeed,
and DHM was discontinued before discharge. One month
after the delivery, the mother disclosed supplemental use of
DHM obtained through a private online source; she cited
mental health concerns as a barrier to adherence to infant
prophylaxis and exclusive breastfeeding. Nevirapine mono-
therapy was offered as a simplified option, but the mother
elected to continue triple therapy with ongoing attempts to
breastfeed. Shortly thereafter, the mother reported ongoing
use of unregulated DHM, with no administration of the
infant’s prophylactic medications. A shared decision was
made to discontinue infant prophylaxis and all forms of
breast milk, with transition to exclusive formula feeding.
The infant remained HIV-negative, and the mother was
referred to primary care for management of depression. The
mother later disclosed to the health care team that none of
the infant prophylaxis medications had been administered
after discharge.
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DISCUSSION

This report describes implementation and outcomes of
breastfeeding for 2 WLWH and their infants at a single
site in Regina, Saskatchewan. Several published cases from
high-income countries (Canada, the United States, and
Germany) have reported various approaches to clinical
management for both mother and infant.®® What differ-
entiates the current report from those earlier publications
is the description of measures taken to facilitate breast-
feeding, the complications experienced throughout the
breastfeeding period, and the inclusion of cases involving
poor adherence to ART and infant prophylaxis.

In high-income settings, there is growing interest in
breastfeeding among WLWH.!®!! The reasons for wanting
to breastfeed include immunologic or nutritional benefits,
infant bonding, cultural expectations, and fear of HIV
disclosure.”®12 The CPARG guidelines! acknowledge the
psychological impacts when a person’s experience of breast-
feedingislimited or constrained and the subsequent feelings
of grief or sadness that may arise. The decision to support
these women in their choice to breastfeed respected patient
desires and promoted harm reduction, given the women’s
previous experiences of PPD and return to substance use, as
well as a history of breastfeeding without disclosure to the
health care team. To our knowledge, this report is the first
to describe the risk of return to substance use and PPD as
reasons for breastfeeding among WLWH.

These cases preceded the publication of the CPARG
and DHHS guidelines."? Successful implementation of
breastfeeding for WLWH requires diligent communica-
tion and collaboration between the health care team and
patient. A survey of medical professionals working with
WLWH in the United States revealed that only 10% of the
100 respondents had an institutional protocol to support
breastfeeding, but nearly half of respondents described hav-
ing cared for or provided counselling to WLWH interested
in or actively breastfeeding.!* These findings illustrate the
variability in messaging and care that WLWH may receive
when seeking guidance about infant feeding. To reduce the
risk of deviating from the breastfeeding strategy, documen-
tation and accessibility of this information upon transitions
of care are important.

The cases reported here demonstrate the importance
of supporting WLWH in making informed decisions
about infant feeding without judgment or bias, as well as
the value of strong trusting relationships between each
patient and their practitioners. Such ongoing relationships
are valuable to ensure that patients feel secure in disclos-
ing their personal situations and the challenges they have
encountered during breastfeeding. The various complica-
tions described in these cases highlight the importance
of educating health care team members and parents well
in advance of delivery, and the need for comprehensive

follow-up to support WLWH who choose to breastfeed.
Although initial education about breastfeeding and risk of
HIV transmission is imperative for all involved, ongoing
reinforcement of knowledge is needed to ensure clarity and
understanding of concepts and to avoid misinterpretation
and clinical complications.

CONCLUSION

Recent guidelines in Canada and the United States have
acknowledged the need to support breastfeeding in WLWH
and have recognized the importance of multidisciplinary
engagement and collaboration. The cases presented here
highlight various strategies that can be used to optimize
successful infant feeding, while also detailing clinical
complications that can occur in real-world practice. When
developing flexible breastfeeding management plans for
WLWH, health care providers should prioritize the estab-
lishment of a trusting patient-practitioner relationship
and should apply interdisciplinary expertise accordingly.
Ongoing efforts are needed to standardize clinical proto-
cols, to promote greater awareness and adoption of current
guidelines, and to educate members of the health care team
about the evolving approaches in breastfeeding manage-
ment for WLWH.
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