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• Increase knowledge of effective 

contraceptive options for women 
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Total 33 million [30 – 36 million] 

Adults 30.8 million [28.2 – 34.0 million]

Women 15.5 million [14.2 – 16.9million]   

Children under 15 years 2.0 million [1.9 – 2.3 million]

Number of people living with HIV in 2007Number of people living with HIV in 2007

Global Summary of the 
AIDS Epidemic, Dec. 2007

Global Summary of the 
AIDS Epidemic, Dec. 2007

Total 2.7 million [2.2 – 3.2 million]

Adults 2.3 million [1.9 – 2.8 million]

Children under 15 years 370 000 [330 000 – 410 000]

Total 2.0 million [1.8 – 2.3 million]

Adults 1.8 million [1.6 – 2.1 million]

Children under 15 years 270 000 [250 000 – 290 000]

People newly infected with HIV in 2007 People newly infected with HIV in 2007 

AIDS deaths in 2007AIDS deaths in 2007
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• Shorter asymptomatic period

– HIV-1

• Slightly more easily transmitted

• Shorter asymptomatic period

• Higher viral load/faster decline in 
CD4 count

• Higher rates of genital tract 
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transmission
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AIDS: Acquired 
Immunodeficiency Syndrome
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• Decreased cell mediated immunity
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opportunistic infections
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– 70-80% of AIDS cases attributed to 
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– 70-80% of AIDS cases attributed to 

vaginal sex

– 5-10% of AIDS cases attributed to 

perinatal transmission

– 5-10% of AIDS cases attributed IDU
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perinatal transmission

– 5-10% of AIDS cases attributed IDU

Risk Factors for HIV AcquisitionRisk Factors for HIV Acquisition
• HIV viral load

• Presence of sexually transmitted 

disease

• HIV viral load
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Progression of HIVProgression of HIV
• Clinical progression

• Average CD4 decline

– 50-70 cells/year

• Clinical progression

• Average CD4 decline

– 50-70 cells/year

– Likelihood of progression depends 

on viral load

– Likelihood of progression depends 

on viral load

Progression of HIVProgression of HIV
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Load
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CD4 CountCD4 Count
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Within 3 Years

Likelihood of Developing AIDS 
Within 3 Years

m
m

3
m

m
3

Natural History of HIV InfectionNatural History of HIV Infection

C
D

4,
 c

el
ls

/m
C

D
4,

 c
el

ls
/m

MonthsMonths Years after onset of HIV infectionYears after onset of HIV infection
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– 2007 estimated number of persons 

diagnosed with AIDS: 37,041
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diagnosed with AIDS: 37,041
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HIV/AIDS: Where Are 
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Epidemiology Epidemiology 

• Geographic distribution

• Race/ethnicity
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In 2006 : An Estimated 
56,300 New Infections
In 2006 : An Estimated 
56,300 New Infections
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Epidemiology Epidemiology 
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ADPH HIV/AIDS 2007
https://adph.org/aids
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People Living with 
HIV/AIDS Nationally - 2007

People Living with 
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People Living with 
HIV/AIDS Nationally - 2007

People Living with 
HIV/AIDS Nationally - 2007

• African Americans account for 13% 

and Hispanics comprise 15% of the 

U.S. population

• African Americans account for 13% 

and Hispanics comprise 15% of the 

U.S. populationU.S. populationU.S. population

People Living with AIDS 
Locally - 2007

People Living with AIDS 
Locally - 2007
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Epidemiology Epidemiology 

• Geographic distribution
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Distributions of U.S. AIDS Cases by 
Transmission Exposure Group over Time

Distributions of U.S. AIDS Cases by 
Transmission Exposure Group over Time
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Discordance in Transmission 
Category by Gender

Discordance in Transmission 
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Epidemiology Epidemiology 

• Geographic distribution

• Race/ethnicity

• Transmission exposure

• Geographic distribution

• Race/ethnicity

• Transmission exposure

• Gender• Gender

73%  Males

27% Females27% Females

At the end of 2007, an estimated 550,000 
adults/adolescents were HIV positive

At the end of 2007, an estimated 550,000 
adults/adolescents were HIV positive
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for the diagnosis of HIV infection
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UNDIAGNOSED
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diagnosis of HIV infection 

N t i k b d
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diagnosis of HIV infection 

N t i k b d– Not risk based

– All patients 13-64 years of age 
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2006 Opt-Out 
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• Goal

– Improved access to HIV 
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• Prevention
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– Decrease HIV transmission
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– Decrease HIV transmission
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– Improved outcomes

• Individual 

– Improved outcomes
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• Public Health

– Wide implementation

– Earlier diagnosis of HIV

• Public Health

– Wide implementation

– Earlier diagnosis of HIV

Public Health Benefit of 
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Public Health Benefit of 
Opt-Out Testing

• 2001-2005 South Carolina Public 

Health System

N l di d
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Health System
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• HIV testing was not performed
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• HIV testing was not performed

Public Health Benefit of 
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Opt-Out Testing

Opt-Out Testing: 
Secondary HIV Prevention

Opt-Out Testing: 
Secondary HIV Prevention

3.5 x Greater Odds of 
HIV Transmission
3.5 x Greater Odds of 
HIV Transmission

Transmission 
Rate

Transmission 
Rate

80% of newly diagnosed 
infections occur via
80% of newly diagnosed 
infections occur via

Unaware of 
HIV Status
Unaware of 
HIV Status

Aware of HIV StatusAware of HIV Status

6.9%6.9%

2%2%

infections occur via   
sexual transmission

68% reduction in 
unprotected anal vaginal 
intercourse in HIV+ aware 
of serostatus

infections occur via   
sexual transmission

68% reduction in 
unprotected anal vaginal 
intercourse in HIV+ aware 
of serostatus
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preventing maternal to child 
transmission of HIV in the US (MTCT)

• Increase knowledge of effective 
contraceptive options for women with 
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testing for HIV screening practice
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• Increase knowledge of effective 
contraceptive options for women with 
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2006 Age at HIV Infection2006 Age at HIV Infection

• In 2006

– 56,300 new HIV Infections 

• Overall rate of new HIV infections

• In 2006

– 56,300 new HIV Infections 

• Overall rate of new HIV infectionsOverall rate of new HIV infections

– 22.8 per 100,000

• Persons aged 13-29 accounted for the 

largest number of new HIV infections 

(19,200 [34%])

Overall rate of new HIV infections

– 22.8 per 100,000
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largest number of new HIV infections 

(19,200 [34%])

2006 Age at HIV Infection2006 Age at HIV Infection

• Persons aged 30-39 accounted for 

estimated 17,400 (31%) new HIV 

infections

• Persons aged 30-39 accounted for 

estimated 17,400 (31%) new HIV 

infections

– Highest rate of new infections for 

persons aged 30-39 years (42.6 per 

100,000)

– Highest rate of new infections for 

persons aged 30-39 years (42.6 per 

100,000)

ADPH HIV/AIDS 2007
https://adph.org/aids

HIV Infection in Women:
Natural History

HIV Infection in Women:
Natural History

• Women have higher CD4 counts 

during early infection

However after approximately 6 8

• Women have higher CD4 counts 

during early infection

However after approximately 6 8– However, after approximately 6-8 

years of infection, the difference in 

between genders CD4 counts 

diminishes

– However, after approximately 6-8 

years of infection, the difference in 

between genders CD4 counts 

diminishes

HIV Infection in Women:
Natural History

HIV Infection in Women:
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HIV Infection in Women:
Natural History

HIV Infection in Women:
Natural History

• At higher CD4 counts women have 

lower viral loads then their male 

counterparts

• At higher CD4 counts women have 

lower viral loads then their male 

counterpartsp

• When their CD4 count reaches 200 

cells/mm3, the difference according 

to gender diminishes

p

• When their CD4 count reaches 200 

cells/mm3, the difference according 

to gender diminishes
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HIV Infection in Women:
Natural History
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HIV Infection in Women:
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P<0.001)

• Women start off with a higher CD4 

CT and lower corresponding viral 

load

• Women start off with a higher CD4 

CT and lower corresponding viral 

load

HIV Infection in Women:
Natural History

HIV Infection in Women:
Natural History

• Women and men have similar rates 

of progression to AIDS

• Women and men have similar rates 

of progression to AIDS

• Once on ARVs, women are more 

likely to experience complications

–Pancreatitis lactic acidosis

• Once on ARVs, women are more 

likely to experience complications

–Pancreatitis lactic acidosis

HIV Infection in Women:
Natural History

HIV Infection in Women:
Natural History

Pancreatitis, lactic acidosis, 

rash, fat accumulation, bone 

mineral density changes (?)

Pancreatitis, lactic acidosis, 

rash, fat accumulation, bone 

mineral density changes (?)

Timing of Mother to Child HIV 
Transmission: No Breastfeeding

Timing of Mother to Child HIV 
Transmission: No Breastfeeding

Overall cumulative risk 
MTCT

Overall cumulative risk 
MTCT

In UteroIn Utero
PeripartumPeripartum PostpartumPostpartum

25-35% in utero

(majority late)

65-75% peripartum

25-35% in utero

(majority late)

65-75% peripartum

(without antiretroviral 
drugs): 25% without 

breastfeeding

(without antiretroviral 
drugs): 25% without 

breastfeeding

Risks of MTCTRisks of MTCT
• Maternal factors

– Higher maternal viral load

– Lower CD4 count

• Maternal factors

– Higher maternal viral load

– Lower CD4 count

– Smoking

– Other infections

• Active HSV, Genital Ulcer 

Disease, BV, Hepatitis C

– Smoking

– Other infections

• Active HSV, Genital Ulcer 

Disease, BV, Hepatitis C
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Risks of MTCTRisks of MTCT
• Obstetric factors

– Invasive procedures/vaginal delivery

– Chorioamnionitis

• Obstetric factors

– Invasive procedures/vaginal delivery

– Chorioamnionitis

• Infant factors

– Severe prematurity 

• <33 weeks

– Multiple gestation 

• Infant factors

– Severe prematurity 

• <33 weeks

– Multiple gestation 

Risks of MTCTRisks of MTCT
• Lower maternal viral load

• Effective ART

• Cesarean section delivery

• Lower maternal viral load

• Effective ART

• Cesarean section delivery

• Intrapartum ART

• Formula feeding

• Intrapartum ART

• Formula feeding

“Uncontrolled” HIV“Uncontrolled” HIV
• Decrease fertility by 30%

– Viral load 

• Increases still birth, low birth weight, 

• Decrease fertility by 30%

– Viral load 

• Increases still birth, low birth weight, 

intrauterine growth retardation, 

chorioamnionitis

• Increases maternal mortality 

intrauterine growth retardation, 

chorioamnionitis

• Increases maternal mortality 
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[<100][<100]

Middle East & North Africa

57005700
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3200 3200 
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South & South‐East Asia

21 00021 000
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<<500
[<200]

East Asia

20002000
[1200 [1200 –– 3100]3100]

Caribbean

1800
[1500 – 2100]

Estimated Number of Children (<15 
years) Newly Infected with HIV - 2007
Estimated Number of Children (<15 

years) Newly Infected with HIV - 2007

Sub‐Saharan Africa

330 000330 000
[300 000 [300 000 –– 360 000]360 000]

[14 000 [14 000 –– 29 000]29 000]
Oceania

<1000<1000
Latin America

46004600
[4200 [4200 –– 8300]8300]

• Total: 370,000 (330,000 – 410,000)
• MTCT reduced to <2% in countries which bear 

<1% of global pediatric HIV burden 

• Total: 370,000 (330,000 – 410,000)
• MTCT reduced to <2% in countries which bear 

<1% of global pediatric HIV burden 

PACTG 076PACTG 076
• Efficacy and safety of Zidovudine in 

reducing the risk of maternal to 

infant transmission of HIV

Study design: early ‘90’s

• Efficacy and safety of Zidovudine in 

reducing the risk of maternal to 

infant transmission of HIV

Study design: early ‘90’s– Study design:  early ‘90’s

• Randomized, double-blind, 

placebo-controlled trial

– Study design:  early ‘90’s

• Randomized, double-blind, 

placebo-controlled trial

PACTG 076PACTG 076
– Participants: HIV-infected pregnant 

women with CD4+ ct > 200 

– ZDV regimen

• Antepartum ZDV (100 mg orally 5

– Participants: HIV-infected pregnant 

women with CD4+ ct > 200 

– ZDV regimen

• Antepartum ZDV (100 mg orally 5• Antepartum ZDV (100 mg orally 5 

times daily)

• Intrapartum ZDV 

• Post exposure prophylaxis ZDV 

for the newborn (for 6 weeks)

• Antepartum ZDV (100 mg orally 5 

times daily)

• Intrapartum ZDV 

• Post exposure prophylaxis ZDV 

for the newborn (for 6 weeks)
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PACTG 076PACTG 076
• 67% relative reduction in risk of HIV 

transmission

• Results

• 67% relative reduction in risk of HIV 

transmission

• Results

PACTG 076PACTG 076

– Enrolled 477 pregnant women

– 415 live-born infants

• ZDV Group: 13/180 infants HIV +

– Enrolled 477 pregnant women

– 415 live-born infants

• ZDV Group: 13/180 infants HIV +

• Placebo Group  40/182 infants 

were HIV + 

• 67.5 % relative reduction in the 

• Placebo Group  40/182 infants 

were HIV + 

• 67.5 % relative reduction in the 

PACTG 076PACTG 076

risk of HIV transmission             

(P < 0.05)

risk of HIV transmission             

(P < 0.05)

• For the treatment of pregnant HIV-1 

infected women and prevention of 

perinatal HIV-1 transmission

• For the treatment of pregnant HIV-1 

infected women and prevention of 

perinatal HIV-1 transmission

Combination 
Antiretroviral Strategies

Combination 
Antiretroviral Strategies

• Prospective Cohort Study, HIV RNA 

levels from 1542 HIV infected women 

with live births from 1990-2000

• Prospective Cohort Study, HIV RNA 

levels from 1542 HIV infected women 

with live births from 1990-2000

• Evaluate impact of different ARV 

regimens on perinatal  HIV 

transmission at population level

• Evaluate impact of different ARV 

regimens on perinatal  HIV 

transmission at population level

Combination 
Antiretroviral Strategies

Combination 
Antiretroviral Strategies

p p

• Risk of perinatal transmission of HIV-

1 among (1146) women on ART 

during pregnancy

p p

• Risk of perinatal transmission of HIV-

1 among (1146) women on ART 

during pregnancy

– Being on ART was protective

– Planned C Section was protective

M t l l HIV 1 RNA l l

– Being on ART was protective

– Planned C Section was protective

M t l l HIV 1 RNA l l

Combination 
Antiretroviral Strategies

Combination 
Antiretroviral Strategies

– Maternal plasma HIV-1 RNA levels 

at delivery

• Rates of transmission with VL<400= 

1.1%

– Maternal plasma HIV-1 RNA levels 

at delivery

• Rates of transmission with VL<400= 

1.1%
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Perinatal TransmissionPerinatal Transmission
• 44/1202 cases of vertical 

transmission VL<1000

– Mothers + ARV

• 44/1202 cases of vertical 

transmission VL<1000

– Mothers + ARV

• Transmission rate 1%

– Mothers with ARV

• Transmission rate 9.8%

• Transmission rate 1%

– Mothers with ARV

• Transmission rate 9.8%

Mechanism of Action of 
ARV PPX

Mechanism of Action of 
ARV PPX

• Decrease maternal VL in blood & 
genital secretions

– Decreased transmission with 

• Decrease maternal VL in blood & 
genital secretions

– Decreased transmission with 
VL<1000 copies/ml

• Infant pre-exposure prophylaxis

– Transplacental transport of the drug

• Active ARV in infant circulation at the 
time of labor and delivery

VL<1000 copies/ml

• Infant pre-exposure prophylaxis

– Transplacental transport of the drug

• Active ARV in infant circulation at the 
time of labor and delivery

Clinical Recommendations for 
HIV+ Women and Pregnancy

Clinical Recommendations for 
HIV+ Women and Pregnancy
• Preconception counseling

– Reproductive plan

• Preconception counseling

– Reproductive plan

– Seek pregnancy

• Address breast feeding risks, 

minimizing risk to partner and 

vertical transmission

– Seek pregnancy

• Address breast feeding risks, 

minimizing risk to partner and 

vertical transmission

Clinical Recommendations for 
HIV+ Women and Pregnancy

Clinical Recommendations for 
HIV+ Women and Pregnancy

– Role pregnancy on HIV disease

• General screening during pregnancy

– Role pregnancy on HIV disease

• General screening during pregnancy

– Opt-Out Testing, and during labor 

(if no prior test) repeat in 3rd

trimester if high risk

– Opt-Out Testing, and during labor 

(if no prior test) repeat in 3rd

trimester if high risk
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Clinical Recommendations for 
HIV+ Women and Pregnancy

Clinical Recommendations for 
HIV+ Women and Pregnancy
• ART

– HAART is recommended for all 
pregnant women

• ART

– HAART is recommended for all 
pregnant women

• May delay initiation until 10-12 
weeks of gestation

• Long term follow up infants born to 
mothers on ART during pregnancy, 
regardless of infant HIV status

• May delay initiation until 10-12 
weeks of gestation

• Long term follow up infants born to 
mothers on ART during pregnancy, 
regardless of infant HIV status

Clinical Recommendations: 
HIV and Pregnancy

Clinical Recommendations: 
HIV and Pregnancy

• ART is recommended in all pregnant 

women

– Despite virologic, immunologic, or 

• ART is recommended in all pregnant 

women

– Despite virologic, immunologic, or p g , g ,

clinical parameters to prevent 

MTCT

• Childbearing potential

– Advise against efavirenz

p g , g ,

clinical parameters to prevent 

MTCT

• Childbearing potential

– Advise against efavirenz

Clinical Recommendations: 
HIV and Pregnancy

Clinical Recommendations: 
HIV and Pregnancy

• HAART (include ZDV)

– For HIV Treatment and PMTCT

IV ZDV d i l b i f t l

• HAART (include ZDV)

– For HIV Treatment and PMTCT

IV ZDV d i l b i f t l• IV ZDV during labor + infant oral 

therapy x 6 weeks

• Stable maximally suppressed VL 

prior to conception

• IV ZDV during labor + infant oral 

therapy x 6 weeks

• Stable maximally suppressed VL 

prior to conception

Clinical Recommendations: 
HIV and Pregnancy

Clinical Recommendations: 
HIV and Pregnancy

• HIV screening as prenatal panel, 

repeat HIV test in 3rd trimester (high 

risk)

• HIV screening as prenatal panel, 

repeat HIV test in 3rd trimester (high 

risk)

• Check viral load if acute 

seroconversion is a consideration, 

confirm and repeat at 4-6 weeks

• Advise against breastfeeding

• Check viral load if acute 

seroconversion is a consideration, 

confirm and repeat at 4-6 weeks

• Advise against breastfeeding

Clinical Recommendations: 
HIV and Pregnancy

Clinical Recommendations: 
HIV and Pregnancy

• Advise against SD NVP to ART 

regimen

• Genotypic resistance is

• Advise against SD NVP to ART 

regimen

• Genotypic resistance isGenotypic resistance is 

recommended prior to initiation of 

ART

Genotypic resistance is 

recommended prior to initiation of 

ART

Recommended Antiretroviral 
Therapy for Pregnancy

Recommended Antiretroviral 
Therapy for Pregnancy

• HAART during pregnancy

• Intrapartum intravenous AZT + 

( dditi l ti t i l )

• HAART during pregnancy

• Intrapartum intravenous AZT + 

( dditi l ti t i l )(additional antiretrovirals)

• Postnatal AZT therapy for infant x 6 

weeks

(additional antiretrovirals)

• Postnatal AZT therapy for infant x 6 

weeks
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Safety of ARV Drugs in 
Pregnant Women 

Safety of ARV Drugs in 
Pregnant Women 

• Pharmacokinetics

– Affect in absorption, distribution, 

metabolism and elimination of 

• Pharmacokinetics

– Affect in absorption, distribution, 

metabolism and elimination of 

drugs

– Current pharmacokinetic studies 

NO dosing changes for

• ZDV, 3TC, DDI, D4T or NVP

drugs

– Current pharmacokinetic studies 

NO dosing changes for

• ZDV, 3TC, DDI, D4T or NVP

Safety of ARV Drugs in 
Pregnant Women 

Safety of ARV Drugs in 
Pregnant Women 

– 4 Protease Inhibitors not require 

dosing adjustments

SQV RTV I di i N lfi i

– 4 Protease Inhibitors not require 

dosing adjustments

SQV RTV I di i N lfi i• SQV, RTV, Indinavir, Nelfinavir• SQV, RTV, Indinavir, Nelfinavir

*

ARV in Pregnancy: NRTIsARV in Pregnancy: NRTIs
• Pros

– ZDV/3TC

• Well studied

• Pros

– ZDV/3TC

• Well studied

– Documented efficacy

• Decrease genital shedding, 

decrease in risk vertical 

transmission

– Documented efficacy

• Decrease genital shedding, 

decrease in risk vertical 

transmission

*

ARV in Pregnancy: NRTIsARV in Pregnancy: NRTIs
– Not a tetratogen

– No dosing changes

– Backbone of choice if concurrent 

– Not a tetratogen

– No dosing changes

– Backbone of choice if concurrent 

Hepatitis B

– No effect on bone demineralization

Hepatitis B

– No effect on bone demineralization

*

ARV in Pregnancy: NRTIsARV in Pregnancy: NRTIs
• Cons

– ZDV/3TC: nausea,headache, 
myalgias, insomnia

– Contraindicated

• Cons

– ZDV/3TC: nausea,headache, 
myalgias, insomnia

– Contraindicated

• Liver/kidney dysfxn or blood 
dyscrasias

– Combination therapy

• Toxic side effects

–Avoid ddI and d4T

• Liver/kidney dysfxn or blood 
dyscrasias

– Combination therapy

• Toxic side effects

–Avoid ddI and d4T

ART in Pregnancy: NNRTI’sART in Pregnancy: NNRTI’s
• PROs

– NVP: Documented benefit of SD 

NVP decrease vertical 

t i i

• PROs

– NVP: Documented benefit of SD 

NVP decrease vertical 

t i itransmission

• Not a tetratogen

• No dosing changes

transmission

• Not a tetratogen

• No dosing changes
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ART in Pregnancy: NNRTI’sART in Pregnancy: NNRTI’s
• CONs

– NVP: hepatoxicity and rash

• 10x risk of hepatotoxicity with 

• CONs

– NVP: hepatoxicity and rash

• 10x risk of hepatotoxicity with 

CD4>250

– EFV: Tetratogen

CD4>250

– EFV: Tetratogen

ART in Pregnancy: PI’sART in Pregnancy: PI’s
• Pros

– Efficacy in adults for combination 

therapy

• Pros

– Efficacy in adults for combination 

therapy

– When PI based regimen is needed 

in PG

• R-SQV and NFV 

– When PI based regimen is needed 

in PG

• R-SQV and NFV 

ART in Pregnancy: PI’sART in Pregnancy: PI’s
• Cons

– Don’t cross the placenta

– Hyperglycemia known side effect

• Cons

– Don’t cross the placenta

– Hyperglycemia known side effect

– Premature delivery 

– Indinavir: indirect 

hyperbilirubinemia in neonate

– Premature delivery 

– Indinavir: indirect 

hyperbilirubinemia in neonate

Opt-Out Testing: Reduce MTCT 
of HIV

Opt-Out Testing: Reduce MTCT 
of HIV

• 2005

– 31% of mothers of HIV+ infants had 

not been tested for HIV until after

• 2005

– 31% of mothers of HIV+ infants had 

not been tested for HIV until afternot been tested for HIV until after 

delivery

• “One test two lives”

not been tested for HIV until after 

delivery

• “One test two lives”

Opt-Out Testing: Reduce 
MTCT of HIV

Opt-Out Testing: Reduce 
MTCT of HIV

• Opt-out

– Pregnant women are told that an 

HIV test will be included in her

• Opt-out

– Pregnant women are told that an 

HIV test will be included in herHIV test will be included in her 

regular prenatal tests

– States all pregnant women are 

given the test

– Patient has the choice to opt-out

HIV test will be included in her 

regular prenatal tests

– States all pregnant women are 

given the test

– Patient has the choice to opt-out

Opt-Out Testing: Reduce 
MTCT of HIV

Opt-Out Testing: Reduce 
MTCT of HIV

• 1998-1999 Opt-in states

– HIV testing rate 25%-69%

• 1998-1999 Opt-in states

– HIV testing rate 25%-69%

• 1998-1999 Opt-out states

– HIV testing rate 85%

• 1998-1999 Opt-out states

– HIV testing rate 85%
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Opt-Out in PregnancyOpt-Out in Pregnancy

• Universal Opt-out with a 2nd test in 

3rd trimester of high risk women

• If no prenatal test result

• Universal Opt-out with a 2nd test in 

3rd trimester of high risk women

• If no prenatal test resultIf no prenatal test result

– Rapid HIV testing at L & D

– Explore why a prior test was 

declined

If no prenatal test result

– Rapid HIV testing at L & D

– Explore why a prior test was 

declined

Opt-Out in PregnancyOpt-Out in Pregnancy

• Goal

– Increase testing rates, increase 

knowledge of serostatus increase

• Goal

– Increase testing rates, increase 

knowledge of serostatus increaseknowledge of serostatus, increase 

# offered treatment

– Decrease MTCT of HIV

knowledge of serostatus, increase 

# offered treatment

– Decrease MTCT of HIV

Challenges in the US in 
Preventing MTCT of HIV
Challenges in the US in 
Preventing MTCT of HIV

• Increase in HIV cases in women of 

childbearing age

• Lack of prenatal care

• Increase in HIV cases in women of 

childbearing age

• Lack of prenatal careLack of prenatal care

– 2001-2004, 16% of mothers with 

HIV+ infants lacked prenatal care

• Lack of postnatal care

Lack of prenatal care

– 2001-2004, 16% of mothers with 

HIV+ infants lacked prenatal care

• Lack of postnatal care

Challenges in the US in 
Preventing MTCT of HIV
Challenges in the US in 
Preventing MTCT of HIV

– 2001-2004

• 46% of MTCT cases did not get 
prenatal monotherapy ARV at a 

– 2001-2004

• 46% of MTCT cases did not get 
prenatal monotherapy ARV at a 
minimum (ZDV)

• 41% did not receive intrapartum 
ARVS

• 25% of the infants did not receive 
postnatal ARVs

minimum (ZDV)

• 41% did not receive intrapartum 
ARVS

• 25% of the infants did not receive 
postnatal ARVs

N:858

N: 41
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ObjectivesObjectives

• Identify the magnitude of HIV infection 
by age, gender and geographic 
distribution

• Understand the utility of opt-out HIV 
testing for HIV screening practice

• Identify the magnitude of HIV infection 
by age, gender and geographic 
distribution

• Understand the utility of opt-out HIV 
testing for HIV screening practicetesting for HIV screening practice

• Increase knowledge of challenges in 
preventing maternal to child 
transmission of HIV in the US (MTCT) 

• Increase knowledge of effective 
contraceptive options for women with 
HIV 

testing for HIV screening practice

• Increase knowledge of challenges in 
preventing maternal to child 
transmission of HIV in the US (MTCT) 

• Increase knowledge of effective 
contraceptive options for women with 
HIV 

Contraceptive Options for 
Women with HIV

Contraceptive Options for 
Women with HIV

• Remember barrier method plus….

– Prevent STD and HIV transmission

H l th d

• Remember barrier method plus….

– Prevent STD and HIV transmission

H l th d• Hormonal methods

– On ART

• Known drug interactions with ART 

and hormonal contraceptives

• Hormonal methods

– On ART

• Known drug interactions with ART 

and hormonal contraceptives

Contraceptive Options for 
Women with HIV

Contraceptive Options for 
Women with HIV

• Protease inhibitors and NNRTIs

– Off of ART

• All contraceptive methods are

• Protease inhibitors and NNRTIs

– Off of ART

• All contraceptive methods are• All contraceptive methods are 

suitable

• If she does NOT want to 

conceive

–IUD, permanent sterilization

• All contraceptive methods are 

suitable

• If she does NOT want to 

conceive

–IUD, permanent sterilization

DHHS Guidelines for the Use of Antiretroviral 
Agents in HIV-1 infected Adults and Adolescents-

December 1, 2009

DHHS Guidelines for the Use of Antiretroviral 
Agents in HIV-1 infected Adults and Adolescents-

December 1, 2009
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Mixed  Results:  or no 
dose change

Southeast AIDS Training and Education 
Center (SEATEC) April 2009
Southeast AIDS Training and Education 
Center (SEATEC) April 2009

Cytochrome P450:  Change 
in concentration & potency
Cytochrome P450:  Change 
in concentration & potency

48% AUC

Other Hormonal Contraceptive 
Agents

Other Hormonal Contraceptive 
Agents

• Depo Provera (Medroxyprogesterone 

acetate) Injection

– Bone mineral density

• Depo Provera (Medroxyprogesterone 

acetate) Injection

– Bone mineral density

– Calcium supplement

– Not interact with Nelfinavir, 

Nevirapine,  Efavirenz

• 3 month efficacy

– Calcium supplement

– Not interact with Nelfinavir, 

Nevirapine,  Efavirenz

• 3 month efficacy

Other Hormonal Contraceptive 
Agents

Other Hormonal Contraceptive 
Agents

• Etonorgestrel (Implanon) Implant

– Non adjustable dose

No studies to date re: ART

• Etonorgestrel (Implanon) Implant

– Non adjustable dose

No studies to date re: ART– No studies to date re: ART 

interaction

• Transdermal patch (Ortho Evra) & 

Vaginal Ring (NuvaRing)

– No studies to date re: ART 

interaction

• Transdermal patch (Ortho Evra) & 

Vaginal Ring (NuvaRing)

Other Hormonal Contraceptive 
Agents

Other Hormonal Contraceptive 
Agents

– Consider interactions similar to 

that of combined OCPS

– No Studies to Date re: ART

– Consider interactions similar to 

that of combined OCPS

– No Studies to Date re: ARTNo Studies to Date re: ART 

interaction

• Levonorgestrel (Plan B) IUD

– No Studies to Date: re: ART

No Studies to Date re: ART 

interaction

• Levonorgestrel (Plan B) IUD

– No Studies to Date: re: ART

Non-Hormonal 
Contraceptive Options

Non-Hormonal 
Contraceptive Options

• IUD: Intrauterine Device

– HIV + and HIV – women

– IUD and HIV transmission

• IUD: Intrauterine Device

– HIV + and HIV – women

– IUD and HIV transmission

• Absence of association

– Levonorgestrel  IUD

• Hormone levels in presence of 
ART not known

• Absence of association

– Levonorgestrel  IUD

• Hormone levels in presence of 
ART not known
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Non-Hormonal 
Contraceptive Options

Non-Hormonal 
Contraceptive Options

– Copper T

– HIV + must weight risk and benefits 

with IRIS and AIDS

– Copper T

– HIV + must weight risk and benefits 

with IRIS and AIDSwith IRIS and AIDSwith IRIS and AIDS

Non-Hormonal 
Contraceptive Options

Non-Hormonal 
Contraceptive Options

• Female condom

– Usage errors with ring slippage

• Female condom

– Usage errors with ring slippage

– Associated failure rate of 26%

• Spermicides

– Not recommended 

• Regardless of condoms

– Associated failure rate of 26%

• Spermicides

– Not recommended 

• Regardless of condoms

Non-Hormonal 
Contraceptive Options

Non-Hormonal 
Contraceptive Options
• Not protect against HIV

• Mucosal irritation and 

inflammation

• Not protect against HIV

• Mucosal irritation and 

inflammationinflammation

• Change in vaginal flora

inflammation

• Change in vaginal flora

Take Home PointsTake Home Points
• Rates of HIV infection in women 

continue to rise

• Female minorities are at particular 
risk of HIV

• Rates of HIV infection in women 
continue to rise

• Female minorities are at particular 
risk of HIV

• “Think HIV”

• Test and counsel for HIV regardless 
of perceived risk

• Consider contraceptive options in 
women of child bearing age

• “Think HIV”

• Test and counsel for HIV regardless 
of perceived risk

• Consider contraceptive options in 
women of child bearing age


