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“Mother to child transmission of HIV-1” – a summary
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Sub-Saharan Africa bears the global brunt of HIV and therefore questions such as the ones around breast-feeding issues are very important for people in our part of the world, said Dr Gray at the start of her talk on MTCT at the Durban AIDS Forum in July.

According to the Perinatal HIV Research Unit, Africa’s global AIDS burden is 25.3 million compared to the rest of the world’s 10.8 million – approximately half of the infections world-wide. A UNAIDS report for up to December 2000, further estimated that the number of children (<15 years) who were newly infected with HIV in 2000, totaled in the region of 600 000 new cases. In South Africa alone, 4.7 million people are infected and AIDS will double the infant mortality rate by the year 2010. Equally chilling is the research unit’s allegation that in that same year, our life expectancy will be 43 years; 17 years less than it would have been without AIDS. 

Dr Gray commenced with the issues around MTCT by stating: ‘we all agree that HIV is found in breast milk and breast milk can transmit HIV. Breastfeeding accounts for 30-50% of all infections in breastfed infants.’ She went on to say that a meta-analyses of the data concluded an up to 17% added risk.

Transmission of HIV: 






· In utero







· Late pregnancy, labour and delivery




· Post-partum







· Transmission rates: Africa: 8.8 - 42%


 

Timing of MTCT: when most critical? Surprisingly enough, Dr Gray indicated that the biggest amount of transmission takes place in the first few weeks of life – “ worst time for transmission occurs at the best time for protection” she said. 

Promoting early transmission: especially premature babies are very susceptible to the high antigen levels I colostrums, they have an immature immune response and increased gut permeability (Dunn et al, 1998).

Promoting late transmission: adding additional feeds may increase rates of transmission, as may the volume of breast milk ingested, introduction of supplementary foods and declining concentrations of specific and non-specific immune substances in breast milk (Dunn et al, 1998).

Infant factors:

	
	Strong evidence
	Limited evidence

	Breastfeeding
	Breastfeeding compared to replacement feeding
	? Protective effect of exclusive breastfeeding to 3-6 months

	Gestational age
	Prematurity
	

	Immunological
	
	CTL responses following in-utero exposure

	Other
	
	Female > male 

Skin and/or mucous membrane lesions (oral thrush)


Transmission via breastfeeding

Possible facilitating factors:

Factors associated with transmission: higher maternal infectivity: high viral load, seroconversion; higher levels of cell free virus in breast milk; CD4 less than 400/mm³; low vitamin A levels; mastitis; oral thrush in children; low IgA

Possible protective factors:

HIV-specific IgM and IgA; IgM with cytotoxic/neutralizing properties; mucins, lysozymes, lactoferrin, T-cells, complement; secretory leukocyte PI; possible GIT protective effects of exclusive breastfeeding.

Dr Gray emphasized that the protective factor deemed to be a direct result of exclusive breastfeeding is very exciting and good data, but at this time is still only a hypothesis.

Also, late breastfeeding is associated with a low continuous rate of transmission of 3.2% per year (Leroy V et al. Lancet 1998; 352:597-600).

Why do women breastfeed?:

· 65% said that ‘infants would grow better’

· 46% said that it was their culture to BF

· 19% said it was a ‘cost’ issue

· 18% worried about what others would think

(Urban M, Gray GE, Wagstaff L: MMED thesis)

Did counselling influence infant feeding choices?

· More than 1 counselling session resulted in women not BF (p<0.001)

· Knowledge of HIV transmission through BF was associated with an avoidance of BF (p<0,001)

· Trend towards significance between one episode of counselling and lack of knowledge of BF transmission (p = 0.06)

(Urban M, Gray GE, Wagstaff L: MMED thesis)

Questions and answers:

Q: What is mixed feeding?

A: Mixed feeding could be: formula feeding plus breast milk, or breast milk plus porridge and some milk or gruel. Mixed feeding is when a mother does not exclusively either breastfeed or formula feed.

Q: What is child mortality like in the area of formula feeding?

A: Infant mortality rates without HIV are about 19 per 1000, quadruple that in HIV-positive babies.

Glossary:

Complement:

immune response

Cytotoxic:

cell killing

IgM and IgA:

antibodies

Mastitis:

inflammation of the mammary gland in the breast


Mucins:

enzymes

PLEASE NOTE: The above report is a ‘report back’ on a talk given by Dr Glenda Gray and statements and references in this report are based on her personal expertise and research. For further information and questions please contact: gray@pixie.co.za

