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Letters to the Editor

Rethinking Breastfeeding Guidelines for  
People Living With HIV

To the Editor: In Dr. Ramírez’s article, maternal HIV is 
identified in Table 2 as a contraindication to breastfeeding.1 
The recommendation has been updated in the U.S. Department 
of Health and Human Services Recommendations for the Use 
of Antiretroviral Drugs During Pregnancy and Interventions 
to Reduce Perinatal HIV Transmission in the United States.2 
The guideline states, “Individuals with HIV on ART [antiret-
roviral therapy] with a consistently suppressed viral load during 
pregnancy (at a minimum during the third trimester) and at 
the time of delivery should be counseled on the options of 
formula feeding, banked donor milk, or breastfeeding,” and 
that those “…who choose to breastfeed should be supported 
in this decision.”2 

The updated recommendation was developed with input from 
community members, including those living with HIV while 
breastfeeding. It is based on the recognition that the risk of 
lactational HIV transmission with viral suppression on antiret-
roviral therapy is less than 1% and that people with HIV desire 
and deserve autonomy in making this decision.2 The recommen-
dation reflects a meaningful change in how clinicians should 
counsel people with HIV about their infant feeding options.

Living with HIV is no longer a contraindication to breast/
chestfeeding. Physicians treating patients with HIV have an 
opportunity to provide person-centered, evidence-based coun-
seling, which allows for informed decision-making. Counseling 
should start prenatally with a care team that has developed a 
trusting, therapeutic relationship with the pregnant person and 
include information about the risk of HIV transmission, ben-
efits of human milk, and importance of sustained postpartum 
viral suppression. Counseling should be noncoercive. 

Involving child welfare agencies is an inappropriate response 
to the infant feeding choices of a person with HIV. Clinicians 
should be aware of potential biases because referrals to these 
agencies are made disproportionately for people of color and 
families with public insurance.3 Table 1 lists recommenda-
tions for counseling.2 For more resources, pregnant patients 
and their families can visit the Well Project at https://www.
thewellproject.org/hiv-information/overview-infant-feeding-
options-parents-living-hiv. Clinicians with questions about 
infant feeding for patients with HIV are encouraged to con-
sult the National Clinician Consultation Center’s Perinatal 
HIV Hotline at 888-448-8765 or https://nccc.ucsf.edu/
clinician-consultation/perinatal-hiv-aids.
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TABLE 1

Components of Counseling on Infant Feeding 
Options for Pregnant People With HIV

Formula and pasteurized donor human milk are infant 
feeding options that eliminate the risk of HIV transmission.

Fully suppressive antiretroviral therapy during pregnancy 
and breastfeeding decreases breastfeeding transmission 
risk to less than 1%.

Exclusive breastfeeding in infants up to 6 months of age 
is recommended over mixed feeding (i.e., breast milk and 
formula), acknowledging that an intermittent need to 
provide formula (e.g., infant weight loss, milk supply not 
yet established, parent not having enough stored milk) 
may be necessary. Solids should be introduced as recom-
mended but not before 6 months of age.

The postpartum period presents challenges for all par-
ents. Ensuring access to a supportive clinical team and 
peer support in the postpartum period is beneficial in 
promoting medication adherence, viral load monitoring, 
and engagement in care.

Access to support from a professional with expertise in 
supporting people with HIV who want to breastfeed is 
beneficial.

Most studies of breastfeeding in people with HIV were 
conducted in resource-limited settings. More informa-
tion is needed about the risk of HIV transmission through 
breastfeeding in high-resource settings and when people 
are adherent to antiretroviral therapy with sustained viral 
suppression starting early in pregnancy.

Breastfeeding provides health benefits to the infant (e.g., 
reduction in asthma, gastroenteritis, otitis media) and the 
parent (e.g., reduction in hypertension, type 2 diabetes 
mellitus, breast cancer, ovarian cancer).

Information from reference 2.
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Editor’s Note: This letter was sent to the author of “Prenatal 
Care: An Evidence-Based Approach,” who declined to reply.
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Corrections
Incorrect Recommendation. In the article “Diabetic 
Peripheral Neuropathy: Prevention and Treatment” (March 
2024, p. 226), a recommendation for decreasing the develop-
ment of diabetic peripheral neuropathy incorrectly included 
lipid levels in the last sentence of the Primary Prevention sec-
tion (p. 226) and in the first Clinical Recommendation of the 
SORT table (p. 227). The sentence in the text should have 
read, “Maintaining a systolic blood pressure of 140 mm Hg 
or lower can decrease the development of diabetic peripheral 
neuropathy.11” The first recommendation in the SORT table 
should have read, “Intensive glycemic control and lowering 
blood pressure are recommended to reduce the risk of devel-
oping diabetic peripheral neuropathy.7,8,11” The online version 
of the article has been corrected. 

Incorrect Statistic. In the article “Managing Selected Chronic 
Conditions in Hospitalized Patients” (February 2024, p. 
134), an incorrect statistic was listed regarding the incidence 
of venous thromboembolism (VTE) during hospitalization 
and the effects of VTE prophylaxis. The second and third 
sentences of the “Venous Thromboembolism Prevention” 
section (p. 140) should have read, “The overall incidence of 
VTE in noncritically ill hospitalized patients is approximately 
1.2%.47 Appropriate VTE prophylaxis reduces morbidity 
and the overall risk of developing deep venous thrombosis or 
pulmonary embolism.48” Reference 47 has been updated to 
Neeman E, Liu V, Mishra P, et al. Trends and risk factors 
for venous thromboembolism among hospitalized medical 
patients. JAMA Netw Open. 2022;5(11):e2240373. The online 
version of the article has been corrected. ■
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