CORRESPONDENCE

Effective Prevention of Parent-to-
Child Transmission of HIV

We read the recent article in Indian Pediatrics by
Seenivasan, et al. [1], with great interest. The authors
inferred and suggested that the perinatal transmission
detected by polymerase chain reaction (PCR) positivity at
6 weeks in three infants was secondary to intrapartum
transmission and could not be attributed to breastfeeding
alone. Though risk of transmission increases with
duration of breastfeeding, it has been well reported in
literature that transmission of human immunodeficiency
virus(HIV) through breastmilk can occur even asearly as
six weeks [2,3]. Moreover, during early stages of
breastfeeding, infants may be at increased risk of
infectivity due to factors such as immaturity of immune
system, increased permeability of gut, or high HIV load
in colostrum [4]. In a randomized control study by
Nduati, et al. [2], there was 10% increase of cumulative
risk in breastfed infants for developing HIV infection
when compared to formula-fed infants, even at 6 weeks
[2]. SAINT tria group inferred that breastfed infants are
twice at risk of HIV infection compared to non breastfed
infants during the first four weeks[3]. Hence, attributing
HIV DNA PCR positivity to intrapartum transmission
alonemay not be prudent.

It is interesting to note that HIV transmission was
prevented even in mothers with advanced clinical
disease. The important factor, as also stated by the
authors, could be the introduction of triple anti-retroviral
therapy (ART). However, it may also be important if the
authors could furnish the details regarding mode of
delivery, associated sexua transmitted infections, and
various obstetric factors known to influence HIV
transmission among the three groups of HIV positive
mothers. It is a well known fact that elective cesarean
delivery prior to rupture of membranesreducestherisk of
HIV transmission by nearly 50% compared to vaginal
delivery [5]. Hence, if those confounding variables are
equally distributed among the groups, then ART can be
singularly taken asthe protectivefactor.
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Effective Prevention of
Parent-to-Child Transmission of
HIV: Author’sReply

The publication quoted by author [1] showed the higher
risk of breastfeeding-related transmission in early stages
of breastfeeding than in thelate stages, but the higher risk
of mother-to-child transmission was predicted based on
the mathematical model developed by them for different
sources of epidemiological data. Prior to the 2010
guidelines on HIV and infant feeding [2], avoidance or
early cessation of breastfeeding seemed logical or
appropriate. However, the repercussions for the health
and surviva of the infants were serious, with studies
showing much higher mortality rate due to diarrhea,
mal nutrition and other diseasesin non-breastfed children.
The 2010 recommendations are based on evidence of
positive outcomes for HIV-free survival through
provision of anti-retrovirals to breastfed HIV-exposed
infants. Apart from the above mentioned, there are many
publications [3-5] documenting that exclusive
breastfeeding at early stage reduces HIV-transmission
risk for infants.

In our study, the time of testing (6 weeks of postnatal
life) was based on National AIDS Control Organization/
guidelines[6]. Threeinfantswho were exclusively breast
fedwereHIV-1DNA PCR positiveat 6 weeksof life. Based
on the papers [3-5] we quoted above, we may attribute
HIV DNA PCR positivity to intrapartum transmission.
However, we do agree that intrapartum transmission
alone may not be the causein our study. Breastfeeding is
apossiblefactor for PCR positivity. However, we did not
carry out DNA PCR at birth, to rule out intra-uterine
transmission. Transmission during delivery would be
missed if DNA PCR istaken at birth as viral replication
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takes time. Secondly, DNA PCR demonstrated lower
sensitivities at birth and 4 weeks of 68.4% and 87.5%,
respectively. Oneinfant whowas PCR negative at 6 weeks
became positive during the second sampling after
stopping breast feeds. This we attributed to breast
feeding (25 % of total transmission). Moreover, we
recommend further studiesin Indian setting to assess the
effect of formulafeedingin HIV transmission, and overall
mortality and morbidity.

Confounding variables like HIV staging of mother,
CD 4 counts, mode of delivery, antenatal bleeding per
vaginum, prolonged rupture of membrane were
comparable as given in Table | in the study [7]. None of
the four women had other sexually transmitted diseases
during pregnancy. Hence, ART can besingularly taken as
the protectivefactor.

SEENIVASAN SUBRAMANI
Department of Pediatrics,
Government Kilpauk Medical College,
Chennai, Tamil Nadu, India.
seeni.sholing@gmail.com

REFERENCES

1. Dunn DT, Tess BH, Rodrigues LC, Ades AE. Mother-to-
child transmission of HIV: Implications of variation in

CORRESPONDENCE

maternal infectivity. AIDS. 1998;12:2211-6.

2. World Health Organization. Guidelineson HIV and Infant
Feeding 2010: Principles and Recommendationsfor Infant
Feedinginthe Context of HIV and aSummary of Evidence.
Geneva: World Health Organization; 2010. p. 49.

3. Natchu UC, Liu E, Duggan C, Msamanga G, Peterson K,
Aboud S, et al. Exclusive breastfeeding reduces risk of
mortality ininfantsup to 6 mo of age bornto HIV-positive
Tanzanianwomen. Am JClin Nutr. 2012;96:1071-8.

4. 11iff PJ, Piwoz EG, Tavengwa NV, Zunguza CD, Marinda
ET, NathooKJ, et al. Early exclusive breastfeeding reduces
the risk of postnatal HIV-1 transmission and increases
HIV-freesurvival. AIDS. 2005:19:699-708.

5. Rollins NC, Filteau SM, Coutsoudis A, Tomkins AM.
Feeding mode, intestinal permeability, and neopterin
excretion: alongitudinal study in infants of HIV-infected
South African women. J Acq Imm Def Syndrome.
2001;28:132-9.

6. Shah NK, MamtaM, Shah |, Deepak U, LodhaR, Pensi T,
et al. Guidelinesfor HIV Careand Treatment in Infantsand
Children, 1st ed. New Delhi: National AIDS Control
Organisation and Indian Academy of Pediatrics, 2006.
p. 3-90.

7. Seenivasan S, Vaitheeswaran N, Seetha V, Anbalagan S,
Karunaianantham, Swaminathan S. Outcome of
prevention of parent-to-child transmission of HIV in an
urban population in Southern India. Indian Pediatr.
2015;52:759-62.

Nasopharyngeal Carriage of
Organismsin Children With Severe
Pneumonia

We read with interest the recent article in Indian
Pediatrics by Singh, et al. [1], and have the following
commentsto offer:

1. Itis not clear why authors excluded children with
radiological evidence of consolidation and pleura
effusion.

2. Though children with consolidation were excluded,
theresults state that 63.9% children had infiltrates on
chest X-ray, whichisabit confusing.

3. The table titled ‘Frequency of organisms in
nasopharyngeal secretions in children with
community acquired severe pneumonia’ divides the
patients in to ‘Home' and ‘Hospital’. The basis of
such categorization isnot clear from the methodol ogy
whether they indicate the place of specimen
collection or thetype of carethe patientsreceived.
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4, Serotyping of the pneumococcal isolates could have
helped in vaccine development.

5. Asthe conjugate H. influenzae vaccine is known to
reduce the nasopharyngeal carriage of the organism
[2], the data on immunization status of the children
would have beeninteresting asmany of these children
might have received this vaccine as per latest
National |mmunization Schedule.

6. Nasopharyngeal carriage of Pneumococcus in
children with pneumoniahasbeen used asasurrogate
marker for invasive disease[3]. Thedataon treatment
received by the children and their outcome would
have enlightened the readers about the clinical utility
of theisolatesand their antibiotic, susceptibility inthe
absenceof ablood culture.
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