HIV in pregnancy
INCIDENCE

· 2 TO 5% (Indian data –mumbai)
COUNSELLING BEFORE PREGNANCY

· Protection of herself an her partner

· Antenatal testing

· Effect of HIV on pregnancy

· Effect of pregnancy on HIV

· Option of MTP

· Maternal health, personal prognosis

· Parent to child transmission

· No method of prenatal diagnosis

· Use of drugs

· Risk of breast feeding

· Long term complications- mother & child

· Death of parent(s) in childhood
EFFECT OF PREGNANCY ON HIV

· Pregnancy does not make HIV worse

· Absolute CD4 count may decrease (re-compartmentalization) but CMI not altered

EFFECT OF HIV ON PREGNANCY

· Pregnancy wastage (opportunistic infections, interference with feto-maternal immune relation, early viral infections of fetus, direct effect on trophoblastic invasion)
· IUGR

· Preterm labour

· PTCT

· Increase infectious complications

· No increased fetal malformations

ANTENATAL SCREENING
· TYPES

· Mandatory

· Voluntary

· High-risk

· RECOMMENDATIONS

· All pregnant females offered information about HIV

· Pretest counseling

· Testing offered & recommended

· Testing done with female’s informed consent

· Results confidential

· Posttest counseling & treatment

· Continued care & support

ANTENATAL CARE

· Measures to decrease vertical transmission

· Investigations- for better maternal & fetal prognosis

	Test
	Frequency
	

	CBC
	3 monthly
	Anemia, lymphopaenia, thrombocytopaenia

	LFT
	3 monthly
	Drug treatment, concurrent hepatitis

	Serology for hepatitis B, C, syphilis, toxoplasma
	Baseline
	

	Cervical cytology
	Baseline + yearly
	

	CD4 count, P24 Ag, viral load
	3 monthly
	Predictor of vertical transmission & need for ART


· Early detection & treatment of opportunistic infections

PARENT TO CHILD TRANSMISSION (PTCT)

· RISK

Developing countries- 25 to 45 %

Industrial countries- 15 to 25 %
Less with HIV-2 (1 to 2 %)
· MECHANISM

1. In utero- 30 %

2. Intra-partum- 60 to 70 %

3. Breast feeding- 14 % (29% if recent seroconversion)
· RISK FACTORS
	
	STRONG EVIDENCE
	LIMITED EVIDENCE

	MATERNAL
	1. High viral load
	1. Vitamin A deficiency

	
	2. Viral characteristics
	2. Anaemia

	
	3. Advanced disease
	3. Placental malaria

	
	4. Low CD4 counts
	4. STDs

	
	5.Seroconversion        during pregnancy
	5. Frequent unprotected sexual intercourse

	
	
	6. Multiple sex partners

	
	
	7. Smoking

	
	
	8. IV drug abuse

	
	
	9. Class I HLA type

	OBSTETRIC
	1. Vaginal delivery (vs elective CS)
	1. Invasive procedures (forceps, vacuum, scalp ph, invasive CTG)

	
	2. PROM (>4 hrs.)
	2. Episiotomy

	INFANT
	1. Pre-maturity (<34 wks)
	1. LBW

	
	2. Breast feeding
	2. Lesions of skin/mucus membrane


INTERVENTIONS TO DECREASE PTCT

1. Antenatal HIV testing
2. Antiretroviral therapy

3. Avoid unprotected sexual intercourse, smoking, IV drug abuse

4. Treatment of STDs

5. Avoid ante-partum invasive procedures- ECV, CVS, amniocentesis, cordocentesis

6. Proper nutrition, vitamin A prophylaxis (doubtful role)

7. Avoid intra-partum invasive procedures (forceps, vacuum, scalp ph, invasive CTG)

8. Avoid amniotomy

9. Vaginal cleansing- chlorhexidine ? role

10. Elective CS decreases risk 50 to 80 %

11. Early cord clamping

12. Early baby cleaning & bath- benzalkalomium chloride

13. Avoid breast feeding (if safer alternative available & feasible)

ART DURING PREGNANCY

	
	Maternal 
	Infant
	Transmission

	ZDV- long
	100 mg 5 times / d
14 to 34 wks.

Intra-partum

2 mg/kg IV over 1 hr f/b 1 mg/kg/hr


	2 mg/kg orally qds
6 wks


	↓68 %

	ZDV- short
	300 mg bd from 36 wks
intra-partum

300 mg orally / 3 hrs
	2 mg/kg qds for 1 wk
	↓50 %

	Single dose Nevirepine
	200 mg ( 2 tab) in first stage
	2 mg/kg single dose
	↓47 %


Issues : Drug resistance after SD Nevirepine ???[image: image1.png]
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