
1 

 

Greater Manchester Sexual Health Network (GMSHN) 
c/o NHS Manchester, Newton Silk Mill, Holyoak Street, Manchester, M40 1HA. 

Tel: 0161 219 9408. Fax: 0161 219 9477 
www.sexualhealthnetwork.co.uk 

 

Policy Document: HIV in Pregnancy and Neonatal 
HIV 

 

Date completed and 
version no. 

21.01.2013 (v.29) 

Approved by GMSHN 
PAG 5 (HIV Services) 

December 2012 

Approved by GM Sexual 
Health Commissioning 
Leads Group 

 

Approved by GM Sexual 
Health Network Board 

 

Primary author(s) 
Dr. M. Kingston (Consultant in GU Medicine, Manchester Royal 
Infirmary (MRI)), Dr. K. Chan (Consultant in Foetal Medicine and 
Obstetrics, St Mary’s Hospital (SMH)), Dr. O. McQuillan, Consultant 
in GU Medicine, MRI), Dr. K. Ajdukiewicz (Consultant in Infectious 
Diseases, North Manchester General Hospital (NMGH)), Dr. A. Tan 
(Consultant Paediatrician, NMGH), Dr. M. Sarwar (Consultant 
Neonatologist, St Mary’s Hospital (SMH)), Dr. C. Rice (Consultant 
Obstetrician, NMGH), Dr A Turner (Consultant Virologist, MRI), Mrs. 
S. Wilson (Clinic Lead HIV/Sexual Health (Midwifery) Manchester 
Specialist Midwifery Service) Ms Katie Rowson (HIV Paediatric 
Specialist Nurse North Manchester General Hospital (NMGH)) 

Supercedes 2010 Policy 

Related documents to be 
used in conjunction with 
this policy 

Current BHIVA guidelines for the management of HIV in pregnancy 
and the prevention of mother-to-child transmission of HIV 
(http:www.bhiva.org/) 
The HIV and Sexual Health in Pregnancy Manchester Maternity 
Hospitals Information pack (current edition) 
Guidance for the investigation of fertility for HIV patients (including 
access to sperm washing) 
This guidance refers to management of HIV-1 infection; HIV-2 
positive women should be managed on a case by case basis. 

Date for review October 2015 or sooner if needed 



2 

Note 

This policy is to be used in conjunction with: 
 

• The current BHIVA guidelines for the management of HIV in pregnancy and the 
prevention of mother to child transmission of HIV (http://www.bhiva.org/) 

• The HIV and Sexual Health in Pregnancy Manchester Maternity Hospitals 
Information pack (current edition) 

• Guidance for the investigation of fertility for HIV patients (including access to sperm 
washing).  

 
This guidance refers to management of HIV-1 infection; HIV-2 positive women 
should be managed on a case by case basis. 
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1. Pre-conceptual advice  

 
General advice for all situations 

 
a. All couples where one or more partner is HIV positive should be referred to the HIV 

team for advice. Reference should be made to the Greater Manchester Sexual 
Health Network Guidance for the investigation of fertility for HIV patients (including 
access to sperm washing).1   

 
Pre-conceptual Advice 
 
b. Folic acid supplementation (400mcg daily) should be commenced ideally prior to 

conception or as soon as the pregnancy is known within the first trimester.  If the 
mother is on folate antagonists such as co-trimoxazole folic acid should be given at 
an increased dose of 5mg and continued throughout pregnancy. 

 
c. Lifestyle advice regarding alcohol consumption, smoking and use of recreational 

drugs should be given prior to conception to both prospective parents or as soon as 
the pregnancy is known. Note: Women should not be advised to give up drugs or 
alcohol abruptly if their intake is heavy or are having problems in reducing -  Refer 
to Manchester Specialist Midwifery Service: 0161 226 6669  Fax: 0161 226 7126 . 

 
HIV positive women planning a pregnancy 

 
d. In women planning a pregnancy, who need HIV anti-retrovirals for their own health 

commence on a regime recommended for use in pregnancy2. 
 
In women with very low CD4 counts (<200 cells/mm3), it is preferable to defer pregnancy 
until sustained virological suppression has been achieved and if possible, immune 
reconstitution with a CD4 count above 200 cells/mm3 attained. This will minimise foetal 
exposure to potentially teratogenic antibiotics and antifungals used for the prophylaxis of 
opportunistic infections and also reduce the risk of the mother developing opportunistic 
infections during pregnancy.   
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2. HIV Antenatal Testing Guidelines  
 
a. The aim of the Department of Health (DH) (1999) was to increase the voluntary 

uptake of the HIV test to 90% in an endeavour to reduce the vertical transmission 
rate of HIV through the use of antiviral treatments in pregnancy, prophylaxis for the 
newborn and avoidance of breast feeding.  

 
b. Offering the test to everyone normalises HIV testing and raises awareness amongst 

the general population about a major public health issue. 
 
c. Following on from this, the British HIV Association (BHIVA) and the British 

Association for Sexual Health and HIV (BASHH) (2008) made recommendations to 
increase the offer of HIV testing in high prevalence areas. Midwives are to target 
pregnant women who decline testing at booking by re-offering a test in the second 
trimester.  

 
d. In addition to this, women who test negative but are deemed to be ‘high risk’ (see 

Appendix 10) are to be offered another test in late pregnancy.  
 
e. Consideration should be made to test babies of mothers who decline HIV testing 

during pregnancy. 
 
Confidentiality and Disclosure of Information 
 
f. In addition to hospital medical records, information is also recorded in hand-held 

notes. It is vital that nothing is recorded in hand-held notes without discussion and 
the woman’s explicit permission given.  The information recorded may be seen by 
family or friends.  

 
g. A positive HIV result should not be recorded in the hand held notes unless 

otherwise agreed by the woman.  The result should be filed in the hospital records 
and the reasons for this fully explained to the woman. 

h. HIV status should be revealed only on a ‘need to know basis’ and verbal 
disclosure should be discreet and sensitive. 

 
i. An HIV test must be offered to all women during their antenatal care as an integral 

part of routine antenatal screening. It is classed as an ‘opt out’ offer i.e. included 
along with all the other tests offered at booking.  

 
j. The HIV test can be offered at any time during the pregnancy including during 

labour and the post natal period. It is recommended to fast track results after 20 
wks gestation and to perform them urgently for women in or threatening labour or in 
the immediate postnatal period – see Appendix 8.  

 
k. All women can be given the “HIV and Pregnancy” leaflet at their booking 

appointment. This leaflet should also be available in clinic areas. Written information 
given prior to the woman’s booking interview allows her time to give more thought to 
HIV testing issues and to formulate any questions she may wish to ask. 

 
l. A focused discussion regarding HIV and antenatal HIV testing is recommended, 

rather than a full pre-test counselling session, staff should:  
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1. Re-affirm that the test is offered to everyone 
2. Ask whether the woman has read the leaflet 
3. Clarify that the woman understands the benefits of having the test 
4. Ask if the woman feels she is at increased risk of HIV 
5. Discuss global prevalence of HIV using a map to demonstrate 
6. Confirm that informed verbal consent for HIV testing has been given 
7. Ask if the woman has any further questions 
8. Document that HIV testing has been offered, declined, accepted or is to be 

re-visited 
9. Explain that if she declines the test will be re-offered at the next antenatal 

appointment as per policy. 
 

m. It is important to ensure that informed consent has been given for HIV testing. This 
must be documented in the notes.  

 
n. When a pre-test discussion has taken place and the women is undecided, or 

declines HIV testing this must be recorded and revisited again at the next antenatal 
appointment.   

 
o. The HIV test should be requested alongside other routine antenatal tests being 

requested. The person requesting the test should legibly sign the form and print 
their name clearly underneath.    

 
p. For audit purposes it must be made clear that the request is via the antenatal 

setting.  It should be stated that no results, for any blood test, will be given over the 
telephone. 

 
q. Any woman requesting information or advice beyond the competence or confidence 

of the midwife should be referred for an additional in-depth discussion with Sharon 
Wilson (Clinical Lead - HIV/Sexual Health Midwifery) or the local HIV specialist 
teams. 

 
r. It is the responsibility of involved staff to feel equipped to discuss HIV testing.  Extra 

teaching sessions can be arranged for those who would feel they would benefit 
from more information. Sharon Wilson (Clinical Lead - HIV/Sexual Health Midwifery) 
can be contacted to arrange this (contact details are at Appendix 1). 

 
s. An interpreter should be present if a woman does not speak English.  A family 

member is not appropriate to act as interpreter. 
 
t. All women are encouraged to disclose a HIV positive result to their GP, 

However unless there are child protection issues this remains the woman’s 
choice.  

 
u. Pathways for results are at Appendix 2. 
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3. Disclosure protocol including contact tracing partners and 
existing children 

 
Disclosure to other health care professionals 
 
a. Disclosure of HIV status is on a need to know basis and should be specifically 

agreed with the woman and never assumed.   
 
b. Disclosure should be recommended to the patient’s GP and community midwife 

and, in time, to their baby’s neonatologist/paediatrician and health visitor.  
 
c. The discussion with regard to disclosure should be recorded in the maternal 

hospital notes (antenatal and medical) together with permission to disclose to 
specific parties. Once permission to disclose to relevant parties is agreed and 
documented regular written correspondence should be maintained between parties. 
 

Disclosure to sexual partners 
 

d. This should be discussed and encouraged from the time the initial diagnosis is 
given, however it must be recognised that barriers to disclosure do exist 
(particularly where domestic abuse is disclosed or suspected) and disclosure 
should be seen as a process during which support should be given.   

 
e. A documented time limit of 6 months, but ideally as soon as possible, should 

generally be applied for disclosure to partners. When a patient is reluctant to 
disclose her HIV status then this should be discussed by the HIV multidisciplinary 
team caring for the patient and a plan for supporting disclosure drawn up.  

 
f. Reference should be made to the BHIVA document: “HIV transmission, the law and 

the work of the clinical team” (available at www.bhiva.org) as well as the BHIVA 
guidelines for the management of HIV in pregnancy.2 

 
Testing existing children 
 

g. This should be discussed, encouraged and facilitated from the time the initial 
diagnosis is given and may be performed as soon as possible or deferred until 
testing the child of the current pregnancy.   

 
h. A time limit of up to 6 months should generally be applied for testing of existing 

children. Refer to ‘Don’t Forget The Children’ guidelines on the CHIVA website 
(available at www.chiva.org and www.sexualhealthnetwork.co.uk) and ‘Manchester 
Guidelines For Testing of Looked After Children Who Are At Risk of a Blood-Borne 
Virus Infection – A Joint Children’s Services and Health Document’ (available at 
www.sexualhealthnetwork.co.uk). 
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4. Medical management of HIV in pregnancy 
 

Initial assessment 
 
a. This is to be facilitated as soon as possible following HIV diagnosis in pregnancy or 

when pregnancy is confirmed in a known HIV positive woman.  A clerking proforma 
covering relevant points for discussion is given below. Management should be 
within an MDT where lines of communication and responsibility are clear and 
specific. 
 

Follow-up assessments 
 
b. These should be conducted regularly; the frequency will depend on the individual 

patient (a clinic proforma is available at Appendix 3). For example, within the 
antenatal HIV clinic at St Mary’s patients are generally seen together by the 
obstetrician, HIV physician and specialist midwife at 20 weeks gestation and again 
between 32-36 weeks gestation for delivery planning. 

 
Antiretroviral therapy in pregnancy 

 
c. This should be with reference to BHIVA guidelines.2  

 

Women diagnosed with HIV in pregnancy 

  
d. The choice of antiretroviral therapy for women commencing treatment in pregnancy 

should be in line with current BHIVA guidelines for the management of HIV positive 
patients and should be informed by HIV genotypic resistance testing, hepatitis co-
infection, previous antiretroviral therapy (ART), adherence considerations and 
maternal choice.  Pharmacokinetic data indicates that levels of Kaletra, Atazanavir 
and Darunavir may drop in pregnancy, particularly in the third trimester. The 
following actions should be considered: 

o For Darunavir, increasing from the OD to BD dosing regime  
o For Atazanavir, therapeutic drug monitoring (TDM) and a possible dose 

increase (particularly if co-prescribed with tenofovir) 
o For Kaletra increasing from 2 to 3 tablets BD if the HIV viral load is not fully 

suppressed, or TDM 
 
For women commencing HIV treatment later in pregnancy, particularly with a high 
baseline viral load, consider the use of Raltegravir to achieve a rapid reduction in 
viral load. 
 
For women with a detectable HIV viral load with threatened or actual premature 
labour where the neonate may not be able to tolerate oral therapy, then 
administering a single double dose Tenofovir and a stat dose of Nevirapine 200mg 
in addition to or as part of their ART regime will contribute to prophylaxis for the 
foetus. 

 
e. Unless indicated for maternal health reasons, aim to start ART by 20 weeks 

gestation, and for those with a high opening viral load by 16 weeks gestation.  If the 
pre-treatment CD4 count indicates maternal therapy is not needed for maternal 
health then ART may be stopped following delivery.  However NNRTIs cannot be 
stopped abruptly in this manner and it must be remembered that the CD4 count 
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may drop by up to 25% in pregnancy and so may not be a reliable marker of 
whether ART needs to be continued after pregnancy. A senior HIV physician must 
make this decision on an individual case basis with the patient.  

 
Women on ART at the time of conception 

 
f. Women who conceive on effective ART and have an undetectable HIV viral load 

should stay on their regime even if it contains Efavirenz.  
 
g. Avoid Didanosine and Stavudine.  If use of these two drugs is unavoidable, monitor 

the lactate levels. For those on protease inhibitors, dose alterations as outlined in 
section 4d may be required. 

 
Adherence information 
 
h. HIV medicine is an evolving field with many uncertainties regarding the use of anti-

retrovirals. The treatment is often individualised to account for the woman’s disease 
progression. Unlike many treatments, HIV medication relies on 100% adherence 
from the patient to prevent long term morbidity. 

 
i. Factors to include in counselling sessions: 
 

1. Acknowledge culture, confidentiality and language difficulties as barriers to 
compliance 

2. Ensure drug regimes times are client led 
3. Discuss why treatment is needed at 20 weeks 
4. Benefits in pregnancy for mother and baby 
5. Side effects  
6. Discussing resistance and resistance testing 
7. Advice re: taking drugs on time and use of memory aids 
8. Avoidance of missed doses 
9. Support literature 
10. Numbers to call if doses missed or severe side effects. 

 
Sexual Health 
 
j. Maintaining the sexual health of pregnant women with HIV infection is important for 

avoiding morbidity and helping to prevent onward transmission of STIs and HIV to 
both partners and babies. This includes the screening and treatment of Bacterial 
Vaginosis (with topical clindamycin [Dalacin cream] rather than Metronidazole), and 
genital herpes simplex virus, where we recommend consideration of suppressive 
therapy during the 3rd trimester to decrease likelihood of a recurrence at delivery.  

 
k. Full sexual health screening including syphilis serology and microscopy for Bacterial 

Vaginosis should be performed at initial assessment and repeated at 28 weeks.     
 
Women found to be co-infected with Hepatitis B or Hepatitis C in pregnancy 
 
l.  These patients should be managed in line with current BHIVA guidelines for the 

management of HIV in pregnancy2 and reference can be made to the BHIVA co-
infection guidelines3. 
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m. In the case of Hepatitis B this includes performing a Hepatitis B DNA level on 
those who are Hepatitis B surface antigen (HBsAg) positive (or in any woman who 
is HBsAg negative but has CD4 count < 200) and if positive also checking hepatitis 
B e antigen and e antibody status.  An ART regime which includes anti-Hepatitis B 
activity should be commenced (in the absence of HIV resistance this generally 
means using lamivudine/emtricitabine and Tenofovir and a third agent in the ART 
regime). ART should be continued following delivery. 
All women with hepatitis B infection should be tested for hepatitis Delta.  Hepatitis 
Delta antibody should be requested and if positive, Hepatitis Delta DNA (PCR) 
requested. 

 
n.  If the mother is determined to be Hepatitis B surface antigen positive and 

hepatitis B anti-HBe antibody positive (hepatitis B DNA levels < 1 x 106 IU/ml): 
The baby should receive a dose of hepatitis B vaccine within 24 hours of birth, with 
further doses at 1, 2 and 12 months. The vaccine is available from the hospital 
pharmacy. 

 
o.  Babies born to HBsAg positive mothers with a birth weight of <1500g or 

hepatitis B DNA > 1x106
 IU/ml should be given hepatitis B immunoglobulin (HBIG) 

irrespective of the maternal hepatitis B e-antigen status. Contact the on call medical 
virologist for an emergency dose of HBIG. This should be administered together 
with the vaccine in low birth weight babies within 24 hours of birth. 

 
p.  If the mother is determined to be hepatitis B surface antigen positive and: 

�e-antigen positive, anti-HBe antibody negative, or 
�e-antigen negative, anti-HBe antibody negative. 

 
HBIG should be given to the baby together with the vaccine within 24 hours of birth. 
The immunoglobulin is ordered from the HPA Centre for Infections using the 
request form which will follow the results of antenatal screening. HBIG is supplied 
on a named patient basis and cannot be used for babies other than the baby for 
which it is ordered. It is stored in the designated fridge on the delivery unit. 

 
q. Infants should be screened for HepBsAg at 12 months to identify any babies where 

this intervention has not been effective and who have become chronically infected 
with hepatitis B virus. This is to allow them to be referred for assessment and any 
further management. 

 
r.  If a woman has hepatitis C antibodies but hepatitis C RNA is negative she does not 

have hepatitis C infection.  
 

If a mother is found to have hepatitis C (hepatitis C RNA positive), a pre-labour 
Caesarean section is not required (unless for obstetric reasons). She may have a 
normal delivery. 

 
s. Infants should be screened for hepatitis C RNA (PCR) at 3-6 and 6-12 months of 

age and tested for hepatitis C antibody at 18 months of age.4 

 
t. Antenatal HIV Proformas are at Appendix 3. 
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5. Obstetric management of HIV positive women 
 
Antenatal Management 

 
a. HIV infected women requesting invasive prenatal diagnosis (maternal age, 

increased Down’s syndrome screening) should be counselled by a Foetal Medicine 
Specialist / Consultant Obstetrician.   

 
b. Liaison with an HIV consultant is important as administration of ART to cover the 

procedure is recommended although there are no data on transmission rates with 
or without ART.  However, it would seem that to reduce vertical transmission 
optimally, being on ART and having an undetectable viral load would be the safest. 

 
c. The availability of First Trimester Combined Screening for Trisomy 21 means that 

the maternal risk of an affected foetus is available early in pregnancy and, if the 
result indicates a high risk for Trisomy 21, an earlier invasive testing in the form of a 
CVS may be desired.  However, if prenatal diagnostic tests are required, it may be 
prudent to delay for an amniocentesis (avoiding inserting the needle through the 
placenta) as this may be less likely to cause vertical transmission and the HIV viral 
load may be lower / undetectable with ART at that time.  Furthermore, the risk of 
miscarriage with an amniocentesis is lower compared to a CVS. 

 
d. ECV can be offered to women with an undetectable viral load with a breech 

presentation, provided there is no obstetric contraindication and no other indication 
for a caesarean section. 
 

e. Vaginal birth following caesarean section (VBAC) should be discussed with and 
offered to women if the viral load is undetectable and there are no obstetric / foetal 
contraindications. 

 
f. Women admitted who are presenting in labour to the maternity unit un-booked must 

be offered a HIV test which should be processed urgently see Appendix 7 for 
guidance.  

 
g. When HIV positive women on ART present to delivery suite in pregnancy with signs 

and symptoms of pre-eclampsia, obstetric cholestasis or other manifestations of 
liver dysfunction, it should be remembered that these may be due to the adverse 
effects of the ART.  Any woman presenting with malaise, vomiting or oedema 
should be investigated for acidosis, hepatitis, pancreatitis and DIC. It is important to 
liaise with both the obstetric and an HIV consultant. Investigations should include: 

 
1. FBC, Clotting screen 
2. Autoimmune screen 
3. U & Es, Urate, LFTs, Amylase, Lactate, Glucose 
4. Consider hepatobiliary ultrasound scan (if expedited delivery is not 

indicated). 
 

Intrapartum Management 
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h. The aim of administering ART in labour (whether by continuation of the mother’s 
oral ART or giving IV zidovudine (AZT)) is to ensure the baby has therapeutic levels 
at the time of first exposure, which is usually during delivery.  The HIV virus can 
penetrate the baby’s mucous membranes (e.g. mouth/eyes) following exposure to 
infected cervico-vaginal secretions or maternal blood. 

 
Delivery 
 
i. This should be planned to take place in a consultant led hospital delivery unit. 

 
j. Except in rare circumstances, the mode of delivery will already have been 

discussed with a known HIV positive woman during the antenatal period.   
 
k. A final delivery care plan will be filed in the mother’s central file, delivery suite 

pending folder and the mother’s hand-held records.   
 
l. The woman may have further questions at the time of labour and delivery and may 

wish to change her mind regarding any intervention.  Any discussion should be 
documented carefully and the mother’s views respected. 
 

m. In general, pre-labour (elective) caesarean section should be planned for 39 weeks’ 
gestation. 

 
HIV Positive Women with Undetectable HIV RNA 
 
n. Unless the mother is on AZT monotherapy during the antenatal period, IV AZT is 

not required for women with an undetectable viral load at 36 weeks’ gestation 
regardless of the mode of delivery.  

 
o. A plan for delivery will have been made for each woman by her obstetric team; in 

most cases this will be a normal delivery unless this is contra-indicated by obstetric 
factors. 

 
HIV Positive Women with Detectable HIV RNA 
 
p. If there have been adherence issues or a woman has not accessed services, 

commence IV AZT and order an urgent viral load on admission. Consider giving stat 
dose Nevirapine 200mg and if the pregnancy is pre-term and/or oral feeding of the 
baby may not be possible consider double dose Tenofovir (discuss with HIV 
consultant on-call).  

 
q. A woman with a detectable viral load will require IV AZT and should have a pre-

prepared prescription in her central file ready for delivery. 
 
Induction of Labour 
 
r. Women with an undetectable viral load admitted for induction of labour should 

follow the local hospital’s policy for IOL, with either prostaglandins (Propess or 
Prostin) or ARM and oxytocin infusion. 
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s. Women with a detectable viral load and who decline caesarean section and who 
are admitted for induction of labour should commence the IV AZT infusion when 
labour becomes established or membranes rupture. 

 
Elective Caesarean Section 
 
t. Women with a detectable viral load who are admitted for an elective caesarean 

section should receive at least 4 hours of IV AZT prior to the caesarean section. 
 
u. Intrapartum intravenous AZT guidance is at Appendix 4 
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6. Management of Labour and Delivery  
 
a. There is a risk of infection through contact with cervico-vaginal secretions and 

maternal blood, and any interventions that breach the baby’s skin will increase 
exposure and result in a higher risk of vertical transmission. 
 

b. SROM:  Labour should be managed actively, in order to keep the duration from 
membranes rupture to delivery to a minimum.  In term pregnancies where labour is 
not established but there has been SROM, augment labour with IV oxytocin as soon 
as reasonably possible with the aim of achieving delivery within 24 hours.  
Augmentation of labour according to the local hospital’s policy should be followed. 
 

c. FSE and FBS should be avoided.  Discuss with a Senior ST / Consultant. 
 
d. An ARM should only be performed if it is going to alter the management of labour, 

i.e. suspicious CTG, oxytocin for dysfunctional labour, etc.  Whenever possible, for 
a woman with a detectable viral load, start AZT infusion 1 hr before ARM. 

 
e. If an instrumental delivery is necessary, the instrument of choice should be that 

which will achieve a safe vaginal delivery with minimum maternal and foetal trauma.  
The decision for an instrumental delivery should be made be a Senior ST or 
Consultant and preferably be conducted by the most senior obstetrician present. 

 
f. An episiotomy should be avoided unless clinically indicated. 
 
g. Early recourse to caesarean section should be considered if labour is not 

progressing satisfactorily.  Discuss with Consultant. 
 
h. Women admitted with spontaneous rupture of membranes, but not in established 

labour, should be actively managed, for the same reason.  Refer to section on 
SROM for further management.  The duration of membrane rupture should be kept 
to a minimum and immediate augmentation as per local hospital’s policy should be 
followed. 

 
Threatened Preterm / Threatened Labour 
 
i. Women who have been commenced on IV AZT where indicated for threatened 

preterm or threatened labour should resume their pre-existing oral ART if they do 
not deliver.  

 
j. There is no additional contraindication for the use of tocolytics and betamethasone. 

These can be used in conjunction with IV AZT where indicated in the event of 
preterm labour.  

 
k. Women with premature ROM at less than 34 weeks gestation need to be 

discussed / reviewed by the consultant obstetrician on-call with input from the HIV 
team the woman is known to.  In the majority of cases, the risks of immediate 
delivery and prematurity outweigh the risks of prolonged ROM and potential vertical 
transmission, especially in those with an undetectable viral load, and, therefore, 
adopting a conservative approach is reasonable. 
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l. Women with premature ROM at more than 34 weeks gestation need to be 
discussed / reviewed by the consultant obstetrician on call with input from the HIV 
team the woman is known to.  These women should have their deliveries expedited 
as soon as reasonably possible either by augmentation (if undetectable VL) or by 
caesarean section (with at least 1 hour of IV AZT as per protocol if indicated unless 
obstetric indication for immediate delivery). 
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7. Postnatal Care for mother (including contraception) 
 
a. After delivery women do not need to be segregated because of their HIV status.  

Discretion should be used by the midwife in the administration of ART to 
mother and her baby. 

 
b. On transfer to the ward please ensure that the mother has enough tablets to 

continue her ART (unless she is stopping following delivery).   It should be seen 
as a matter of urgency if the supplies are low. 

 
c. Please administer cabergoline 1mg post delivery for suppression of lactation as 

per care plan. 
 
d. Do not give HIV positive women who are not immune to rubella the MMR 

vaccine if they have a CD4 count <200 (it is a live vaccine).  As postnatal 
follow up will be arranged by the HIV team they will arrange administration of the 
vaccine once the CD4 count is >200.  Please document this instruction in the 
maternal HIV care plan and hospital notes when the rubella status is known to 
be negative in HIV women.7 

 
Paired Blood Samples 
e. Blood samples are taken after delivery: 

 From the mother: HIV RNA (PCR) (large EDTA bottle, 5-7.5ml FBC bottle)  
 From the baby: HIV RNA (PCR) (1-2ml in EDTA/FBC bottle), FBC and LFTs   

Separate forms for the PCR samples should be used.  Label the PCR samples 
and forms with both the mother’s and baby’s details. 

 
Infant Feeding 
 
f. HIV is present in breast milk and can be transmitted to the neonate both 

through free virus and via HIV infected cells in the milk. Although the 
concentration of the virus is low, the quantities of milk consumed are high 
leading to a substantial viral exposure in the baby.  Breastfeeding increases the 
vertical transmission rate. 

 
g. Recent observat ions f rom s tud ies  found that  mixed feeding carries 

the  greatest risk for vertical transmission.  This is because the introduction 
other foods - including formula feed – may increase the permeability of the gut 
therefore resulting in increased rates of acquisition of the infection for the 
infant. 

 
h. In circumstances where safe, affordable alternatives exist, HIV positive women 

are strongly advised not to breastfeed.  There may be a range of cultural issues, 
which make this a difficult for the woman. Prepare the women for questions from 
family and friends that may prove difficult when they are not aware of the 
woman’s HIV status and she will need additional support for her choice of 
feeding.  Support is available through voluntary s e c t o r  organisations such as 
George House Trust (www.ght.org.uk). 

 
i. The preparation for infant feeding must be discussed during the antenatal 

period and the women advised to buy a steriliser, milk and bottles. Also 
discuss the benefits of cabergoline for suppression of lactation. 
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j. Any woman who declares that she will breastfeed despite this advice must be 

referred to the HIV Specialist Midwife for further discussion and case planning via 
the MDT in line with the GMSHN breastfeeding policy. Reference should be 
made to the BHIVA/CHIVA statement on infant feeding.5 

 
After Discharge from Hospital 
 
k. Plans for future HIV follow-up need to be made for mother and baby. 

Appointments for both should be given prior to discharge For the infants this is 
usually at 6 weeks of age when baby attends for the next HIV PCR blood test. For 
the mother an HIV follow-up appointment should be arranged as per local 
arrangements.  

 
l. On postnatal transfer to the community, information or codes relating to the 

woman’s HIV status must not be entered on the discharge papers. 
 
m. The woman’s HIV status is to be disclosed to other health care professionals 

with the woman’s informed consent.  It is seen as a matter of importance that 
the woman’s GP, health visitor, and community midwife is made aware of her 
status so that the baby can safely access the immunisation programmes. 

 
n. Community Midwives should exercise caution in the completing of PKU forms.  It 

is not necessary to enter confidential information regarding the baby’s medication.  
In the extremely unlikely event of an abnormal result the information can be then 
be provided with the second sample. 

 
Contraception and Cytology 
 
o. Condoms can prevent STIs and HIV superinfection and should be recommended. 
 
p. For women not taking ART, all available methods of contraception are suitable 

subject to the usual risks/benefits for the individual methods. 
 

q. Some ART combinations may reduce the efficacy of the combined oral 
contraceptive pill (OCP) and therefore the use of intra-uterine contraceptive 
devices (IUCDs) or Depo Provera are advocated. 

 
r. If cytology is required this should be arranged for a 12 week postnatal visit. 
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8. Postnatal care for Neonate 
 
a. A paediatrician need not attend the birth unless there is another indication.  

 
b. The mother should be offered skin-to-skin contact with her baby as soon as 

possible after the birth and routine bathing of baby immediately after birth is not 
required. 

 
Infant therapy 

 
c. Consent for Vitamin K should be discussed on the woman’s admission to 

delivery suite and is to be given promptly after the birth and need not be 
postponed until after bathing. 

 

d. All babies born to HIV positive mothers require 4 weeks of prophylactic 
antiretroviral therapy following birth commenced within 4 hours. The 
antiretroviral regimes required are documented below. The neonatal prescription 
sheet will be written up by the paediatrician as per the neonatal HIV policy when 
the baby is born. The drugs should be available on delivery suite four weeks prior 
to the date of delivery.  

 

Antiviral therapy in Pre-term Babies <35 weeks gestation 
 
e. Many preterm babies are unable to tolerate oral feeds from birth.  The immature 

gut is also at risk of developing necrotising enterocolitis. 
 
f. In addition, some studies have shown an association between NEC and the 

use of formula feeding and oral medications. Although a causal link has yet to be 
established, the use of oral ARTs in preterm babies (who have yet to be 
established on enteral feeds) needs to be done with this in mind. 

 
g. In this respect, there may be a case for the use of Donor Expressed Breast 

Milk (EBM) to minimise risk when establishing oral feeds in these babies. 
 
h. In addition, apart from AZT, the use of other antiretrovirals in the preterm 

infant is further complicated by the lack of clear dosing and safety data. 
Because of this, it is very important that each case is discussed with the HIV 
specialist in conjunction with the neonatal lead to risk assess the most 
appropriate treatment. 

 

Indications for Monotherapy 
 
i. Monotherapy may be considered if the mother’s viral load is undetectable from 

4 weeks before delivery. 
 

Monotherapy for Term Babies > 35/40 weeks (see Appendix 9 for flowchart) 
 

i.     Zidovudine 4mg/kg PO 12 hourly to start within four hours of birth, to 
continue for four weeks. 

 
ii.   If unable to tolerate oral or enteral feeds AZT infusion to be given 

within 4 hours of birth at a dose of 1.5mg/Kg IV 6 hourly over 30mins 
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change to oral AZT at a dose of 4mg/kg PO 12 hourly as soon as 
enteral feeds are tolerated. 

 
Monotherapy for Pre-term Babies <30 weeks (see Appendix 9 for flowchart) 

 
i.   Start AZT infusion within four hours of birth at a dose of 1.5mg/Kg IV 

12 hourly over 30mins 
 

ii.  Change to oral AZT at 2mg/kg 12 hourly as soon as enteral feeds are 
fully established and tolerated 

 
iii.  Ensure baby completes a 4 week course of AZT. For example if a 

baby only fully tolerates enteral feeding at 3 weeks of life baby will 
need to be on a week of oral AZT in addition to the 3 weeks of IV AZT. 

 
iv.   When establishing oral feeds, consider using donor EBM to reduce the 

risk of NEC.  Discuss this with the neonatal lead in conjunction with the 
HIV specialist. 

 

30 – 34+6 weeks (see Appendix 9) 
 

v.  Ora l  AZT to start within 4 hours of birth at 2mg/kg 12 hourly PO for 
the first two weeks then 2mg/kg PO 8 hourly for the next two weeks 

 
vi.  If unable to tolerate oral or enteral feeds, AZT infusion should be 

given instead of the oral preparation within four hours of birth at a 
dose of 1.5mg/Kg IV 12 hourly over 30mins 

 
vii.  Change to oral AZT at above doses as soon as enteral feeds are 

tolerated to complete 4 weeks cover 
 

viii. Consider using donor expressed breast milk (EBM) when establishing 
feeds. 

 

Indications for Triple Therapy 
 
j. The decision to commence triple treatment will usually have been made 

antenatally by the HIV doctor and is generally because of a detectable HIV viral 
load just prior to or at the time of delivery. A further indication is when a woman is 
diagnosed HIV positive during labour or in the immediate post-partum period (<72 
hours after delivery) prior to HIV VL testing, and in this situation the HIV team must 
be contacted for advice.  

 
 Note: Alternative triple therapy may be required if maternal viral resistance is 

present.  Please discuss as early as possible with a Paediatric or Adult HIV 
specialist. 

 
a.  Triple Therapy for Term Babies 35/40 weeks (see appendix 9) 

 
AZT 4mg/kg PO 12 hourly to start within four hours of birth for four weeks. 
Lamivudine 2mg/kg PO twelve hourly starting within four hours of birth for 
four weeks. 
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Nevirapine:  
When the mother has not received Nevirapine or has received 3 days or 

less of Nevirapine, commence baby on Nevirapine 2mg/kg PO daily to 
start within four hours of birth for one week; increase to 4mg/kg for the 
second week, then stop.  
When the mother has received >3 days of Nevirapine, commence 
baby on  Nevirapine  4mg/kg PO daily within four hours of birth for two 
weeks, then stop. 

 

b.  Triple Therapy for Pre-term Babies ≤ 34+6 weeks (see appendix 9 for 
flowchart) 

 
i.  Apart from AZT, no effective intravenous preparations are available for 

other ART. The use of oral ART must therefore be balanced with the 
higher risk of these babies developing HIV and NEC. 

 
ii. Emphasis should be directed to the maternal use of antiretrovirals to 

load the infants via transplacental transfer whenever possible. In this 
respect, nevirapine given at least 2 hours prior to delivery, double dose 
Tenofovir and Raltegravir are recommended and this should be discussed 
with the HIV doctor. 

 
iii. As a general rule (as per the British HIV Association recommendation), 

the antiretroviral treatment option in these babies includes maternal 
loading as detailed above and IV AZT given postnatally to the baby.  
Oral treatment can then be considered in baby once feeding is 
established. 

 

iv. The use of donor EBM, when establishing feeds should be considered 
to further minimise the risk of NEC 

 
v. Always consult the HIV specialist in conjunction with the neonatal lead 

to consider the most appropriate treatment option and to joint risk 
assess treatment options. 

 
N.B.  There  are  no  antiretroviral  IV  preparations  for  any drugs 
other than AZT. 

 
Main Centres 
 
k. The two main centres in Greater Manchester where babies born to HIV positive 

mothers are delivered are St Mary’s Hospital and North Manchester General 
Hospital. The delivery suites in these two hospitals stock the three mainly used 
antiretroviral treatment for the babies. The pharmacy department regularly 
checks that the stock is readily available and in date. There is a nominated 
Lead Obstetrician, a Lead Midwife and a Lead Paediatrician on both sites, who 
have responsibility for the care of HIV in pregnancy. 

 
l. In other hospitals within Greater Manchester the lead midwife/Lead Paediatrician 

has to ensure that the neonatal prescription sheet and drugs are available on 
delivery suite at least four weeks prior to the date of delivery, so that treatment 
can commence without delay. Each trust, caring for HIV in pregnancies, is 
responsible for implementing the recommendations of the Perinatal 
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Transmission Audit 2002-2005. 
 
Adherence to Treatment 
 
 

m. It is important that the medication is given at the times prescribed and that no 
dose is missed as  t h i s  i n c r e a s e s  t h e  r i sk o f  HIV b e c o m i n g  resistant 
to that ART and therefore more difficult to treat. As the first dose is given 
immediately after delivery and then at 12-hourly intervals it may be necessary to 
adjust the timings so that the treatment can be given during daytime hours. This 
can be done by advancing the administration time incrementally forwards by a 
maximum of 1 hour with each dose given until the desired times are reached.  

 
n. Where a dose has been forgotten, it should be given as soon as possible 

when remembered. The timing of the following dose may have to be changed 
when the last dose was taken with 6 hours or more delay. Women should be 
instructed how to administer the medication to their babies and be confident 
doing this prior to discharge. 

 
Care on Postnatal Ward 
 
o. After transfer of the mother and baby to the postnatal ward the paediatrician will 

perform the usual baby check and prescribe medications to take home. 
 
p. Before discharging mother and baby ensure that the mother or relevant carer: 

i. Understands the importance of adherence 
ii. Is competent in administering medication 
iii. Has treatment supply for 4 weeks 
iv. The timings of the drug administration is acceptable to the family and 

adjusted if required as described in section m above. 
v. A Follow-up appointment when the baby is 6 weeks old has been made. 

 
q. Members of the GM Sexual Health Network would be happy to provide support in 

the baby’s care if requested (see contact list (Appendix 1)). 
 
Testing Schedule 
 
r. Babies should have HIV RNA (PCR) samples taken within the 1st 48 hours. 

Further samples should be taken from baby at 6 and 12 weeks. If the baby is at 
higher risk of HIV, i.e. their mother’s HIV viral load was >1000 copies/ml at 
delivery an additional test is recommended at 2-3 weeks of age. 

 
s. A final HIV antibody test should be carried out between 18 -24 months.  
 
t. Babies born to HIV positive mothers will require follow up: 

• At CMFT this is arranged by Dr Rania’s secretary (consultant 
neonatologist, St. Mary’s Hospital) for follow up in the neonatal clinic 
• At PAHT (including NMGH) this is arranged with Dr Tan (Paediatric HIV 

Lead) and Dr McMaster (Paediatric ID Consultant) 
• In other units this will be either arranged locally if such a service exists or 

the baby’s care should be transferred to NMGH using the attached 
neonatal referral letter (Appendix 11). 
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u. Each unit is responsible for retrieving the results and relaying these to the 

carers. HIV RNA tests are run daily Monday to Friday and results should be 
available within 24 to 36 hours of their receipt within the laboratory during the 
normal working week. Any positive PCR or serology result may mean that the 
baby has become HIV infected.  Such results will need to be urgently discussed 
with the Lead HIV Paediatrician in NMGH. A repeat sample for HIV Proviral 
DNA (PCR) and HIV RNA ( PCR) should be arranged at the same time. A 
sample should also be taken for CD4 count and sent to immunology. It is each 
unit’s responsibility to report the outcome of each pregnancy to the National 
Study of HIV in Pregnancy and Childhood (NSHPCS) 
(http://www.nshpc.ucl.ac.uk/). 

 
Immunisation 
 
v. All routine immunisations can be given to the baby at the usual times. NB. 

It is not necessary to delay Neonatal BCG in low risk infants until the result 
of the three-month HIV RNA PCR test.  In high risk infants we would 
recommend the delay of BCG until two negative HIV RNA results i.e. at 12-14 
weeks. 

 

Infant PCP prophylaxis 
 
w. Co-trimoxazole (Septrin®) as Pneumocystis pneumonia (PCP) prophylaxis 

should usually be prescribed for infants born to  mothers at high risk of 
transmission ie infants whose mother’s HIV viral load was >1000 copies/ml at 
delivery. Low risk babies who received AZT monotherapy do not need PCP 
prophylaxis. 

 
x. It should be started at 4 weeks of age and stopped once there are 2 negative HIV 

RNA results i.e. at 12-14 weeks. 
 
y. The prophylaxis dose of Co-trimoxazole is 900mg/m2 once daily 

Mon/Weds/Friday. In practice, a baby of <6 months of age is prescribed 120mg 
once daily Mon/Wed/Fri.  For babies with impaired renal function a reduced 
dose may be necessary. 

 
z. Co-trimoxazole needs to be used with caution in extremely preterm babies due 

to its side effect profile. Therefore before starting a preterm baby on co-
trimoxazole, please discuss its indication with an HIV specialist and the 
neonatal lead so that a joint risk assessment can take place. 
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9. Care plans 
 

a. These are given to the mother at 32-36 weeks gestation usually by the named HIV 
midwife or obstetrician. They are to be handed in when the mother is admitted in 
labour and inform the admitting midwife of the immediate plans for the mother and 
baby. There is a copy in the delivery suite, on the neonatal unit and in the HIV 
notes/main hospital notes. 

 
b. The protocols given here are those used in the Manchester Maternity Hospitals 

currently and are intended for information and to inform the development of policies 
developed in other maternity units where local protocols will be used. 

 
c. If a known HIV positive mother is admitted in labour and does not have a care 

plan (most likely due to premature labour) contact urgently the senior 
obstetrician on call, who will need to discuss with her HIV team and neonatal 
team to plan appropriate antiretroviral management for mother and child.  

 
d. Care plan templates can be found at Appendix 5. 
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10.  Trouble shooting 
 
1. Non-adherence to suggested maternal therapy, delivery plan, infant feeding 

or infant therapy 
 

a. Most women comply well with interventions and drug treatments and are prepared 
to give prophylactic antiretroviral therapy to the baby, to reduce the risk of vertical 
transmission from 25-30% to less than 2%. However some women do not accept 
the HIV risk and decline treatment for their baby. Every child has a right to right to 
be healthy and safe and this should be seen as an important aspect in safeguarding 
children. 

 
b. All efforts should be made by the HIV antenatal team to engage the family to accept 

treatment for the baby. Community midwives should assess the home 
circumstances and environment in the event of non-compliance. If all interventions 
fail then a referral to social services should be made soon after foetal viability.  
 
Criteria for Referral to Local Authority Children’s Services  

 
c. After the HIV team have made all efforts to engage the woman and her partner a 

referral must be made to the Children’s Services (Children and Families) if there are 
any of the following criteria: 

 
• Mother declines neonatal treatment 
• Non-engagement with HIV/ antenatal services 
• Mother declines antenatal antiretroviral medication 
• Mother’s partner declines treatment for the neonate. 

 
d. A Special Circumstances form must be filed and a Social Care Referral Form 

completed (MARF has been replaced by the new streamlined Social Care Referral 
Forms issued by Manchester Safeguarding Children Board) and is to be used with 
immediate effect). If you have any questions, Please refer to your trust’s 
safeguarding children policy for further guidance or discuss individual cases with 
your local Named Safeguarding Professionals.  

 
Examples of non-adherence scenarios (N.B. Non-adherence Plans are at 
Appendix 6)   

 
Example scenario 1 of non-adherence 

i. A woman who declines antenatal HIV treatment and agrees to neonatal 
prophylaxis, but where there are serious concerns that this will not be 
adhered to. 

ii. A woman who does not access services but agrees to neonatal 
prophylaxis 

iii. A woman who needs nursing support to organise treatment for neonate. 
e.g. Looked after Young Person.   

iv. A woman with whom there are other child protection concerns. 
 

Example scenario 2 of non-adherence 
 

v. A woman who declines neonatal treatment  
vi. A woman who has a partner who declines neonatal treatment 
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2. Safeguarding Children concerns 
 
a. Where child protection concerns arise they should be dealt with in line with 

established Trust safeguarding children procedures. 
 
3. Maternal drug resistant HIV 
 
a. Resistance mutations detected in the mother’s HIV during or prior to pregnancy 

may necessitate the infant receiving non-standard prophylactic ART following birth.   
 
b. This will need to be identified as soon as possible by the mother’s HIV physician 

and discussed antenatal with the named HIV paediatrician for the hospital and the 
departmental pharmacist. 

 
4. HIV exposure in pregnancy 

 
a. This policy is to reduce the risk of mother to child transmission of HIV by identifying 

women who may be at risk from sero-converting during pregnancy or breastfeeding 
and babies who are born to un-booked women who are at high risk of HIV. 

 
The ‘Window Period’ 

 
b. After primary infection with HIV, there is a period of up to three months before HIV 

antibodies may be detected. This is called the ‘window period’. During this time 
further tests (weekly HIV viral load) are necessary to make an early HIV diagnosis 
to allow prompt treatment of the mother. This is undertaken by the HIV team.   

 
Women at Higher Risk during Pregnancy/Breast Feeding   

 
c. Women have a named midwife in pregnancy to which they may choose to disclose 

sensitive information. This policy is designed to maintain confidentiality, continuity of 
care and to provide women with immediate expert advice support.   

 
Referrals  

 
d. All referrals will be sent to the HIV Specialist midwives who will fast track an 

appointment for the woman to the HIV Specialist Nurse within GU or ID clinics for 
appropriate follow up. The HIV consultant will be informed of all referrals  

 
e. Any woman who declines referral to GUM/ID can be managed by the HIV Specialist 

Midwife with referral directly to the HIV consultant in the event of any detectable 
HIV virus or sexual health concerns. 

 
Referral Criteria 
 

f. One or more of the following: 
 
1. Women who disclose rape during pregnancy 
2. Women who disclose rape three months prior to the pregnancy 
3. Women who are aware that a sexual partner is HIV positive 
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4. Women who disclose that they have shared needles/syringes during pregnancy 
or within a three month time period prior to pregnancy 

5. Women who had had a blood transfusion/operation in a country with high 
prevalence of HIV three months prior to pregnancy 

 
Management 
 

g. The following:  
 

1. Sexual History  
2. Offer of Sexual Health Screen either by the HIV Specialist Midwife or in 

the GUM/ID department 
3. Woman will be advised how to reduce future risk of HIV exposure 
4. Woman will be advised how to access Post Exposure Prophylactic 

medication advice in the event of future HIV exposure 
5. Referral to services at rape centre, St. Mary’s Assault Referral Centre 

(SARC) or Medical Foundation for victims of torture. 
6. Offer of referral to counsellor 
7. Referral to Specialist Midwife Mental Health for management of on going 

mental health concerns. The Specialist Midwifery Service can be 
contacted on: 226 6669. 

 
Blood Tests 
 

h. The following:  
 

1. Baseline HIV antibody test, HIV RNA (viral load), HBsAg , hepatitis C and  
treponemal antibody 

2. HIV RNA weekly until 3 months after last exposure. 
3. Repeat HIV antibody, treponemal serology, at six weeks after last HIV 

exposure 
4. Repeat HIV antibody, and hepatitis C antibody tests at three months 
5. Baby to be tested for HIV proviral DNA and HIV RNA after delivery if 

maternal screening not completed at the time of birth. 
 

Care Plans 
 

i. Care plans to be placed in maternal notes for instructions regarding infant feeding 
and future follow up if appropriate. The plans are to be copied to the HIV 
Consultant, Paediatrician and Obstetrician. 

 
j. In the event of a known HIV positive partner no information will be placed in 

the maternal notes without specific consent.  

 
5. Management of Baby Born to Woman in Higher Risk Category  

 
a. Babies born to women who are at high risk must be referred to the HIV Specialist 

Midwife. In her absence phone the HIV consultant and consultant paediatrician on 
call for a decision regarding management. 
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b. This may include women from high risk areas (such as parts of sub-Saharan 
Africa), a woman with clinical signs of HIV infection or a woman who could be in the 
“window period” (see previous criteria for HIV exposure).  

 
c. If the HIV exposure risk is disclosed during labour, the HIV team must be contacted 

urgently in order them to make a medical assessment that may affect management 
in labour. With parental consent babies will need an urgent HIV test (HIV RNA PCR, 
HIV Serology or a point of care testing should be considered) and some babies may 
commence prophylactic antiretroviral medication.  

 
d. Referral Pathways for Women at risk of HIV during pregnancy or whilst breast 

feeding can be found at Appendix 7. 
 
6. Management of HIV tests taken in Labour/Post Natal Ward for mothers who 

have not accessed antenatal care  
 
a. This aims to reduce the risk of vertical transmission of HIV for babies born to 

mothers who have not accessed antenatal care. The process is to take blood for all 
of the following: 
 

1. HIV antibody 
2. HBsAg 
3. Hepatitis C antibody 
4. Treponemal antibody 
5. Rubella antibody. 

 
b. Mark as urgent. It is imperative that the sample is promptly processed including any 

additional confirmatory testing (e.g. confirmation of reactive HIV results or 
determination of hepatitis B markers when an HBsAg positive test result is 
obtained). During normal hours telephone the duty Medical Virologist (St Mary’s) or 
Medical Microbiologist (other sites).  

 
c. If out-of-hours retain the sample on the ward and contact the On-Call Consultant 

Medical Virologist via the Central Manchester switchboard (telephone 0161 276 
1234 St Mary’s), or the on-call Medical Microbiologist at other sites. A 7 day per 
week on-call service for urgent virology testing is presently only available on the St 
Mary’s site. If local testing cannot be arranged, telephone the On-Call Consultant 
Medical Virologist via the switchboard (telephone 0161 276 1234) who will 
endeavour to help. The Consultant Virologist will give instruction on the 
arrangements for picking up the blood specimen and its transport to the MRI 
virology lab. Do not send the specimen from the unit until this discussion has taken 
place.  The Consultant Medical Virologist will need clear contact details for 
conveying results. Stocks of hepatitis B immune globulin are held in the virus 
laboratory at Manchester Royal Infirmary. Contact the On-Call Consultant Medical 
Virologist via the switchboard (telephone 0161 276 1234) and the Medical Virologist 
will arrange Courier service delivery of the immunoglobulin.  

 
d. A flow chart for the process can be found at Appendix 8. 
 

Breast Feeding Mothers 
 



28 

e. Every effort must be made to maintain lactation in mothers who are breast feeding 
but awaiting HIV results. Under no circumstances must a baby be given a bottle 
unless there is a definite maternal HIV diagnosis. 

 
f. Please refer to local breast feeding policy and refer to the Breast Feeding co-

ordinator for further advice.   
 
7. Reporting / Registers 

 
a. Clinicians caring for HIV positive women and their children have a responsibility to 

report women prospectively to the:  
 

• UK National Study of HIV in Pregnancy and Childhood (NSHPC)  
• Infants to the British Paediatric Surveillance Unit (BPSU) after birth. 

 
b. For monitoring of the effects of HAART in pregnancy it is also recommended to 

report cases prospectively to the International Drug Registry (Antenatal Pregnancy 
Registry).   
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Appendix 1  
Contact details 

 

Consultant 
Obstetrician 

 
HIV Lead for St Mary’s: Dr. Chan via CMFT switchboard (0161 276 
1234) 
HIV Lead for North Manchester General Hospital:  Miss Caroline Rice 
via Pennine Acute Hospitals Trust (PAHT) switchboard (0161 795 4567) 
Out of hours: Consultant Obstetrician on call for the local unit 

 

Consultant in 
Infectious 
Diseases 
(NMGH) 

 
Antenatal Lead Dr. Katherine Ajdukiewicz via PAHT switchboard (0161 
795 4567) 
Out of hours: ID Consultant on call for the appropriate unit 

 

Consultant in 
GU Medicine  

 
Antenatal leads for Manchester Royal Infirmary: Dr. Margaret Kingston 
(0161 276 5202/3) and Dr. Orla McQuillan via CMFT switchboard (0161 
276 1234)  
Out of hours: GU Medicine Consultant on call for the appropriate unit 
 

Neonatal 
lead for HIV 

 
St Mary’s: Dr. A. Rania and Dr. Ngozi Edi-Osagie via CMFT switchboard 
(0161 276 1234)  
NMGH: Dr. Toni Tan & Dr Paddy McMaster on 0161 720 2470 or 0161 
918 5076 
Out of hours: consultant neonatologist (for St Mary’s) or consultant 
paediatrician on call for all other units 
 

Clinical Lead 
– HIV/Sexual 
Health 
Midwifery 

 
Sharon Wilson (Clinical Lead – HIV/Sexual Health Midwifery) on 0161 
226 6669 or mobile 07773 348 393  
 

Consultant 
Medical 
Virologist 

 
Dr Andrew Turner 0161 276 5688  
Out of hours: on call medical virologist via CMFT switchboard 0161 276 
1234  
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Appendix 2 
  

Pathways for results  
 
Please note there are 3 pathways: 
 

1. Pathway for a negative HIV result (page 28) 
2. Pathway for an indeterminate HIV result (page 29) 
3. Pathway for a positive HIV result (page 30) 

 
Please also refer to the ‘checklist for practitioners when HIV testing’ on page 31.  
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Pathway for a Negative HIV Result 

 

Blood sample tested in virology (St Mary’s), or 
Microbiology or Biochemistry (other sites) 

Community Midwife/antennal clinic midwife 
receive results for filing/action 

A negative HIV result is an ideal opportunity for 
midwives to promote safer sex.  The HIV test 
should be re-offered at 28 weeks (or at any 

stage in the antenatal, intrapartum or post natal 
period) if a risk is identified refer to Sharon 

Wilson Clinical Lead HIV/Sexual Health (0161 
226 6669) or local Screening Midwife.  

 

If no result available, chase up via the laboratory, 
repeat the test if necessary and Inform Sharon 

Wilson Clinical Lead HIV/ Sexual Health 
(Midwifery) on 07773348393 or local screening 

Midwife. 
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Pathway for an Indeterminate HIV Result   

  

 

 

  

Blood sample tested in virology 

Result phoned to Specialist Midwifery Service 
0161 226 6669 and Sharon Wilson 07773348393 
for CMFT, NMGH and Wythenshawe. For other 

sites ANC  Manager or GP informed. 

ANC manager  
Informed of results   

Consultant 
Obstetrician                                       

GUM Consultant 
informed of result by 

letter 

An appointment is made for the woman to attend antenatal midwife or screening midwife for  
result. Under no circumstances may the result be given over the telephone. 
Counselling and blood test repeated by HIV specialist. Fast tracked in 24 hours. 

 

Result reported to woman in person. Continuing support and advice offered. Result not to 
be filed in handheld notes 

 

Consultant 
Paediatrician                                     
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  Pathway for a Positive HIV Result  

 

 

Blood sample tested in virology 

Result phoned to Specialist Midwifery Service 
0161 226 6669 and Sharon Wilson 07773348393 
for CMFT, NMGH and Wythenshawe. For other 

sites ANC  Manager or GP informed. 

ANC manager  
Informed of results   

Consultant 
Obstetrician                                       

HIV Consultant 
informed of result by 

letter. 

An appointment is made for the woman to attend ANC for result. Under no circumstances 
may the positive result be given over the telephone. 

Counselling and blood test repeated by HIV specialist. Fast tracked confirmation in 24 
hours. 

 

Woman referred to local HIV service for management by HIV Consultant and team. Result 
not to be filed in handheld notes 

 

Consultant 
Paediatrician                                     
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Checklist for Practitioners when HIV testing 

 
• Ensure the woman has read, and understood the information in ‘HIV, Pregnancy, 

You and Your Baby’ leaflet 
 

• Document in the case notes following discussion with the woman whether screening 
is to be accepted or not 

 
• If accepted, tick request form (or ring HIV on serology printout) and sign. Also tick 

‘HIV Serology’ box, in hand held notes 
 

• Mark blood as URGENT if the woman is booking after 20 weeks gestation. The 
Clinical Lead for HIV/Sexual Health (Midwifery) or local screening midwife should be 
able to fast track results on request by contacting the laboratory to request an urgent 
result 

 
• If the woman declines HIV screening ensure that the reason why is documented on 

the special information sheet in the medical case notes. Explain that the subject will 
be revisited at the next antenatal appointment and re-offered again at the 28 week 
appointment 

 
• If the woman remains unsure, document this accordingly on the special information 

sheet.  You must ask her at a future ante-natal visit and re-offer the test by 28 weeks 
gestation. Amend the records as appropriate (i.e. accepted or declined) 

 
• If a woman has concerns you feel unable to deal with you may refer her directly to 

the HIV Specialist midwife or GUM/Infectious Diseases consultants (see Contact 
Details, Appendix 1) 

 
• Bloods for HIV screening may be taken at any stage, even when the woman is in 

labour 
 

• HIV testing can also be offered to a postnatal woman prior to discharge 
 

• Results of a positive HIV screening will not, under any circumstances, be given 
over the telephone.  The woman will receive her negative results at the next ante-
natal clinic appointment.  
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Appendix 3 
 

Antenatal HIV Proformas 
 

 

 
ANTENATAL HIV FIRST APPOINTMENT  

HISTORY SHEET 

 
Patient ID 

Label 
 

 
Date:                                                                             

 
Seen by:                                  

Date of First HIV Positive Test: Date of Last HIV Negative Test: 

                                                  
PRESENTATIONS 

 

 Current  

 Symptoms  
  Diarrhoea 

  Fever/Sweats 

  Weight Loss 

  Cough/SOB 

  Other Symptoms 

 
EDD: 

 
HISTORY OF SEROCONVERSION ILLNESS 

 

Yes   �  No  �  

Details/Symptoms:      

Date: 

 
TRANSFER FROM OTHER CENTRES 

 
Dates 

 

 
Previous HIV Clinics 

Attended 

  

 
Previous CD4 counts and 

viral load  
 

At diagnosis 

Most recent 

 

 
CD4 

 
Viral Load 

 
Dates 

 

 
 
 
 

  

 
 
 
 

  

 
 

Past 
Medical 
History 

 
IHD 
 
DM 
 

 
Mental Health 
 
Other 
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 TB/Contact 
 

 

 
Medication 
(+ doses) 

 

 

       
         Allergies 

 

 
ANTIRETROVIRAL HISTORY 

Drug Combination Start Date Stop Date Reason for Stopping 

 
 

   

 
 

   

 
 

   

 
 

   

 
Family  
History 

 
IHD                                                          Stroke 
 
DM                                                           Hyperlipidaemia 
 

 
Social 
History 

 
 

 
Country of origin:  
                         
Date of arrival UK:                                                    
 
Immigration status:  
 

Occupation                                                Religion 
                  Which 

Smoke                                                        Which church 
                                                                  How often attends church                                                     
Drink          View on HIV/Tx 
                                                           
Recreational Drugs 
 

Travel Housing 
Type: 
Who Lives with them: 
Pets: 
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FIRST APPOINTMENT  

HISTORY SHEET  

 
Patient ID 

Label 

 
SEXUAL HISTORY 

 

 
 
Last sexual intercourse 
 
 
Partner  
 
 
 
 
Duration of relationship 
 
Locality/Nationality 
 
 
Contact Sites 
 

                  Vaginal 

                  Oro-genital 

                  Genito-oral 

                     Anal (give)              
Anal (receive)   

 
Aware of HIV status 

1 
 
 
 

                
         M          F 

Regular         �         �         
Ex-regular     �         �     
Casual          �         � 
 
 
 
 
 
            Condoms 
(Always/Sometimes/Never)   
                  A     S      N     
 �            �     �     � 
 �            �     �     � 
 �            �     �     � 
 �            �     �     � 
 �            �     �     � 
 
 �  Yes      �  No 

2 
 
 
 
 

         M          F 
Regular         �         �         
Ex-regular     �         �     
Casual          �         � 
       
 
 
 
 
            Condoms 
(Always/Sometimes/Never)   
                  A     S     N     
 �            �     �     � 
 �            �     �     � 
 �            �     �     � 
 �            �     �     � 
 �            �     �     � 
 
�  Yes      �  No 

 

Previous STIs? 

 

 

 

 
 
Date of Last GU 
Screen: 

Number of Sexual Contacts in Past 3/12 12/12: Life-long: 

Age of first sexual intercourse: 

Partner Notification: 

HIV RISK FACTORS 

Heterosexual – Non UK  partners 
(specified country) 

� Heterosexual – UK partners � 

 
Bisexual  

 
� 

Known HIV Positive Partner � 

 

IVDU 

 

 

� 

 

Transfusion/Haemophiliac 

 

� 

 

MTCT 

 

� 

 

Unknown 

 

� 

 
Other 

 
� 
 

 
 

 

 

Hepatitis A B C 

History of Infection    

History of Vaccination    
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Cytology 

Date: 

Result: 
 

 
Contraception 

 
 

 

LMP: 

Current gestation: 

EDD:  

Obstetric History 

No. of live children                             No. of TOP                        No. of miscarriages 
 

 1 2 3 4 

First Name     

D.O.B     

Mode of delivery     

Breast fed?     

UK/Abroad?     

Tested? Results?     

Plans to test?     
 

 
EXAMINATION 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  
FIRST APPOINTMENT – HISTORY SHEET 

 
Patient ID 

Label 
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SUMMARY AND PLAN 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Registered with GP?   

Yes  �  No  � 

GP Aware?   

Yes  �  No  � 

Consent to Write to GP?                   

Yes  �  No  � 

If not, reason: 

Others aware of Diagnosis? 

Consent to disclose HIV status to Community midwife, health visitor, neonatologist and HIV paediatric team  

Yes  �  No  � 

Safe sex discussion: �                                                      PEPSE discussion: � 

Discussion regarding testing partner? �                                      

Topics covered with regard to interventions to prevent MTCT:  

Maternal antiretrovirals  �    Patient agreed � 

Delivery plan in general terms �    Patient agreed � 

Infant antiretrovirals �    Patient agreed � 

Formula feeding Infant �    Patient agreed �  

Infant testing schedule �    Patient agreed � 

Routine Vaccination schedule including BCG �     Patient agreed � 

BASELINE INVESTIGATIONS 
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□                       FBC+diff 
 
□                       Bone, Hepatic, Renal, Glucose, Phosphate, Cholesterol, Triglycerides, HDL, CK, 
Amylase   
 
□                       CD4 
 
□  Syphilis                                                                                □  G6PD level   
                                                                          
□  Viral Load                                                                            □  Toxoplasma 
 
□  HIV confirmation                                                                  □  CMV serology 
 
□  HAV immunity (IgG)                                                             □  EBV serology 
□  HBcAb (past infection)                                                         □  Resistance 
testing 
 
□  HBsAb (post vaccination)                                                    □  HLA B5701 
 
□                     HCV serology                                                                       □                      STI screen     
 
□  Others                                                                                  □                      cytology     
 
                                                                                                                    □                       CXR 
 
□            Weight    _____________kg                                             □    Blood pressure _________                  

 
□            Height     _____________m 
 
□            Urine analysis  ________ 
 
□            Fundoscopy Check if CD4 < 200 
 
□            Follow up appt                                                
 
Bloods for next visit 

□ Routine blood (syphilis, bone, renal, hepatic, phosphate, FBC + diff, CD4, HIV viral load) 

□ CD4                             □ HIV viral load       □lipids(cholesterol, HDL,triglycerides), glucose (once a 

year)                             

□ Resistance test (□includes integrase inhibitor)  □Tropism test                   □HLA B5701 

□ HAV immunity              □ HBV surface antibody       □ HBV surface antigen          □ HBV core 

antibody 

□ HBV viral load              □ HCV antibody              □ HCV viral load              □ HCV genotype 

□ B12, Folate                  □ Ferritin                          □G6PD 

□ Clotting screen             □ Strongyloides/Schistosoma/Filaria serology 

□ STI screen (□ TT   or                             )             □ Urine protein creatinine ratio (once a 

year) 

□ Others: 
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BP:                                       Weight (kg):                                Urine dipstick: 

Fasting □                  Next appointment made □        Enough med till next appointment □ 
 
 
 
Name:                                             Signature:                                              Date: 
 
 
 SIGNATURE: 
 
 
CDSC Form Sent: □ 
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ANTENATAL FOLLOW UP APPOINTMENT 

HISTORY SHEET 

 
Patient ID 

Label 
 

Date:                                                                               Seen By: 

CD4:                                             Viral Load:                                      Gestation   (at visit) 

(with date)                                    (with date)                                       EDD:  

Antiretroviral regimen (+dose)                                         Other medication 

 

 

 

 

Adherence check                                                          Side effect check 

Drug related issues + interactions 

 

 

Other issues 

 
 
 
 
 
 
 
 
 
 
 
 
 

Other health issues: lipids, smoking, alcohol, recreational drugs, blood pressure 

 

Immigration status 

 

GP aware GP communication 
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SEXUAL HEALTH ISSUES 
 

Partner aware of status                                               Partner’s status 

Number of sexual partners in last 3 months:                              

Safer sex discussion   □                                                   PEPSE discussion   □ 

STI screen offered              □      Yes                     □      No                    □     Declined 

Relevant antenatal issues: 

 

 

 

Any concerns re: MTCT intervention 
 

 

 

 

CD4/VL results given       □   In clinic              □   Phone                 □  Text                   □  E-mail 

Medication given          □  ________ months 

 
FOLLOW UP 
□     STI screen 
□     blood 
□     doctor 
□     CNS 
 
Bloods for next visit 

□ Routine blood (syphilis, bone, renal, hepatic, phosphate, FBC + diff, CD4, HIV viral load) 

□ CD4                             □ HIV viral load       □lipids(cholesterol, HDL,triglycerides), glucose (once a 

year)                             

□ Resistance test (□includes integrase inhibitor)  □Tropism test                   □HLA B5701 

□ HAV immunity              □ HBV surface antibody       □ HBV surface antigen          □ HBV core 

antibody 

□ HBV viral load              □ HCV antibody              □ HCV viral load              □ HCV genotype 

□ B12, Folate                  □ Ferritin                          □G6PD 

□ Clotting screen             □ Strongyloides/Schistosoma/Filaria serology 

□ STI screen (□ TT   or                             )             □ Urine protein creatinine ratio (once a 

year) 

□ Others: 

 
 
 
BP:                                       Weight (kg):                                Urine dipstick: 
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Fasting □                  Next appointment made □        Enough med till next appointment □ 
 
 
 
Name:                                             Signature:                                              Date: 
FREE TEXT 
 
 
 
 
Specific blood tests for next visit 
 
□ Routine HIV follow-up blood 
 
□ Others (please specify) 
 
 
SIGNATURE 
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Appendix 4 
Intrapartum intravenous Zidovudine (AZT) 

 
a. Using maternal booking body weight (kg), a loading dose of 2 mg/kg should be 

administered over one hour followed by a maintenance dose of 1 mg/kg/hr.  If the 
anticipated time to delivery is short, and there is concern that the mother will not receive the 
loading dose, the loading dose may be given over half an hour.  All women must receive 
the loading dose regardless of the time of the last dose of oral ART.  The IV AZT infusion 
must be continued until the umbilical cord is clamped. See below for preparation details. 

 
b. Some women will recommence their oral ART depending on their pre-pregnancy CD4 

count.  Arrange review by HIV consultant after delivery. 
 
c. If there are any problems, please contact: 
 

• Consultant Obstetrician  

• Consultant in HIV at the local unit 

• Senior Paediatrician oncall 

• Sharon Wilson (Clinical Lead - HIV/Sexual Health Midwifery)  
 
d. Contact details can be found at Appendix 1. 
 
Regime for Preparation of Intravenous AZT Infusion 
 
e. Intrapartum AZT infusion must be diluted prior to administration.  Each 20 ml vial contains 

200 mg AZT.  The final concentration (dose) for infusion must be 2 mg/ml diluted with 5% 
dextrose as follows: 

 
1. Withdraw 100 ml of 5% dextrose from 500 ml bag and discard 
2. Add the contents of 5 vials of AZT (1000 mg in 100 ml) to the 5% dextrose bag above 

making final volume 500 ml 
3. Final concentration (dose) is now 1000 mg in 500 ml or 2 mg/ml 
4. Once diluted, the infusion is stable for 24 hours 
5. Any unused portion of the vials should be discarded. 

 
Calculation of Infusion Rate 
 
f. Use maternal booking weight (kg) 
 

• Loading dose of IV AZT is 2 mg/kg over one hour 

• Maintenance dose of IV AZT is  1 mg/kg/hr 
 

For example: 
 

• in a 80 kg woman: 
 

� Loading dose of AZT is 2 mg/kg over one hour  = 160 mg over one hour = 80 ml 
over one hour 

� Maintenance dose is 1 mg/kg/hr = 80 mg/hr = 40 ml/hr. 
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Appendix 5 
Template Care Plans 

 

Please find below Template Care Plans for:  
• Mother whose HIV Viral Load is undetectable and NVD is planned  
• Mother whose HIV Viral Load is undetectable and CS is planned  
• Mother whose HIV Viral Load is detectable and CS is required 

 

Template Care plan for mother whose HIV Viral load is undetectable and 
NVD is planned 
 
Date:  
Mrs 
Diagnosis  HIV positive 
  CD4 count      
  Viral Load undetectable   
   G P  
  EDD  
 
Inform GUM/ID consultant on-call on admission via switch (during day time hours) 
Present Therapy:  
 
Mother  

1. Oral anti-retroviral medication until labour then to continue with her medication   
2   Active management of labour in order to keep the time interval from membrane 

rupture to a minimum 
3   Do not perform ARM unless syntocinon is required. Consider C/S if labour is not 

progressing satisfactorily 
4   Women admitted with SROM, but no uterine activity should be managed actively 

forthwith for the same reason  
5   Avoid invasive procedures such as FBS, FSE, it is also recommended to avoid 

instrumental delivery and episiotomy. Any breach to the baby’s skin must be 
reported to the HIV team 

6. Blood to be taken at delivery for HIV RNA (EDTA/FBC bottle) from mum and baby 
and send to virology department 

7 If not already done, prescribe Cabergoline 1mg stat dose after delivery with 
maternal consent 

 
Baby NB if baby delivered prior to 35 weeks gestation give premature dose of 
treatment. 

1. Formula feeds by bottle 
2. Medication 

o Oral Zidovudine 4mg/kg 12 hourly for 4 weeks. 1st dose given within 4 hours 
of birth 

3. Blood Sample: HIV RNA (1-2ml EDTA/FBC bottle) taken on next working day after 
delivery.  

4. Out patients: Follow-up for baby required at 6 weeks, 3 and 18-24 months of age, 
arranged as per local protocol.  

5. Mother and baby to be discharged by HIV team 
6. All immunisations should be administered as usual. 
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Ensure that no information regarding the baby’s medication or mother’s status to go on 
papers or postnatal discharge form. The patient is provided with a care plan to inform 
relevant health professionals. 

 
Sharon Wilson Midwife HIV/Sexual Health  226-6669 
Copies for: 1. Notes   2. Patient    3. Delivery suite 4. Neonatal unit   5. Community 
midwives  6. GUM/ID Consultant 
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Template Care plan for mother whose HIV Viral load is undetectable and 
CS is planned 
 
Date:  
Mrs 
Diagnosis  HIV positive 
  CD4 count      
  Viral Load undetectable   
   G P  
  EDD   CS Booked: 
 
Inform GUM/ID consultant on-call on admission via switch (during day time hours) 
Present Therapy:  
 
Mother  

1. Oral anti-retroviral medication until NMB for CS, then to continue with her 
medication   

2. Blood to be taken at delivery for HIV RNA (EDTA/FBC bottle) from mum and baby 
and send to virology department 

3. If not already done, prescribe Cabergoline 1mg stat dose after delivery with 
maternal consent 

 
Baby NB if baby delivered prior to 35 weeks gestation give premature dose of 
treatment. 

1. Formula feeds by bottle 
2. Medication 

o Oral Zidovudine 4mg/kg 12 hourly for 4 weeks. 1st dose given within 4 hours 
of birth 

3. Blood Sample: HIV RNA (1-2ml EDTA/FBC bottle) taken on next working day after 
delivery.  

4. Out patients: Follow-up for baby required at 6 weeks, 3 and 18-24 months of age, 
arranged as per local protocol.  

5. Mother and baby to be discharged by HIV team 
6. All immunisations should be administered as usual. 
Ensure that no information regarding the baby’s medication or mother’s status to go on 
papers or postnatal discharge form. The patient is provided with a care plan to inform 
relevant health professionals. 

 
Sharon Wilson Midwife HIV/Sexual Health  226-6669 
Copies for: 1. Notes   2. Patient    3. Delivery suite 4. Neonatal unit   5. Community 
midwives  6. GUM/ID Consultant 
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Template Care plan for mother whose HIV Viral load is detectable and 
CS is planned 
 
Date:   
 
Mrs.  
Diagnosis  HIV positive 
  CD4 count   
  Viral Load   
   CS booked:   for raised viral load 
   Parity G P 
  EDD 
 
Present Therapy:  
 
Mother  

1. Oral anti-retroviral medication until NBM for C/S, then to continue with medication 
when able to tolerate fluids.  

2. AZT infusion to commence 4 hours prior to C/S. Follow protocol,  Loading dose 
2mg/Kg for one hour, then 1mg/Kg until delivery. Stop when cord is clamped 

3 Blood to be taken at delivery for HIV RNA (EDTA/FBC bottle) 
4 If not already done, prescribe Cabergoline 1mg stat dose after delivery with 

maternal consent 
 
Baby 

1. Formula feeds by bottle 
2. Medication 

o Oral Nevirapine 2mg/kg once daily. 1st dose to be given within 4 hours of 
birth. To continue for one week (day 1-7). Then increase to oral Nevirapine 
4mg/kg once daily (day 8-14) 

o Oral Zidovudine 4mg/kg 12 hourly for 4 weeks. 1st dose given within 4 hours 
of birth 

o Oral Lamivudine 2mg/kg 12 hourly for 4 weeks. 1st dose given within 4 hours 
of birth 

o Oral Co-trimoxazole to be commenced when HIV medication is stopped until 
the final HIV RNA test is confirmed as negative (i.e. usually 12-14 weeks of 
age). The prophylaxis dose of Co-trimoxazole is 900mg/m2 once daily 
Mon/Weds/Friday. In practice, a baby of <6 months of age is prescribed 
120mg once daily Mon/Wed/Fri.   

3. Blood Sample: HIV RNA (1-2ml EDTA/FBC bottle) taken on next working day after 
delivery.  

4. Out patients: Follow-up for baby required at 6 weeks, 3 and 18-24 months of age, 
arranged as per local protocol.  

5. Mother and baby to be discharged by HIV team 
6. BCG should not be given until the results of the 3 month HIV RNA are negative.  All 

other immunisations should be administered as usual. 
Ensure that no information regarding the baby’s medication or mother’s status to go on 
papers or postnatal discharge form. The patient is provided with a care plan to inform 
relevant health professionals. 
 
Sharon Wilson Midwife HIV/Sexual Health  226-6669 
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Copies for: 1. Notes   2. Patient   3. Delivery suite   4. Neonatal unit   5. Community 
midwives   6. GUM/ID Consultant 
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Appendix 6 
 

Plans for non-adherence 
 
Example scenario 1 of non-adherence 
 

• Women who decline antenatal HIV treatment and agrees to neonatal prophylaxis, 
but where there are serious concerns that this will not be adhered to 

• Women who do not access services but agrees to neonatal prophylaxis 

• Women who need nursing support to organise treatment for neonate e.g. Looked 
after Young Person  

• Women with whom there are other child protection concerns. 
 

Plan for Delivery 
 

• Women who have declined antenatal antiretroviral treatment will have a 
detectable viral load and should be advised to opt for an elective Caesarean 
Section with an IV AZT infusion. Oral Cabergoline should be offered for 
suppression of lactation.  

 

• If a woman declines delivery by C/S she should be advised to accept IV AZT 
when labour becomes established or membranes rupture. 

 
Management of the neonate 

 

• The neonatal medication will be prescribed as HIV protocol and administered 
within four hours of birth by the midwives on the post natal ward. On discharge 
from hospital the community paediatric-nursing team will administer the twice-
daily doses in the home.  

 

• The community midwife and Health Visitor will ensure that the baby is taken to 
the follow up appointments at 2 weeks for screening blood tests and follow up 
HIV tests at 6 weeks and 3 months. 

 

• There will be a contingency plan for Social Work / Legal assessment and 
intervention if the nurses are unable to access the baby to administer the drugs. 

 
Example scenario 2 of non-adherence 
 

• Women who decline neonatal treatment +/- intend to breast feed 

• Women who have partners who decline neonatal treatment 
    

Plan for Delivery 
 

• As Scenario 1 Plan 
 

Management of the Neonate 
 

• Legal Advice must be sought with regards to options to Safeguarding the child at 
birth and the necessity for a Multi Agency Child Protection Plan. 
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• Treatment order and drugs to be administered within four hours of birth to 
continue for 4 weeks as protocol  

 
 

Referral Pathways For Parents Who May Not Comply With Treatment  
 

  

 
  

32 week MDT Team Meeting and 
case planning for the management 

of the baby. 

Further assessment, legal 
advice and consideration for 

case conference 

Medication administered by Community Paediatric Nursing Team 

Parents compliant 
with 

Continue with care until 4 week 
treatment period has been completed 

Parents not compliant 
with  

Legal Action: Emergency 
Protection Order 

HIV Specialist Team identifies risk 
and completes CAF 
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Appendix 7 
 
Referral Pathways for Women at risk of HIV during pregnancy or whilst 

Breast Feeding 

 

 

 

 

 

 

Named midwife/GP or other 
professional faxes information to 

Specialist Midwifery Service 0161 226 
6669 Fax 0161 226 7126 and ring 

Sharon Wilson 07773 348 393 

 

HIV nurses 
informed 

 

Consultant 
Obstetrician/ 
Paediatrician                                       

GUM/ID Consultant 
informed of by 

phone and letter 

If applicable refer to 
the SARC (Rape 

centre) on 0161 276 
6515 and Medical 

Foundation for Victims 
of Torture 0161 236 

5744 
 

Continued follow 
up by GUM/ID 

Consultant during 
pregnancy 

 

Care plan regarding 
management during 

pregnancy, labour and 
post natal period to be 
filed in patient notes 
and copied to D/S, 
NNU and GUM/ID 
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Appendix 8 

 
Management of HIV tests taken in Labour/Post Natal Ward – babies born 

to mothers who have not accessed antenatal care 
 

 

Positive results are to be phoned urgently to relevant on-call Infectious 
Diseases Consultant/GUM Consultant, Sharon Wilson, on-call 

Paediatrician, on call Obstetrician and midwife in charge of the relevant 
delivery unit 

 

Mother will require AZT infusion and the consultant obstetrician on call will 
consider a C/S as per labour ward guidelines. The baby will be required to 

start triple therapy as per Appendix 9 

 

Avoid breast feeding but support lactation. The management and follow up 
of the baby will be as per section 8 (postnatal care for neonate) 

 

1. Take blood for HIV antibody, HBsAg, HCV antibody, Treponema antibody and rubella 
antibody (one clotted blood sample), mark as urgent, retain specimen on the unit.  

  

2. It is imperative that the sample is promptly processed including any additional 
confirmatory testing (e.g confirmation of reactive HIV results or determination of 
hepatitis B markers when an HBsAg positive test result is obtained). During normal 
hours telephone the duty Medical Virologist (St Mary’s) or Medical Microbiologist 
(other sites).  

 

3. If out-of-hours contact the On-Call Consultant Medical Virologist via the Central 
Manchester switchboard (telephone 0161 276 1234 St Mary’s), or the on-call Medical 
Microbiologist at other sites. A 7 day per week on-call service for urgent virology 
testing is presently only available on the St Mary’s site. If local testing cannot be 
arranged, telephone the On-Call Consultant Medical Virologist via the switchboard 
(telephone 0161 276 1234) who will endeavor to help. The Consultant Virologist will 
give instruction on the arrangements for picking up the blood specimen and its 
transport to the MRI virology lab. Do not send the specimen from the unit until this 
discussion has taken place.  The Consultant Medical Virologist will need clear contact 
details for conveying results. 

 

4. Stocks of hepatitis B immunoglobulin are held in the virus laboratory at Manchester 
Royal Infirmary. Contact the On-Call Consultant Medical Virologist via the switchboard 
(telephone 0161 276 1234) and the Medical Virologist will arrange Courier service 
delivery of the immunoglobulin.  
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Appendix 9 
Infant dosing of antiretroviral therapy 

 

     INFANT 
 

35/40 TILL TERM                            PRETERM  
 
 

 

 

 

 

       Less than 30/40   30+1/40 till 34+6/40 
 

           

MONOTHERAPY*   TRIPLE RX*   MONOTHERAPY*    TRIPLE RX*     MONOTHERAPY*     TRIPLE RX* 
 

 

 

 

 

 

 

 

 

 

 

AZT 4mgs/Kg 
BD x 4 weeks 

AZT 4mgs/Kg BD x 4/52 
3TC 2mgs/Kg BD x 4/52 
NVP 2mgs/Kg OD x 1/52* 
Then: 
NVP 4mgs/Kg OD x 1/52* 

AZT 2mgs/Kg 

BD x 4 weeks 

AZT 2mgs/Kg BD x  4/52 
3TC 2mgs/Kg BD x 4/52 
NVP 2mgs/Kg OD x 1/52* 
Then: 
NVP 4mgs/Kg OD x 1/52* 

 

AZT 2mgs/Kg BD 
x 2/52 
then TDS x 2/52 

AZT 2mgs/Kg BD x  2/52 
then TDS x 2/52  
3TC 2mgs/Kg BD x 4/52 
NVP 2mgs/Kg OD x 1/52* 
Then: 
NVP 4mgs/Kg OD x 1/52* 

 

ALL TREATMENT TO BE COMMENCED AS SOON AS POSSIBLE AND WITHIN 4 HOURS OF BIRTH 

FOR INFANTS WHO CANNOT TOLERATE ORAL MEDS, THE ONLY AVAILABLE DRUG IS AZT. 

*FOR INDICATION OF MONO AND TRIPLE THERAPY SEE PAGES 16-18. 

AZT = Zidovudine (Retrovir). 3TC = Lamivudine (Epivir). NVP = Nevirapine (Viramune) TDS = 3 times a day 
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Appendix 10 
Women considered to be ‘high-risk’ 

 
This list is not exhaustive 
 
Women from a high-risk area or with partners from a high risk area:  

• Sub-Saharan Africa 

• Caribbean 

• South East Asia 
 
IVDU (intravenous drug user) /partners of IVDU 
 
Commercial sex workers 
 
Partners of MSM (men who have sex with men) 
 
Women whose partners are known to be HIV+ 
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Appendix 11 
 
Neonatal Referral Letter to the NMGH Baby Clinic (page 1 of 2) 

 
To be filled in by Paediatrician  

 
Infant’s Name:  ________________________  Mother’s Name:  _________________________________  

Infant’s DOB:  _________________________  Mother’s DOB:  __________________________________  

Address:  _____________________________  Tel. No.:  _______________________________________  

Consultant: (GU or obstetrics?)  ___________________________________________________________  

 

Maternal / Family Information   
   
Father also HIV infected?   YES/NO 

Are there other children?  YES/NO If yes, please state:                                                           

If so, have they all been tested? YES/NO    If no please state who hasn’t                                             

 
What was the mother’s viral load at:  

Presentation?   _____________________    Delivery?                                                                             

 
What was the mother’s CD4 count at 

Presentation?                                                       Delivery? ______________________________________  

 
Did the mother have any health problems during pregnancy? 

Post natal problems?  ___________________________________________________________________   

Hep B s Ag: neg / pos: _________________  Hep B e Ag: neg / pos  _____________________________  

Hep C Ag: neg / pos: __________________  

Syphilis status: neg /  pos:  _____________   Who is her HIV Consultant? _________________________  

 
What anti-retroviral treatment was the mother on during the pregnancy?  __________________________  

 ___________________________________  When was this started?  _____________________________  

Was the mother on other treatment during pregnancy (eg. septrin / TB drugs / antidepressants)? YES/NO 

 
What was the mode of delivery?                       Em CS / Pre-labour CS / SVD / Forceps / Ventouse 

Was there PROM?   YES/NO  How long?  _______________________________________  

 
Does the mother have support at home? YES/NO 

Does either parent wish information or support from voluntary sector, social services? YES/NO 

If yes, please specify  ___________________________________________________________________  

Is mother’s partner aware of her HIV status?       YES/NO 
 
Signature:  _____________________________________________  

Name (in capitals):  _______________________________________  

Contact No.:  ____________________________________________   
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Neonatal Referral Letter to the NMGH Baby Clinic (page 2 of 2) 

 
To be filled in by Paediatrician  
 
Infant information 

Gestation:   /40 weeks _______________ Birth details: wt:  __  length:  _______________  

OFC:   

Any neonatal problems?  ______________________________________________________________  

Any congenital abnormalities?  __________________________________________________________  

Infant antiretroviral prophylaxis 

Drug(s) __________________________________________________  Duration (weeks):  __________  

Problems  __________________________________________________________________________  

PCP prophylaxis YES/NO______________________________________________________________ If 

yes, please specify:   

Discuss immunisations including avoidance of BCG until final PCR known 

Inform parent of first PCR result if available 

Has permission been obtained to communicate with the GP and Health Visitor? 

Advise that 6 week appointment will be sent by post 

Results of Investigations carried out (If abnormal discuss with your Consultant first) 

 

Proviral DNA PCR 

Date: 

 

 

Result:  

 

Maternal sample for 

DNA PCR sent? 

 

Yes / No / Don’t Know 

(please circle) 

 

LFT 

Date: 

 

Normal / Abnormal 

(please circle) 

If abnormal, specify: 

 

Other lx (specify) 

Date: 

 

 

Result: 

 

FBC & Diff 

Date: 

 

Normal/Abnormal 

(please circle) 

  

 

Signature: _________________________  Contact No: _____________________________ 

Name (in capitals) :    ________________________________________________________                                             
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12. Glossary  
 

ARM Artificial rupture of 
membranes 

 Hep B e Ab Hepatitis B e antibody 

ART Antiretroviral therapy  HBV/HepB Hepatitis B virus 

AZT Zidovudine  HCV/HepC Hepatitis C virus 
CMFT Central Manchester 

Foundation Trust 
 HIV Human 

Immunodeficiency Virus 
NMGH North Manchester 

General Hospital 
 ID Infectious Diseases 

CTG Cardiotocography  IUCD Intrauterine 
contraceptive device 

DH Department of Health 
(UK) 

 IV Intravenous 

EBM Expressed breast milk  IVDU Intravenous drug user 
FBS Foetal blood sampling  MDT Multidisciplinary team 

FSE Foetal scalp electrodes  MSM Men who have sex with 
men 

GM Greater Manchester  OCP Oral contraceptive pill 
   PCR Polymerase chain 

reaction 
   RNA Ribonucelic acid 
GUM Genitourinary Medicine  SARC Sexual Assault Referral 

Centre 
ART Antiretroviral Therapy  STIs Sexually transmitted 

infections 
Hep B S Ag Hepatitis B surface 

antigen 
 TDS 3 times a day 

Hep B S Ab Hepatitis B surface 
antibody 

 VL Viral Load 

Hep B e Ag Hepatitis B e antigen    
 

 

 


