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HUMAN IMMUNODEFICIENCY VIRUS (HIV) 
Supporting Information 

 
This guideline and has been prepared with reference to the following: 
 
BHIVA. British HIV Association guidelines for the management of HIV in pregnancy and postpartum 
2018 (2019 interim update). 2019. BHIVA 
 
https://www.bhiva.org/pregnancy-guidelines 
 
Children's HIV Association of UK and Ireland (CHIVA). The Child with HIV and acute illness. 2016. 
CHIVA 
 
https://www.chiva.org.uk/files/3314/9493/5383/HIV-and-acute-illness_2016.pdf  
 
When viral loads in the mother are undetectable (i.e. < 200-500 copies/ml): should anti-
retroviral therapy be given to the infant? 
A nested case-control study in 105 women (Thea, 1997) found that those with an undetectable viral 
load were 6 times less likely to transmit the infection than were those with a measurable load (AOR 
5.8; 95% CI 2.2-15.5). 
In a nonrandomised prospective cohort study of 92 HIV-1-seropositive mothers (Dickover, 1996), 
none of the 63 women with viral loads of <20,000 copies/ml transmitted the infection to their infants. 
A larger study in 480 zidovudine-treated women (Mofenson, 1999) found that “there was no perinatal 
transmission of HIV-1 among the 84 women who had HIV-1 levels below the limit of detection (500 
copies per milliliter) at base line or the 107 women who had undetectable levels at delivery.” 
In another, similar study of 42 women (Aleixo, 1997), perinatal transmission occurred in 2 ZDV-
treated and 3 untreated women with viral loads < 100 copies/ml, raising the possibility that there is no 
absolute threshold below which transmission will not occur. Equally, there appears to be no upper 
threshold above which transmission will always occur (Cao, 1997). Anti-retroviral therapy (for both 
mothers and infants) was shown by the Aleixo study to reduce transmission by 78%, and this was 
similar to the reduction of 67% noted by the ACTG 076 study (Connor, 1994).  
Treating the infants of mothers with a viral load of < 1000 copies may confer some benefit, but it is 
"not possible to discern from the available data” according to the combined results of 7 European and 
US prospective studies in a total of 1,202 women (Ioannidis, 2001). 
A Cochrane Review of 25 trials with a total of 18,901 participants (Siegfried, 2011) concluded that: “A 
regimen combining triple antiretrovirals is most effective for preventing transmission of HIV from 
mothers to babies. The risk of adverse events to both mother and baby appears low in the short-term 
but the optimal antiretroviral combination and the optimal time to initiate this to maximise prevention 
efficacy without compromising the health of either mother or baby remains unclear. Short courses of 
antiretroviral drugs are also effective for reducing mother-to-child transmission of HIV and are not 
associated with any safety concerns in the short-term. ZDV given to mothers during the antenatal 
period, followed by ZDV+3TC intrapartum and postpartum for one week, and sd-NVP given to infants 
within 72 hours of delivery and ZDV for one week, may be most effective when considering short 
antiretroviral courses. Where HIV-infected women present late for delivery, post-exposure prophylaxis 
with a single dose of NVP immediately after birth plus ZDV for the first 6 weeks after birth is 
beneficial. The long term implications of the emergence of resistant mutations following the use of 
these regimens, especially those containing Nevirapine, require further study.” 
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Evidence Level: I 
 
Should delivery be by elective caesarean section? 
The American College of Obstetricians and Gynecologists originally recommended, in 1999, that 
caesarean section should be offered to all HIV-seropositive pregnant women. A survey of 2,000 
randomly-selected obstetricians and gynaecologists in the U.S. (Rowland, 2001) found, however, that 
47% of respondents disagreed with this recommendation, and 72% did not advise caesarean delivery 
in women with undetectable viral loads. 
The European Collaborative Study (Boer, 2010), a cohort study on 5238 mother-child pairs (MCPs), 
found that, amongst MCPs with maternal HIV RNA<400 HIV-1 RNA copies/mL (n=960), elective 
caesarean section (CS) was associated with 80% decreased transfer risk (AOR 0.20; 95% CI 0.05-
0.65). Two infants born to 559 women with viral loads <50 copies/mL were infected, one of whom was 
delivered by elective CS (transmission rate 0.4%; 95% CI 0.04-1.29). 
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Should breast-feeding be avoided? 
In a small study involving 17 samples of breast milk from 4 HIV-positive mothers (Chantry, 2000) 15 
(88%) showed measurable HIV-1 proviral DNA, despite all mothers having had low or undetectable 
viral loads. 
Advice from BHIVA (2012) and the U.S. Public Health Service Task Force (Panel on Treatment of 
HIV-Infected Pregnant Women and Prevention of Perinatal Transmission, 2015) is that all HIV-
seropositive mothers should avoid breast-feeding. “To prevent the transmission of HIV infection 
during the postpartum period, the British HIV Association and Children's HIV Association 
(BHIVA/CHIVA) continue to recommend the complete avoidance of breast feeding for infants born to 
HIV-infected mothers, regardless of maternal disease status, viral load or treatment.” (see top of 
page) 
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Evidence Level: IV 
 
Should the infant be tested with pro-viral DNA/RNA PCR? 
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A prospective study compared DNA-PCR and viral RNA amplification and detection in 44 HIV-infected 
infants and 9 uninfected infants (Brown, 1996). Specimens were tested at 3 stages between birth and 
around 35 days of age, and in each case, viral RNA was found to be more sensitive than DNA-PCR. 
After the first month of life, the sensitivity of the DNA-PCR increases from 50% to 96% (Cervia, 2003). 
As viral RNA levels increase rapidly from birth and reach a peak at 1-2 months of age (Shearer, 
1997), testing during this period should be conclusive on the question of whether or not transmission 
has occurred. The available evidence, however, is at present inconclusive as to the value of testing or 
treating infants of mothers with undetectable viral load (see 1st question). 
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