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Fhe problemol HIN infection ts multifaceted and
theretore, we need o multifaceted approach whenever
services and programmes for prevention/management
of TN A= are conceived. Ths very necessary to adopt
aholistic approach and work with other agencies.

NMother to Child Transmission (MTCT) s

responstblo tor o 107 of the total new HIV infections
cach vear i developing countries and there are more

than S dooon childrenvinfected every vear.

Fhe introduction of Antirctroviral (ARV) drugs
for the provention of NMTCT and avoidance of breast
feeding has reduced the rate of HIV transmission by

abir st 510 67R

Transmission of HIV {from mother to child: MTC T rates
vary trom [ E27%which in the developed countries with
the use of ARV drags and efective cacsarcan section have
been brought down to almost o There is an additional

o

Fisk of 7702270 or breast fed intants

Factors affecting transmission: There are ~everal factor
associated with higher viks of transinission.

Viral factors: A\ high maternal vival foad  Serono e
copies permbat the time of dehivery o teen Shovw
transmit the virus, A high maternal cooenoa ma oo

due to advanced discascorttcan happonat the b o

SCrOCONVETrsIon.

Viral genotvpe and phenoty pe may also be
associated with higher transmission rate. Vmal resistance
is also another factor.

Maternal factors: Included in this one are:

o Advanced Immunosuppresston s clon Chiore i
count)

e Advanced clinical discase

e Highviralload

e Recent Intection,

o Nutritional status or Vit .\ deticienoy

o Behavioural factors

e Placental barrier integrity tchoricamunioniti-)

Adlthe above tactors are self explanators

Obstetric factors: These are very mportantas mas i,
transmission takes place around the time ol labour and
delivery. Thev include:

e Mode ot delivery: vaginal vs cacsarcan section
Delivery by C.s has been shown to be protective i
some prospective studies but not all.

o DPrematurity is more afoctal factor.

e Prolonged rupture of membrances: bt the
doubles atter tour hours.

. Intmpartmn l'mumurrlmgc



Asha Dalal

e Imvasive toctal monitoring,
e Instrumental deliveries.

Foetal factors: 'he commonest among these are:

e Prematurity: This may be due to immaturity of the
immune svstem,

e Multiple pregnancy: Where the tirst born twin is at
higher risk.

e Coinfection with other pathogens and poor

nutrition.

Breast feeding and infant factors: In developing
countries T in 7 children born to HIV infected mothers
witl be intected through breast milk. Late postnatal
transmission atter the age of three months has also been

deseribed and may be as high as 4-200.

Other factors include gastrointestinal tract

factors and an immature immune svstem.
Strategies to reduce mother to child transmission:

Obstetric practices: Ihere are several Obstetric practices
that can be moditied or adopted for all women to reduce
the risk of HIN infections in mothers and children.

Termination of Pregnancy: May be offered if the
diagnosis has been made carly enough in pregnancy.
Many women choose to continue the pregnancy atter
counscling has provided all the information about
transmission risks and prognosis to the mother /couple

nanon judgemental wav.

Modifications to routine Obstetric practices may
beneceded it awoman is known to be HIV positive or is
diagnosed as being TV positive during pregnancy.

Antenatal care: Besides routine antenatal care focus
shoutd be on THV related symptoms and illnesses.

Signs of opportunistic infections.
Diagnosis and  treatment of Sexually
Transmitted Intections (STH. Communication and
identitication of an HIV positive woman at the antenatal
clinic must be done inaway that respects the privacy

and rights ot the woman.

Nutritional Support: [n addition to adequate diet, vit A
and other micronutrient supplements may be necessary.
Litesty e and behaviour changes: HIV positive women
should be counselled to avoid: smoking, alcohol and

drug use.unprotected sex and stress.
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Medical Treatment:

Anti Retroviral Drugs: There is sonie concern regardine
the usc of ARVS in the first trimester of pregnancy.
Zidovudine may be given alone orincombination. I ong,
or short regimen may be usced. Vit .\ and other
micronutrient supplementation.

Immunotheray.

Treatment of STI (Sexually Transmitted Infections)
Anti-Retroviral drugs:

Classification of the available antiretroviral drugs.
Nucleoside Reverse Transeriptase Inhibitors:
Zidovudine (ZoV, AZT) Zalcitobine (dday idanosine
(ddi) Stavudine (d4T), Lamuvidine (31C)

Non nucleoside — Reverse Transcriptase Inhibitors:
Nevirapine, Delavirdine

Protcase Inhibitors:- Indinavir, Ritonavir, Saqumay
Nelfinavir.

Monotherapy: Long course Zidovudine ¢\NC TG 070,
1994): 100mgms. orally five times aday from TE 3weeks
of pregnancy, 2mgm/ kg /hr LV, during labour tor the |
hour followed by Imgm/kg/hr LV, tll detivery. Post
partum 2mgm/kg/dav svrup six hourly for sivweeks
given to the nconate has been shown to reduce the risk
of MTCT by 67",

Short course Zidovudine: The Banghok study showed
that Zidovudine given antenatallv, 300mgm orally twice
aday from 36 weeks, and 300mgm orallv 3 hoarlv from
the onsct of labour to delivery would resalt nva 31

reduction in MTCT. Shorter drug regimens are more
feasible in resource poor settings.

In both the above studics the women were
provided with infant formula for feeding the infants

Nevirapine: Given as one dose ot 200mam. oraliy o Hhe
mother at the onsct of labour and one dose o 2mgm Ky
to the child within 72 hours of birth was etiectne
reducing transmission by almost 50", accordimg, to the
HIV NET 012 study in Uganda.

Combination ARVS:

In many developed countries the standard of
care for AIDS treatment has become at Teast hwo
nucleoside analogue reverse transcriptase mbibitors o
Zidovudine (ZDV, AZT) T amuvudine (3TCH P etra <lod
with the addition of a protease imhibitor ike Nerfimay i
or Saquinavir.

Pregnancy  per se should not be oo
contraindication to the usc of the most appropr
therapy.



Resistance to the use of antiretrovirals in
pregiancy: Fong term use of Zidovadime and Nevirapine
are known to cause resistance. Resistance is less likelv
with a short protocol or with a combination of ARV

therapy.

Immune Cherapy: Both passive immunization with
Iy permanune THY immunog lobulin (FHIEVICH and active
immunization swith TV vacceines have been proposed
as alternative mechanisms Lo prevent mother to child

ransmission.

Vit A and other micronutrients: Therapy has already

been discussed.

Obstetric Interventions include:
Avotdance of Iny asive tests,
Birth canal cleansing during labour Cacsarcan Section

defhven

Post partum care: should include counselling about
miant teedmg, family planning provision and support
for the mother and family,

It is seon that proven strategies for preventing
moether tochifd THV ransmission include:
. \ntiretroy iral tln‘mp\
. Flective Cacesarcan section
e Replacement feeding of the infant
o Anoption of fermination of pregnaney where it is
lepal
o Restricted use of invasive obstetric procedures.

Strategies which may reduce MTCT include:

e Nlcronutrient supplementation during pregnancy.

e Cleansing the birth canalsith a microbicide during
Labourand delivery .

o Ditectionand treatment of STTs

e Antretroviral treatment to children during breast

teeding,
T'hus to prevent Mother to Child Transmission:

Reduce the number ot HHIN positiy ¢ pregnancies
Reduce the concentration of THA momaternal fluids and
[rostres

Reduce exposure of fetus “intant to maternal fluids and
tissties

Redace chance of infection i fants exposed to HIV.
Toimplement the programume of prevention of Mother to
Child transmission there are several phases. The three
core phases are:-

Phase T Information ey, Voluntary festing and

counselling,

Pditoral

Phase-2: Prophvlactic treatmoent: egs AR to ot/
during pregnancy and labour
Phase-3: Care, providing feeding option- cic,

Two additional phases which are there and are
required include:
Phase alpha: Primary prevention of HIN jowomen of
Child bearing age. :
Phase Omega: Care and support o BN aliecn o
children, swwomen and famitics.

Thus as is scen there are several mterventions
available for preventing mother to child transmission. i
is important to combine interventions working on
diffecrent mechanisms at different times so that an
additive effect may be achicved. The critern forselecting.
acertain intervention package would depend one

e Localneced: HIV prevalence inthe area.

o Whether conditions like access to PITC N
SCTVICes exist.

e Availability of resources, capacity to ensure
continuity of any scervice esist.

e Whether it is possible to swork with provide:
providing synergestic services like VO L PP et

e Costetfectiveness ot the intervention package,

Affordability by Government, donors ot

Ethical issues: The cost ol continuing these drugs for
long duration is prohibitive. Several questions have been
raised regarding the cthics of stopping antiretrovirab
after delivery though the primary aim in giving these
drugs is to prevent mother to child transimission.

Pregnancy is the time a large namber ot THA
positive women who mayv be unaware of e HIV st
will be indentified.

Pregnancy does nothave a mugoradverse eflo
on the natural history of FHV infection mowomen b
adverse pregnancy outcomes that have been reporied in
HIV positive women include increased rates o
spontancous carly abortion, low birth weight babies
stillbirths, preterm labour, preterm rapture o
membranes, other sexually fransmittod mitection .
bacterial pneumonias ete,

The management ol pregnancy inan HIV
positive woman should be scen as part of fong term can
of the woman besides trving to reduce the transmission
of HIV from mother to child.
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