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The guidlines for management of pregnant women  with HIV 
infection - 2016 was prepared to assist policymakers to plan 

PMTCT interventions and healthcare workers  to provide optimal 
services to  pregnant mothers
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1.  Management of pregnant women with HIV 
 
1.1 When to start ART in pregnant and breastfeeding women 

Providing ART to all pregnant and breast feeding women living with HIV serves three synergistic 
purposes. 

1. Improving mother’s health 
2. Preventing mother to child transmission of HIV 
3. Preventing transmission of HIV from mother to sexual partner 

ART should be initiated in all pregnant and breastfeeding women living with HIV regardless of WHO 
clinical stage and at any CD4 cell count and should be continued lifelong.  

ART should be initiated as early as 14 weeks of gestation or as soon as possible thereafter during 
pregnancy. However, even if they are identified late in pregnancy or postpartum, ART should be 
initiated immediately as it is the most effective way to prevent mother-to-child HIV transmission. 
All efforts should be made to identify HIV-infected pregnant women early enough to avoid the 
need for high-risk prophylaxis for infants. 

 

1.2 What ART regimens to initiate (Refer Guidelines for use of ART) 

Option B+ is considered to be of the greatest benefit in which initiating ART in all pregnant and 
breastfeeding women with three drugs and continuing ART  lifetime, would reduce HIV viral load 
and prevent HIV transmission in both current and future pregnancies. 

First-line ART for adults should consist of two nucleoside reverse-transcriptase inhibitors (NRTIs) 
plus a non-nucleoside reverse-transcriptase inhibitor (NNRTI). 

TDF + FTC  (or 3TC) + EFV as a fixed-dose combination is recommended as the preferred option to 
initiate ART 

1. If above preferred ART regimen is contraindicated or not available, alternative first-line 
ART for pregnant and breastfeeding women includes AZT in place of TDF or NVP or a 
boosted PI (Lopinavir/ritonavir-LPV/r or Atazanavir/ritonavir-ATV/r) in place of EFV. 

2. DTG has not been sufficiently studied in pregnant women for it to be recommended as an 
alternative in this population, unless the perceived benefits outweigh the potential risks. 

3. In addition, the efficacy of low-dose EFV (400 mg) in pregnancy has not been studied.  
4. In the absence of specific contraindications it is recommended that the third agent in ART 

should be efavirenz or nevirapine* (*If the CD4 cell count is less than 250 cells/µL) or a 
boosted PI. 

5. Fixed-dose combinations and once-daily regimens are preferred for antiretroviral therapy 
in pregnancy. 
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Using simplified, less toxic and more convenient regimens as fixed dose combinations (FDCs) and 
once daily regimens is recommended for first line ART. 

Table1 - First-line ART regimens 

 

*Adults include pregnant and breastfeeding women 

** NVP – Women with CD4 count > 250 cells /mm3 are at risk for NVP hypersensitivity with fatal 
hepatic toxicity.   

***ABC - Presence of HLA-B 5701 gene indicate higher risk for hypersensitivity. Viral load should be 
<100,000 copies/ml 

**** Safety and efficacy data on use of DTG in pregnant women and children younger than 12 
years of age are not available. 

ABC or boosted PIs (ATV/r, DRV/r, LPV/r) can be used in special circumstances. 

In addition to receiving ART, pregnant women living with HIV should be offered the recommended 
package of pregnancy care and additional interventions such as screening for STIs (e.g.: hepatitis B 
and syphilis), nutritional support, infant feeding counselling and family planning guidance. Careful 
monitoring for the development of pregnancy-induced hypertension and pre-eclampsia – especially 
for women on ART prior to conception – is advised. 

1.3 Women with HIV conceiving on ART 
It is recommended that women conceiving on an effective ART regimen should continue ART (Even 
if it contains Efavirenz) 
 
1.4 Late-presenting woman not on treatment 
A woman who presents after 28 weeks should commence ART without delay.  
If the viral load is unknown or > 100,000 HIV RNA copies/mL, a three or four drug regimen that 
includes Raltegravir is suggested. 

First –line ART Preferred first –line 
regimens 

Alternative first –line 
regimens* 

 
Adults* and Adolescents(10 to 19 
years) 
≥ 35 kg 
 

 
TDF + FTC + EFV 
 
 

 
AZT + 3TC + EFV/NVP** 
TDF + FTC + NVP** 
TDF + FTC + ATV/r 
TDF + FTC + LPV/r 
AZT + 3TC + ATV/r 
AZT + 3TC + LPV/r 
ABC*** + 3TC + EFV(or 
NVP**) 
TDF + 3TC (or FTC) + DTG**** 
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1.5 An untreated woman presenting in labour 
An untreated woman presenting in labour at term should be given a stat dose of Nevirapine and 
commence fixed-dose Zidovudine +Lamivudine and Raltegravir. 
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2. Monitoring of pregnant women receiving ART 
 

 Clinical and laboratory evaluation is as for non-pregnant women receiving ART.  
 Haematological and biochemistry parameters should be monitored as appropriate to the 

ART regimen used. 
 In women who commence ART in pregnancy, HIV viral load should be performed 4 weeks 

after commencing ART and at 36 weeks. 
 In women commencing ART in pregnancy, liver function tests should be performed at 

initiation of ART and then at each antenatal visit. 
 In the event that a woman who has initiated ART during pregnancy has not achieved a 

plasma viral load of < 50 HIV RNA copies/ml at 36 weeks, following interventions are 
recommended: 

 Review treatment adherence and concurrent use of other medication 
 Perform resistance testing if appropriate 
 Optimize to the best regimen 
 Consider intensification  
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3. Obstetric management 
 

3.1 Antenatal care 
Pregnant HIV positive women should receive optimal care by a team including an obstetrician, 
venereologist, paediatrician, anaesthetist, theatre sister, MOH and infection control nurse. Good 
coordination, confidential communication and shared responsibility are very important aspects in 
the management of a pregnant woman with HIV infection. 

Health care providers should ensure that pregnant women with HIV are provided antenatal care, 
labour and delivery care and post-partum services in a user-friendly environment. The head of the 
institution and consultants should take all measures to prevent stigma and discrimination. 

3.2 Management 
• Ensure privacy and confidentiality during consultations and reassure the woman that her 

HIV status will be kept confidential. 
• Explain to the woman who the information will be shared with. 
• Explain to the woman that she will have to follow routine antenatal clinic visits and give her 

confidence by discussing the management plan with her. 
• Foetal ultrasound imaging should be performed as per national guidelines regardless of 

maternal HIV status. 
• Invasive prenatal diagnostic testing should not be performed until after the HIV status of the 

mother is known and should ideally be deferred until HIV viral load has been adequately 
suppressed. 

• If the invasive diagnostic test procedure cannot be delayed until viral suppression is 
achieved, it is recommended that women should commence ART to include raltegravir and 
be given a single dose of nevirapine 2–4 hours prior to the procedure. 

• Plan and discuss the mode of delivery with the pregnant woman during antenatal care. Give 
her clear instructions on when to get admitted for delivery and whom she should contact.  

• External cephalic version (ECV) can be performed in women with HIV when the viral load is 
suppressed. 

• Health care workers should practice universal infection control measures for all deliveries 
irrespective of the infection status of pregnant women. 
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4. Antenatal care at the primary health care ANC clinic 
 

• When a pregnant woman is diagnosed as having HIV infection, the venereologist of the STD 
clinic will communicate with the MOH regarding the steps need to be taken. 

• MOH and the staff are important members of the team providing services to pregnant 
women with HIV. Good coordination, confidential communication and shared responsibility 
are very important aspects in the management of pregnant woman. 

• Ensure privacy and confidentiality during consultations and reassure the woman that her 
HIV status will be kept confidential. 

• Explain to the pregnant woman who the information will be shared with. 
• Explain her that she will have to follow routine antenatal clinic visits. 
• The pregnant woman should be reassured and should be referred immediately to the STD 

clinic for further management. 
• Health care providers should ensure that pregnant women with HIV are provided antenatal 

care, labour and delivery care and post-partum services in a user-friendly environment. The 
MOH and the staff should take all measures to maintain confidentiality and prevent stigma 
and discrimination. 

• Check whether she has been seen by a VOG as delivery care needs to be arranged in a 
tertiary care unit. 
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5. Management of HIV positive pregnant women in the STD clinic 
 
There are two possibilities; 

• A pregnant woman may be identified as having HIV infection during routine antenatal 
screening and referred to the STD clinic by the MOH or VOG for further management. 

• A woman already diagnosed as living with HIV and under care services from STD clinic can 
become pregnant. 

 
All pregnant women with HIV should have an individualized, regularly updated plan of care which 
summarizes mutually agreed obstetric and HIV management plan.  
 
Check whether the woman has already attended for antenatal care and encourage regular 
attendance at antenatal visits. 
 
Ask about health of other children and encourage checking HIV status of other children. 
 
Counselling 
 
The following areas need to be covered in counseling. 

 ART and adherence to treatment 
 Choice of infant feeding 
 Partner disclosure/screening 
 HIV testing of other children 
 100% Condom use to prevent acquiring other STIs, entry of other strains of HIV and onward 

transmission to a negative partner 
 Postpartum family planning 
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6. Management of delivery of pregnant mother with HIV 
 

6.1. Plan for delivery 
 
Plan and discuss the mode of delivery with the pregnant woman (and her partner if possible) 
during antenatal care. 
Give her instructions on when to get admitted to the hospital for delivery and whom she should 
contact. 
Explain the possibility of preterm labour and what to do in case of an emergency. 
 
When admitted for delivery 

 Check the expected date of delivery 
 Confirm normal growth of the foetus 
 Check which ART regimen have been prescribed and whether drugs have been taken as 

prescribed 
 Check for recent viral load results 
 Women with incomplete viral suppression (>50 copies/mL) at the time of delivery 

preferably should receive IV zidovudine (if available) along with their other ARVs orally. 
 In situations where IV administration is not possible/not available, oral administration of 

zidovudine using a 600-mg loading dose and 400 mg every 3 hours can be 
considered.(CDC) 

 Check for availability of antiretroviral treatment for infant prophylaxis. 
 Check for infant feeding method and provide lactation suppression therapy if mother has 

decided on formula feeding. 
 Check for availability of safe delivery kits and post exposure prophylaxis therapy in the 

tertiary care institution which is identified for delivery.  
 Confirm that a post-partum family planning method is arranged and make arrangements 

for LRT if it is the acceptable agreed method. 
 

6.2 . Pre labour caesarean section of a woman who is on ART 
 

Planned caesarean section 
 
 Explain the pregnant woman about the reason for the caesarean section and obtain 

informed consent. 
 Notify the Hospital Director, consultant anesthetist, neonatologist, paediatrician, infection 

control unit, head of the intensive care unit, sister in charge of the theatre, antenatal ward, 
postnatal ward and PBU where necessary, while taking every precaution to maintain 
confidentiality. 

 Inform the consultant venereologist of the STD clinic 
 Provide pre-medication and prepare as usual for surgery 
 Regional analgesia is not contraindicated in delivery care of pregnant women with HIV 
 Continue ARV regimen as recommended. Oral medications can be continued 

preoperatively with sips of water 
 Give antibiotic prophylaxis 
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Caesarean section Evidence 
 
Caesarean section before labour begins and before membranes are ruptured allows the baby to 
avoid contact with the mother’s blood and cervical secretions. 
 
Recent studies indicate that there is no significant difference in mother to child transmission 
(MTCT) of HIV in women with an undetectable viral load when comparing those who have a 
planned vaginal delivery and those who have a planned LSCS.  

 
 

6.3. If vaginal delivery is considered or unavoidable 

Planned normal vaginal delivery 

If HIV viral load is < 50 copies/mL at 36 weeks, the risk of MTCT of HIV is less in the absence of other 
obstetric contraindications. 

• Minimize vaginal examinations to reduce the risks of infection to the mother. Maintain 
aseptic techniques throughout labour. 

• ART should be continued according to the ART plan 
• Amniotomy, fetal scalp electrodes and fetal blood sampling, instrumental delivery and 

episiotomy have been avoided in pregnant women with HIV infection because of theoretical 
transmission risks. 

• Artificial rupture of membranes increases the risk of infection of the placental membranes.  
• Avoid prolonged labor by monitoring labour carefully and intervening appropriately (i.e., 

augmentation of labour through oxytocin or delivery caesarean section).  
• Head should be presenting and well engaged. 
• Check whether the cervix is effaced and dilated and await spontaneous onset of labour 

 
In women for whom a vaginal delivery has been recommended and labour has commenced, 
obstetric management should follow the same principles as for the uninfected population.  
 
6.4. Management of pre-labour spontaneous rupture of membranes 
 
In all cases of term pre-labour spontaneous rupture of membranes (ROM), delivery should be 
expedited. 
 

• If maternal HIV viral load is < 50 RNA copies/mL immediate induction of labour is 
recommended, preferably under antibiotic cover.  

 
•  If maternal HIV viral load is ≥ 50 RNA copies/mL plasma, immediate caesarean section is 

recommended. 
 

• If maternal HIV viral load is not available, immediate caesarean section is recommended. 
 
It has been observed that the risk of HIV transmission was twice as high among women with ruptured 
membranes for more than 4 hours before delivery compared with those with shorter duration of 
membrane rupture. 
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There is no evidence that steroids for foetal lung maturation (with associated 24-hour delay in 
induction) are of overall benefit at 34–37 weeks’ gestation in women with ruptured membranes, 
thus delay for the optimization of fetal lung maturity is not recommended. For this reason, and also 
to minimize the risk of developing chorioamnionitis, delivery is recommended from 34 weeks’ 
gestation in women with ruptured membranes who are not in labour. 
 
 
6.5 .Women who have not received antepartum antiretroviral drugs/Women who present in labor 

without documentation of HIV status 
 
Women presenting in labour/ROM/requiring delivery without a documented HIV result must be 
recommended to have a Rapid HIV Test. A reactive/positive result must be acted upon immediately 
with initiation of the interventions to PMTCT without waiting for further/formal serological 
confirmation.  
 
Pregnant women with positive HIV antibody tests (screening test) should be presumed to be infected 
until standard HIV confirmatory testing clarifies their infection status. IV zidovudine/ oral ART should 
be started immediately in all women with positive expedited HIV tests in labour to prevent perinatal 
transmission of HIV. 
 
 An untreated woman presenting in labour at term should be given a stat dose of nevirapine 200 mg 
and commence on fixed-dose zidovudine + lamivudine and raltegravir as the preferred additional 
agent (because it also rapidly crosses the placenta). Intravenous zidovudine can be administered for 
the duration of labour and delivery. 
 
A single dose of nevirapine (regardless of CD4 cell count even if available) should be given 
immediately to the pregnant woman as this rapidly crosses the placenta and within 2 hours achieves 
and maintains effective concentrations in the neonate for up to 10 days . 
 
If delivery is not imminent, a caesarean section should be considered. If delivery occurs less than 2 
hours post maternal nevirapine, the neonate should also be dosed with nevirapine immediately. 
 
After partus, refer mother to the STD Clinic for clinical and immunological assessment. 
 
 
Points for consideration 
 

 All known HIV infected pregnant women should have an individualized, regularly updated, 
plan of care which summarizes mutually agreed obstetric/HIV management including the 
drug regimen and recommended mode of delivery. 

 Universal Infection Control measures, properly applied, provide adequate protection for 
staff. Routine incorporation of universal precautions in service delivery is crucial to mitigate 
occupational risk and reduce fear of blood borne infections on the part of the health care 
workers. 

 
All ward staff should be aware of the need for confidentiality in relation to the pregnant mother’s 
HIV status. On the basis of shared confidentiality staff members could be informed of the HIV 
status of the woman on a “need to know” basis. 
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7 Post-partum Management 

7.1 Care for the baby: 
• Avoid suctioning the infant’s mouth and pharynx, which may cause trauma to the mucus 

membranes thus promoting mother to child transmission of HIV. 
• Clean the eyes of the baby with saline at delivery of the head. 
•Clamp the cord as soon as possible to minimize the risk of maternal-fetal micro-transfusions. 
• Cover the umbilical cord with a swab when cutting to prevent spurting of blood. 
• Towel dry the baby 
• Clean the baby’s skin thoroughly before any infusions or injections. 
 
Minimize the risk of postpartum haemorrhage by: 
• Actively managing the third stage of labor 
• Using controlled cord traction 
• Performing uterine massage 
• Repair any genital tears 
• Carefully removing all products of conception 
 
7.2Post- partum care (Includes care in the institution and thefield) 
• Physical assessment in the postpartum period should follow routine guidelines. Examine women 

within 24 hours following delivery. 
• Be aware of signs of infection following delivery. Like uninfected women, HIV positive women are 

also vulnerable to infection following delivery and retained blood and placental tissues. 
Postpartum uterine infection is a common and potentially life-threatening condition, and early 
detection and effective treatment are important measures to prevent complications. 

• Manage infected tears or episiotomy. 
• Advice women to come back to the same institution if LSCS wound infection is observed. 
• When they are discharged from the healthcare facility, women should be advised to return to the 

clinic or inform the PHM if they notice symptoms such as fever,lower abdominal pain, burning 
with urination, foul smelling discharge, abnormal bleeding, cough, shortness of breath, calf pain 
(increasing on walking), diarrhoea and unusual/abnormal behaviour 

• Give information to the mother on care of the perineum and breasts. Women living with HIV 
require special care to reduce breast engorgement, mitigate pain and avoid mastitis. 

• Women who choose to breast feed should be counselled to avoid breast engorgement which 
could lead to mastitis, since inflammation is associated with increased risk of HIV transmission. 
She should be advised to seek immediate medical care if breast engorgement is associated with 
fever and pain. 

• Instruct her about the safe disposal of lochia and blood-stained sanitary wear or other potential 
infectious materials. 

• If family planning has not been discussed before delivery it should be done during the early 
postpartum period. 
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8 Neonatal management 
 

8.1 Infant post-exposure prophylaxis (PEP) 

Neonatal PEP should be commenced soon after birth, certainly within 4 hours.  

 Infants receiving replacement feeding should be given 4–6 weeks of infant prophylaxis with daily 
NVP (or twice-daily AZT). 

 Infants born to mothers with HIV who are at high risk* of acquiring HIV should receive dual 
prophylaxis with AZT (twice daily) and NVP (once daily) for the first 6 weeks of life, whether they 
are breastfed or formula fed. 

 Breastfed infants who are at high risk* of acquiring HIV, including those first identified as exposed 
to HIV during the postpartum period, should continue infant PEP for an additional 6 weeks (total 
of 12 weeks of infant prophylaxis) using either AZT (twice daily) and NVP (once daily) or NVP 
alone. 

 Infants of mothers who are receiving ART and are breastfeeding should receive 6 weeks of infant 
prophylaxis with daily NVP.  

  

*High-risk infants are defined as those who are: 

– born to women with established HIV infection who have received less than four weeks of ART at 
the time of delivery; OR 

– born to women with established HIV infection with viral load >1000 copies/mL in the four weeks 
before delivery, if viral load measurement available; OR 

– born to women with incident HIV infection during pregnancy or breastfeeding; (defined as new 
HIV diagnosis in a pregnant or breastfeeding woman with a prior negative HIV test during 
pregnancy) OR 

– identified for the first time during the postpartum period, with or without a negative HIV test 
prenatally. 

 

Factors such as prolonged rupture of membranes, preterm delivery and low birth weight are no 
longer associated with increased risk of transmission when mothers are receiving ART. The critical 
determinants of transmission risk in the ART era are maternal viral load and duration of maternal 
ART.  

Three drug infant combination antiretroviral prophylaxis regimen (AZT + 3TC + NVP) is under 
investigation but is already used in clinical practice by some experts.  
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8.2 Infants, born to untreated HIV-positive mothers 

Infants < 72 hours old, born to untreated HIV-positive mothers, should immediately initiate three-
drug therapy or dual therapy for 4 weeks. 

If initiating ART in an infant less than 2 weeks of age, a regimen of AZT + 3TC + NVP should be 
started and NVP be substituted with LPV/r at the earliest opportunity, preferably at 2 weeks of age. 
In settings where LPV/r syrup is not available, NVP should be continued until the age of 3 months, 
with close clinical monitoring for children considered to be at high risk for carrying NNRTI 
resistance as a result of prolonged NVP-based postnatal prophylaxis or documented NNRTI failure 
in the mother. Where it is available, Ralregravir could also be considered as an option in special 
circumstances, such as lack of LPV/r in any of the above formulations. 
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9 HIV diagnosis in infants and children 
 

 Virological assays that directly detect HIV must be used to diagnose HIV infection in children 
younger than 18 months with perinatal HIV exposure; HIV antibody tests should not be used. 

 All HIV exposed infants should undergo nucleic acid testing (NAT) at birth to identify HIV 
infection. 

 It is strongly recommended that all HIV-exposed infants have HIV virological testing at 8 
weeks of age (at least 2 weeks after cessation of PEP) or at the earliest opportunity 
thereafter.  

 In infants with an initial positive virological test result, it is strongly recommended that 
Antiretroviral therapy (Not PEP) be started without delay and at the same time a second 
blood sample is collected to confirm the initial positive virological test result. Confirmation 
of HIV infection among infants less than 18 months should be based on two positive virologic 
tests from separate blood samples. Do not delay ART for confirmatory test results. 
Immediate initiation of ART saves lives and should not be delayed while waiting for the 
results of the confirmatory test.  

 It is strongly recommended that test results from virological testing of infants be returned 
to the clinic as soon as possible, but at the very latest within four weeks of specimen 
collection. Positive test results should be fast-tracked to the mother as soon as possible to 
enable prompt initiation of ART. 

 It is strongly recommended that HIV-exposed infants, who are well, undergo HIV serological 
testing at around 9 months of age. Infants who have reactive serological assays at 9 months 
should have a virological test to identify HIV infection and the need for ART. 

Timing of assessments 

Exclusively non-breastfed infants 

Molecular diagnostics (HIV RNA and HIV DNA nucleic acid tests) for HIV infection should be 
performed on the following occasions: 

 At Birth (During the first 48 hours) 
 At 8 weeks of age (2 weeks post cessation of infant prophylaxis) 
 At 4 – 6 months of age (This test is mainly for exclusion of HIV) 
 On other occasions if there is anadditional risk 
 HIV antibody testing for sero-reversion should be performed at age 9 and 18 months to 

exclude HIV infection. (If HIV antibody test is negative, the test should be repeated 
immediately with a separate blood sample to confirm HIV negative status). 

 Children with perinatal HIV exposure aged 18-24 months may have residual maternal HIV 
antibodies. In such case, confirmation should be based on nucleic acid test. 
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Definitive exclusion of HIV infection in non-breastfed infants, 
 Is based on 2 or more negative virological tests, with one obtained at age ≥1 month and one 

at age ≥4 months, or 2 negative HIV antibody tests from separate specimens obtained at age 
≥6 months 

 Health care providers should routinely inquire about abstinence of breastfeeding and 
emphasise HIV-infected mothers/caregivers on safer feeding options. 

 
 

Breastfed infants  

Additional monthly testing of both mother and infant is recommended. 
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10. Co-trimoxazole prophylaxis 

Pneumocystis pneumonia (PCP) prophylaxis with cotrimoxazole, should be initiated from age 4 
weeks in: 

• All HIV-infected infants.  

• Infants with an initial positive HIV DNA/RNA test result (and continued until HIV infection has been 
excluded). 

• Infants whose mother’s viral load at 36 weeks’ gestational age or at delivery is > 1000 HIV RNA 
copies/mL despite cART or unknown (and continued until HIV infection has been excluded) 
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11. Fertility options for PLHIV 

Increasingly, parenting is regarded as a realistic option for couples where one or both partners are 
infected with HIV and the demand for reproductive care is rising. HIV-positive men and women and 
their partners planning to have children should receive pre-conception counselling on all their 
conception options, including HIV transmission risks associated with each case, so that they can 
make an informed choice. All discussions should be documented clearly in clinical notes. 

For sero-concordant or discordant couples who want to conceive, expert consultation is 
recommended so that approaches can be tailored to specific needs, which may vary from couple to 
couple. 

The physician does need to ensure that the uninfected partner has a full understanding of the 
possibility of becoming infected through unprotected intercourse. More importantly, the need for 
ART adherence and regular attendance for STI screening in the couple and viral load checks in the 
infected partner should be stressed. Clinics should consider asking couples to sign confirming that 
they have received comprehensive pre-conceptual counselling covering all their options for 
conceiving, including natural conception, and that they fully understand the risks associated with 
each method. 

For couples in which one or both partners are HIV-infected, optimal health should be attained before 
attempting conception;  

• Infected partner/couple should be receiving combination antiretroviral therapy and 
demonstrate sustained viral suppression  (two  undetectable viral load over the period of six 
months) of plasma viral load below the limits of detection (at present <34 copies/ml) 

• Both partners should be screened for genital tract infections. Treatment of such infections 
is important because genital tract inflammation is associated with genital tract shedding of 
HIV. 

• Should  undergo fertility screen where necessary 

11.1 Sero-discordant Couples 
Before conception is attempted, the HIV-infected partner should be receiving ART and demonstrate 
sustained suppression of plasma viral load below the limits of detection. 

HIV infected partner- woman: 

HIV-positive women planning to have children should receive pre-conception counselling on MTCT 
risks, their long-term health and the possible effects of ARV medication on the foetus. 

For HIV sero-discordant couples where the woman is the HIV-infected partner, the safest form of 
conception is artificial insemination, including the option to self-inseminate with the partner’s sperm 
during the peri-ovulatory period. Condom use should be advised at all times.  
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HIV infected partner –man: 

For HIV-discordant couples where the man is the HIV-infected partner, the use of donor sperm from 
an HIV-uninfected man with artificial insemination is the safest option. 

When the use of donor sperm is unacceptable, the use of sperm preparation techniques coupled 
with either intrauterine insemination or in vitro fertilization with intracytoplasmic sperm injection 
has been reported to be effective in avoiding seroconversion in uninfected women and offspring in 
several studies. 

Sperm preparation should utilize optimal methods that can detect the presence of HIV. Couples 
should also consider the cost and other possible complications of in vitro fertilization. More data are 
needed to demonstrate the complete efficacy of these techniques, and couples should be cautioned 
that there may be a small risk of transmission of HIV to the uninfected partner and to their offspring. 

Discordant couples who do not have access to these reproduction services and who still want to try 
to conceive: 

Conceiving through timed unprotected intercourse and abandoning condom use has previously been 
contraindicated in couples where one or both partners are infected with HIV.  

Couple should be advised that timed, peri-ovulatory unprotected intercourse after the infected 
partner has achieved a sustained undetectable plasma viral load (with use of condoms at all other 
times) may reduce but not completely eliminate the risk of sexual transmission. 

The couple should have regular screening for STIs. The infected partner should also be advised on 
the importance of adherence to medication and regular checking of plasma viral load. 

In order to reduce the risk of unnecessary exposure in couples experiencing fertility issues, the 
couple should be advised of the benefits of having a fertility screen prior to attempting to conceive 
naturally. This should include a semen analysis for the male partner and an endocrine profile and 
baseline pelvic scan in the early follicular phase of the cycle (day 2–5) for the female partner together 
with a mid-luteal progesterone to confirm whether ovulation is occurring and non-invasive test of 
tubal patency (e.g. hysterosalpingogram), unless there is a history of pelvic pain or infection (in which 
case, laparoscopy and dye should be used to assess tubal patency). 

PrEP may offer an additional strategy for safer conception. The utility of daily oral PrEP when the 
HIV-infected partner is receiving ART has not been studied. If clinicians elect to use PrEP for HIV-
uninfected women or men in serodiscordant couples, the couples should be educated about 
the potential risks and benefits and all available alternatives for safer conception. It is 
recommended to start daily oral tenofovir plus emtricitabine beginning 1 month before 
conception is attempted and continued for 1 month after conception is attempted. 
Recommended laboratory testing should include HIV diagnostic testing at baseline then 
every 3 months, renal function testing at baseline and then every 6 months, and pregnancy 
testing at baseline and  when necessary. Testing for hepatitis B virus (HBV) infection should 
be performed when initiating PrEP. HBV -uninfected individuals should be vaccinated if they 
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have not received HBV vaccination or they lack immunity to HBV. Individuals receiving PrEP should 
be educated about symptoms associated with acute HIV infection and advised to contact their 
providers immediately for further evaluation, should symptoms occur. HIV-uninfected partners 
should undergo frequent HIV testing to detect HIV infection quickly. If HIV infection is documented, 
the PrEP ARV agents should be discontinued to minimize selection of drug-resistant virus, measures 
should be instituted to prevent perinatal transmission if pregnancy has occurred and attempts at 
conception stopped if pregnancy has not occurred, and the patient should be referred to an HIV 
specialist immediately. Individuals with chronic HBV should be monitored for possible hepatitis flares 
when PrEP is stopped. 

Couples should be advised to use condoms at all times except during peri ovulatory intercourse. 

 

11.2 Sero-Concordant Couples 
Both partners should be on ART with maximum viral suppression before attempting conception. 
Periovulatory unprotected intercourse (with use of condoms at all other times) is a reasonable 
option. The risk of HIV superinfection or infection with a resistant virus is negligible when both 
partners are on ART and have fully suppressed plasma viral loads. 

The only scenario where concordant couples should be discouraged from attempting to conceive 
naturally is when drug resistance has been identified in one or other partner. 
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12 Immunization 
Infants born to HIV-positive mothers should follow the routine national primary immunization 
standard schedule. 

Table2. Immunization Schedule 
 

Age Standard schedule Infant with HIV Remarks 
 

0-4 weeks BCG HIV infected infants 
should not receive BCG 
vaccine. BCG should be 
avoided till HIV is 
excluded in HIV 
exposed infants 

 

On completion of     
2 months OPV & Pentavalent 

(DPT-HepB-Hib) (1st 
dose) 

Inactivated Polio 
vaccine + Pentavalent 
(DPT-HepB-Hib)  
(1st dose) 

When Inactivated  Polio 
vaccine is not available 
giving OPV can be 
considered when the child is 
not severely immune 
suppressed 

4 months OPV & Pentavalent 
(DPT-HepB-Hib) (2nd 
dose) 

Inactivated Polio 
vaccine + Pentavalent 
(DPT-Hep B-Hib)  
(2nd dose) 

 

6 months OPV & Pentavalent 
(DPT-HepB-Hib) (3rd 
dose) 

Inactivated Polio 
vaccine + Pentavalent 
(DPT-HepB-Hib) 
(3rd dose) 

 

9th month MMR MMR  MMR-   should be 
postponed in severe 
immuno deficiency 

12th month Live JE Inactivated JE vaccine,  
Hep A 1st dose  ( 2nd 
dose in 6-12 months) 

If using live attenuated 
should not be given to 
severely immune 
compromised children 
Hep A- patients with severe 
immunosuppression may 
have a suboptimal response 
 

13-15 months  Varicella -2 doses 3 
months apart 

Patients who are severely 
immunosuppressed should 
not receive the  
vaccine. 
 

18th month OPV &DTP (4th dose) Inactivated Polio 
vaccine  +DTP 
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Age Standard schedule Infant with HIV Remarks 
 

3rd year MMR 2nd dose MMR 2nd dose  
 

5 years OPV+DT Inactivated polio+DT  
 

12 years aTd aTd  
 

12-13 years (females 
,males) 

 HPV (Gardasil) 
3 doses 
( 0,1, 6 months  
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Annexures: 
Annexure1.1 General circular letter No. 01-51/2016 
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Annexure 1.2 General circular letter No. 01-59/2016 
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Annexure 2: Standard of care -PMTCT of syphilis and HIV 
 

Standard of care in prevention of mother to child transmission of 
Syphilis and HIV 

 
 

Standard 

All pregnant women should be screened for syphilis and HIV at the first antenatal visit within 
the first trimester. At delivery, women who do not have test results should be tested. Women 
with positive syphilis or HIV test results should be managed according to the national 
guidelines. Their partners should also be screened and managed and plans should be made to 
screen and manage their infants at birth. 

 
Aim 
To reduce maternal morbidity and mortality, fetal loss and neonatal mortality and morbidity 
due to syphilis and HIV. 

 
Requirements 

 National policies and guidelines on syphilis and HIV prevention, management and care in 
pregnant women are available and are correctly implemented. 

 All women have access to appropriate ANC care during pregnancy, childbirth and the 
postpartum period. 

 Health care providers are competent in syphilis and HIV prevention, screening during 
pregnancy, counseling on STI prevention, how to prevent re-infection during pregnancy and 
referral for management of seropositive pregnant women and their partners, prophylaxis 
and management of the newborn. 

 Suitable Screening methods for syphilis and HIV are available in antenatal clinics and 
maternity wards. 

 Adequate Laboratory facilities (at least one per district) for testing of syphilis and 
HIV with system to ensure quality of laboratory testing are available. 

 Necessary supplies for collection and transport of samples are available at the ANC clinic 
and Supplies for testing of syphilis and HIV are available at the laboratory level. 

 Drugs (penicillin, ART etc) are available in the STD clinics and maternity wards where 
relevant. 

 A functioning referral system is available to ensure the management of pregnant women 
who are identified as having syphilis or HIV 

 An effective information system is available to monitor the programme. 
 Health education activities are carried out to raise the awareness of individuals, families and 

communities of the importance of attending ANC clinics early in pregnancy and syphilis and 
HIV prevention and management. 

 
Applying the standard 
 

Providers of maternal and neonatal health care, in particular public health staff must: 
 Screen all pregnant women for syphilis and HIV at the first antenatal visit. Screening should 

be done preferably before 12 weeks of gestation to prevent congenital infection. 
 Review syphilis and HIV test results at subsequent visits. All the women with positive 

screening test need to be referred to STD clinic for further management. 
 If a woman was not tested during pregnancy, syphilis and HIV screening should be offered 

after delivery. 
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 Manage all women who are sero reactive for syphilis according to the stage of syphilis 
following national guidelines at the STD clinic. 

 Manage all women with positive HIV test according to the national guidelines to prevent 
mother to child transmission of HIV. 

 Discuss with the woman the importance of treatment for herself, her partner(s) and the 
baby, explain the consequences of not treating the infection, and discuss the necessity of 
condom use during treatment. 

 Make plans to manage the baby at birth. 
 Advise women who test positive that their partner(s)must also be screened and managed 

according to the stage of syphilis. The babies also need to be screened as soon as possible 
after birth. 

 Advise women and partners who test negative how to remain negative. 
 Screen all women with adverse pregnancy outcome (abortion, stillbirth, syphilitic infant, 

etc.) for syphilis and HIV, if not screened. 
 Screen all women with syphilis or HIV for other STIs, and provide counseling and 

management accordingly. 
 Record test results and if positive for syphilis or HIV details of management, in the clinic and 

pregnancy records. 
 Maintain the confidentiality of the information regarding the patients. 

 
Audit 

 

Input indicators 
 National policies and guidelines on syphilis and HIV prevention, management and care in 

pregnant women are available and are correctly implemented. 
 The proportion of health facilities providing ANC services that have screening facilities for 

syphilis and HIV.  
 

 

Process and output indicators 
 Coverage of syphilis screening in pregnant women 
 Coverage of HIV screening in pregnant women 
 Coverage of correct management of syphilis in pregnant women at the STD clinic 
 Coverage of correct management of HIV in pregnant women at the STD clinic 
 Coverage of partners tested and managed accordingly 
 Coverage of babies born  to syphilis positive mothers who received appropriate treatment. 
 Coverage of babies born to HIV positive mothers who received prophylactic ARV 

Treatment 
 

Outcome/ Impact indicators 
 Incidence of congenital syphilis 
 Incidence of HIV among infants 
 Perinatal and neonatal mortality and morbidity due to congenital syphilis. 
 Perinatal and neonatal mortality and morbidity due to paediatric HIV 
 Still birth rate. 
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Annexure 4: Laboratory Form 
NATIONAL STD/AIDS CONTROL PROGRAMME, MINISTRY OF HEALTH. 

 
REQUEST FORM FOR SYPHILIS/HIV TESTING IN ANTENATAL MOTHERS.  

Institution/clinic ……………………………………………….. 
MOH area ……………………………………………….. 
Date of sample collection ……………………………………………….. 

 

……………………………………… …………………………………. …………………………….. 
Name of collecting officer 
…………………………………….. 

Designation 
…………………………………. 

Signature. 
…………………….. 

Name of Medical officer Designation  Signature 
 
Lab use only. 

 
Date/Time of receipt of samples:……………………………… …………………..am/pm 
 
 MLT:………………………. Medical officer STD/Lab:…………………………….. 
Date……………………… Date:                               ……………………………….... 

PatientNo 
(ANC) 

Age Parity. POA HIV 
Results 

VDRL 
Results 
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