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1. Introduction 
 
The management of HIV in pregnancy aims to reduce the risk for transmission of HIV from 
mother to child that can occur during pregnancy, labour or breast-feeding. With intervention it is 
possible to reduce the risk of transmission from 25% to less than 1% for women who are aware 
of their status in early pregnancy and take up preventative intervention.1 Interventions include 
antiretroviral therapy (ART) for mother and baby, managed delivery and formula feeding. The 
management of HIV positive women in pregnancy is also aimed at optimising their health during 
pregnancy. This includes performing a sexual health screen, monitoring of the HIV-1 and/or 
HIV-2 RNA, CD4 count, FBC, U&E, LFT, glucose and the use of antiretroviral therapy. 
 
2. Clinicians for expert advice 
 
CLINICIANS for expert advice- Wexham Park Site: Mobiles via switchboard 
Ms Eman Jwarah, Consultant Obstetrician, WPH. 01753 63 4705 
Julia Trott, Advanced Nurse Practitioner (ANP) in Serology, 01753 63 3096 
Dr Noreen Desmond, / Dr Matthew Hamill Consultants HIV/GUM, Garden Clinic, Upton 
Hospital, Slough 01753 53 5315/ 5300 
Dr Angela Yannoulias, Consultant Paediatrician WPH. 01753 63 4602 
 
CLINICIANS for expert advice- Frimley Park Site 
Kathy Franks, Antenatal Screening co-ordinator, 01276 604155 
Miss Alison Kirkpatrick. Consultant Obstetrician, 01276 526503 
Miss Maud van de Venne, Consultant Obstetrician, 01276 604883 
Dr Torshie Annan & Dr Ramalingam Nadarajah, Consultants HIV/GUM 01276 526198 
Dr Zakia Salma, Consultant Paediatrician 
 
VIROLOGY – All sites in working hours 
Dr Stephen Winchester & Dr Mark Atkins, Consultant Virologists (01932 723029) 
Please contact site on call microbiologist out of hours via switchboard 
 
3. Screening 

• All pregnant women should be offered an HIV test at booking including those already 
known to be HIV positive. The screening coordinator should be included in 
discussions if required. If she declines, this should be documented in her notes and 
the screening co-ordinator informed, by e-mail. Testing should be discussed and 
available at any point in pregnancy but offered again at 28 weeks.2 At WPH if the 
woman declines again the patient should be referred to the ANP in Serology for 
further discussion and assessment.  

• If women book after 24 weeks the samples should be marked urgent. Screening 
specimens received after 24 weeks gestation will need to be fast-tracked through the 
analytical process and a result reported within 48 hours (UK National Screening 
Committee (2012) Infectious Diseases in Pregnancy Screening Programme 
Handbook for Laboratories Second Edition. London: UK National Screening 
Committee). Consequently, please call the testing laboratory (St Peter’s Virology or 
Wexham Park Microbiology) to inform them of incoming samples.  

• All positive results should be telephoned to the antenatal screening coordinator by 
the virology team. At WPH positive results are telephoned to Advanced Nurse 
Practitioner ANP in Serology. 
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• The report must indicate whether the infection is with HIV-1, HIV-2 or is a dual 
infection. 

• The antenatal screening coordinator will arrange an appointment for the woman with 
a health advisor from genitourinary medicine (GUM) and a midwife to inform her of 
the results. At WPH the ANP will re-call the woman, give results, take confirmation 
bloods and arrange follow-up at the GUM clinic. 

• Two positive results from separate specimens are required to establish positive HIV 
status. The second specimen will be used to confirm the woman’s identity and 
enable additional tests to be performed to determine the care of the woman and the 
onward management of the pregnancy. Further tests will include CD4 monitoring and 
HIV-1 or HIV-2 RNA testing. 

 
4. Confidentiality 

• All HIV positive women should be treated with confidentiality and in a non-
judgemental way.  

• HIV positive women should be encouraged to share information about their HIV 
status with all members of the multi-disciplinary team including their GP and 
community midwife.3 

• Each HIV positive woman should be encouraged to disclose her status to her 
partner. If she declines, the GUM team should be informed. Detailed guidance has 
been published on this issue by the GMC.4 

• HIV positive pregnant women may choose not to disclose their status to family 
members, who may still attend antenatal appointments and be present during or after 
birth. Staff should be careful not to inadvertently disclose the woman’s status. 

• HIV positive pregnant women may prefer not to have anything written about their HIV 
status in their hand-held notes. If this is the case, write ‘see hospital notes’ in the 
summary of antenatal risk factors. At WPH also write “for shared care with Dr 
Desmond”. Positive results should only be recorded in the hand-held notes following 
discussion and with the consent of the woman. 

• Please confirm with HIV positive pregnant woman if correspondence (clinic letters) 
stating their HIV status can be sent to their home address. 

 
5. Antenatal management 

• All HIV positive pregnant women will be managed by a multi-disciplinary team 
involving a specialist obstetrician, midwife, GUM physician, paediatrician, pharmacist 
and ANP in Serology at WPH. 

• The management will be optimised using the HIV care plan (see attached care plan) 
which is filed in the hospital notes and the P1a+ folder on the Labour Ward at WPH. 

• All pregnant women with HIV should take some form of antiretroviral therapy (ART). 
Pregnant women may have conceived taking ART, or be started on it during the 
pregnancy for their health, or take it in the short term to reduce the risk of 
transmission from mother-to-child.3 

• Women should be reassured that the benefits of ART outweigh the risks and most of 
the ART medications are considered safe in pregnancy. 
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• Women on ART are at higher risk of pre-eclampsia and may develop abnormal liver 
function in pregnancy. 

• Screening for hepatitis C should be added to the usual booking bloods but is also 
done routinely by GUM for all HIV patients. 

• All HIV positive women should be offered routine screening for Down’s syndrome 
and a detailed anomaly scan at 21 weeks. 

• If woman is on ART a GTT needs to be done at 28 weeks. 

• GU infection screens will be done at booking by the GUM team and at 28 weeks only 
if indicated. 

• Regular blood tests for CD4 count, viral load, full blood count, U&E, LFT, glucose 
and lipids will be done monthly by the GUM team once antiretrovirals are 
commenced. At WPH and FPH a 36/40 viral load will be taken at the 36/40 ANC 
apointment and processed with Hospital Number. Results will be available to all on 
ICE or Winpath. 

• Write to the HIV physician to request copies of the blood results are shared and to 
ask if the HIV is susceptible to nevirapine, lamivudine (3TC) and zidovudine (AZT). 
For WPH and FPH, a letter will be generated by the HIV clinic, after each patient 
visit, which will include test results and current plan of care. This is filed in patients 
hospital notes and in the P1a+ folder on the Labour Ward and the SCBU pending 
file. A copy is also sent to ANP in Serology and the woman’s named obstetrician. At 
FPH the letter will be sent to the obstetrician responsible for the patient and copied to 
named paediatrician. 

• Write to the consultant paediatrician to plan the baby’s postnatal care. At WPH the 
ANP in Serology will notify the paediatrician. 

• The mode of delivery should be finalised by 36 weeks. It should take into account the 
wishes of the woman, the viral load, the use and duration of antiretroviral therapy 
and any obstetric risk factors. 

 
6. Intrapartum management 
 
All HIV positive women should have a care plan as to their mode of delivery. It is well 
documented that pre-labour caesarean section significantly reduces the risk of transmission 
from mother to child when the viral load is detectable >50 copies/ml and this had become the 
standard of care in UK. However, with the introduction of ART women who have an 
undetectable plasma HIV-1 and/or HIV-2 RNA vaginal delivery is recommended unless there 
are obstetric reasons to the contrary. .3,5,6,8 If vaginal delivery is planned a shorter interval 
between rupture of membranes and delivery will reduce the risk of transmission from mother to 
baby. 
Offer caesarean section to women: 

• Not receiving ART 

• Receiving ART but with a viral load >400 copies/ml 

• Those taking zidovudine monotherapy. 

Discuss caesarean section with women 
• Co-infected with Hepatitis C  

• Receiving ART with a viral load 50-400 copies/ml 
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Explain there is no reduction in the rate of mother to child transmission with caesarean section 
for women 

• Not receiving ART with viral load <50 copies/ml 

• Receiving ART with viral load <400 copies/ml 

 
At WPH on the day of delivery (SVD or CS, please take one EDTA purple bottle for maternal 
HIV viral load. (This result will be available after delivery) 
 
If a vaginal delivery is planned: 

• Inform on call SpR/consultant obstetrician 

• Use universal precautions (see below) including eye protection for managing all 
patients 

• HIV is not an indication for continuous electronic fetal monitoring per se  

• Try to leave membranes intact for as long as possible. 

• If SROM in labour, have a low threshold to start syntocinon if contracting less than 
4:10 or do a vaginal examination to assess progress after 2 hours. 

• If ARM is needed for augmentation, start syntocinon straight after the ARM (unless 
contracting frequently already). 

• Continue the woman’s normal antiretroviral drugs during labour 

• Check the woman’s care plan to see if an intrapartum zidovudine infusion is 
necessary (see below). IV zidovudine is only required in mothers whose viral 
load is >1000 copies/ml on antiretrovirals, those taking zidovudine 
monotherapy or women whose viral load is unknown8 . GUM will advise if 
alternative therapy is required (see care plan).  

• If there is no plan in the notes, the woman is not on treatment, the viral load is 
unknown and no GUM HIV advice is available, give IV zidovudine see dose 
below under “zidovudine infusion”),  nevirapine 200mg single oral dose plus 
truvada one tablet and raltegravir 400mg orally immediately.  

• If pre-term add tenofovir 245mg single oral dose.  

• (Truvada and raltegravir are available via pharmacy or in PEP packs available 
in A&E and labour ward theatres) 

• Mother to continue truvada one tablet daily and raltegravir 400mg twice daily 
until review by HIV team. This is to prevent resistance from receiving single 
dose nevirapine 200mg 

• If the woman is on combination ART and viral load is between 50-1000 
copies/ml IV zidovudine can be considered regardless of mode of delivery but 
continuing the mother’s own ART is a reasonable alternative.  

• Avoid ARM (artificial rupture of membranes) unless in the 2nd stage and delivery is 
imminent 

• Avoid the use of fetal scalp electrode (FSE) and fetal blood sample (FBS) 

• Ensure the cord is clamped as soon as possible after delivery 



 

HIV in Pregnancy 
V 1.0,  June 2016 page 7 of 19 

 

• In the case of need for instrumental delivery, forceps are advisable as they are 
associated with less fetal scalp trauma 

• Universal precautions – All staff assisting in the delivery as well as all theatre staff 
must wear eye protection, masks and aprons until the baby is delivered and any 
bleeding is under control.  

If there is pre-labour rupture of membranes: 
• Confirm with speculum and take HVS 

• If planned for vaginal delivery augment immediately with syntocinon as prolonged 
rupture of membranes increases the risk of transmission 

• If very unfavourable and there is a low probability of delivery within ten hours 
consider CS 

• If planned for CS expedite as soon as possible 

 
If planned for pre-labour CS and requiring IV zidovudine: 

• Admit the woman the night before the delivery and site an IV cannula 

• Commence zidovudine at 06.00 hours to run for 4 hours prior to CS if the mother’s 
HIV viral load is >50 copies/ml (see below) 

• Do not discontinue any other antiretroviral drugs 

• Blunt needles should be used to reduce the risk of needlestick injury 

• Senior obstetrician to undertake delivery – (a senior obstetrician is ST6 or ST7, 
post CCT (completion of certificate of training) fellow or consultant) 

• If a woman with a planned pre-labour CS attends in advanced labour, consider 
vaginal delivery if it is likely to occur within 4 hours. 

 
Zidovudine infusion 

• If intrapartum zidovudine is planned it should be commenced at the onset of labour 
or 4 hours prior to CS and stopped when the cord is clamped. 

• The usual dose is 2mg/kg (based on pre-pregnancy weight) for 60 minutes using an 
infusion pump, followed by a continuous intravenous infusion of 1mg/kg/hour  

• If the anticipated time to delivery is short, and there is concern that the mother 
will not receive the loading dose, the infusion may be given over half an hour.  

• Add the contents of 1vial (20ml) 200mg of zidovudine to 30ml 5% dextrose to give a 
concentration of 4mg in 1ml 

• Infuse at a rate of 0.5ml (2mg)/kg for 60 minutes and then 0.25ml (1mg)/kg via a 
syringe driver until the umbilical cord is clamped  

• For example, for a 75 kg woman infuse at 75 x 0.5ml/hour = 37.5ml/hour for the 1st 
hour then 75 x 0.25ml/hour =18.75ml/hour thereafter until umbilical cord is clamped. 
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Complications in pregnancy 
Pre-term delivery 

• Preterm labour has been associated with women on ART  

• Preterm delivery is a risk factor for HIV mother to child transmission 

• Give IV zidovudine from onset of labour until umbilical cord is clamped 

• HVS must be taken 

• If less than 34 weeks give antenatal steroids 

• Tocolysis may be used if indicated 

Pre-term pre-labour rupture of membranes (PPROM)  
• After 34 weeks delivery of the baby should be expedited regardless of maternal viral 

load and therapy 

• Before 34 weeks the risks of prematurity will need to be balanced against the risk of 
HIV infection in the baby by a multi-disciplinary team involving the obstetrician, 
paediatrician, GU physician and the woman. 

 
7. Care of the newborn of HIV positive mother 

• Cord blood and placental testing is not routinely required 

• If the HIV-1 and/or HIV-2 RNA is undetectable there is no need to bath the baby 
immediately after delivery. However if the woman has a detectable viral load, the 
baby should be bathed with soap and warm water after delivery. Avoid family 
members handling the baby until after the bath 

• Do not give vitamin K until after the bath 

• Inform the paediatricians to arrange neonatal blood tests and ART 

• Inform GUM when the baby has delivered via extension 6198 (leave a message if 
out of hours). At WPH inform ANP in Serology ext 3096. 

• Neonatal antiretroviral prophylaxis must start within 2 hours of birth. At WPH this can 
be found as stock on SCBU. NB: However, the bottle/s must be labelled by 
pharmacy prior to discharge, even if the on-call pharmacist needs to be contacted. At 
FPH zidovudine liquid can be found on Maternity A. 

• Delay BCG vaccination if indicated until PCR results are known 

 
8. Postnatal Management 

• Take maternal blood at the same time as baby’s blood for PCR. At WPH maternal 
blood is usually taken prior to delivery. 

• Avoid breast feeding 

• Consider cabergoline 1mg (po) stat dose within 12 hours for lactation suppression 

• GUM will document on care/plan or hand-held antenatal notes if maternal ART 
should be discontinued postnatally. The patient will also be aware of this. The 
majority of patients will continue ART postnatally 

• Discuss family planning. Include the advantages of barrier methods. The 
contraceptive pill may be appropriate depending on the ART regimen the woman is 
on but others will not be appropriate as drug levels are reduced due to interactions 



 

HIV in Pregnancy 
V 1.0,  June 2016 page 9 of 19 

 

with some antiretrovirals (e.g protease inhibitors, efavirenz and nevirapine are 
contraindicated)  

• Routine postnatal check can be with the GP 

• Ensure GUM team are aware of the birth and follow up has been arranged 

• Report the outcome to National Study of HIV in Pregnancy and Childhood via the 
antenatal screening midwife 

 
9. Infant feeding 
 

• It is well established that HIV can be transmitted from mother to child by 
breastfeeding and complete avoidance removes the risk altogether9,10,11. 

• All mothers known to be HIV positive, regardless of ART and infant PEP (post 
exposure prophylaxis) should be advised to exclusively formula feed from 
birth.  

• This is current UK standard of practice and is in line with WHO (World Health 
Organisation) guidance that exclusive formula feeding should be recommended for 
infants of HIV positive women where it is affordable, feasible, acceptable, 
sustainable and safe (AFASS). 

• Cohort and randomised control trials from Africa shows that ART can significantly 
reduce the risk of HIV transmission from breastfeeding in situations where formula 
feeding is not AFASS12, 13.  

• The efficacy of ART in reducing HIV transmission from breastfeeding in the UK has 
not been studied. 

• If a woman in the UK who is on ART with repeatedly undetectable viral load chooses 
to breastfeed despite the advice given above it should not form grounds for referral 
to child protection. They should be supported to do so as it is safer for them to 
engage with medical services than breastfeed without disclosing. 

• If a woman on ART with undetectable HIV viral load chooses to 
breastfeed despite medical advice the following advice/procedures 
should be implemented: 

○ Exclusive breastfeeding should be advised. (Data from African studies in 
women on combination ART shows that mixed feeding carries a higher risk of 
transmission than exclusive breastfeeding.) 

○ Maternal combination ART should be continued throughout the breastfeeding 
period. 

○ Support and monitoring of the mother’s adherence to ART with monthly 
maternal HIV-1 and/or HIV-2 RNA testing 

○ The breastfed baby should be tested at least monthly by PCR for HIV-1 
and/or HIV-2 RNA or HIV proviral DNA.  For infants at high risk of infection an 
additional early HIV test maybe undertaken at 2–3 weeks of age. The testing 
must be performed using primers known to amplify the maternal virus so a 
maternal specimen should be sent if not already tested at the site laboratory. 
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○ If the neonate is on ART, then HIV molecular tests should be performed 
at 2 weeks and 2 months after stopping PEP, i.e. usually at 6 weeks and 
12 weeks of age. 

○ The neonate should be tested twice after weaning, ideally between 2 
and 8 weeks. 

○  If the mother’s adherence is sub-optimal, she has a detectable viral load, 
intercurrent illness that affects her ability to take or absorb ART or she 
develops mastitis, she should be advised to stop breastfeeding. 

○ Prolonged (> 4weeks) ART for the baby is not recommended. 

○ Loss of maternal HIV antibodies should be confirmed at 18–24 months 
of age. 

 
10. Communication 
If there are communication issues (e.g. English as a second language, learning difficulties, 
blindness/partial sightedness, and deafness) staff will take appropriate measures to ensure the 
patient (and her partner, if appropriate) understand the actions and rationale behind them. 
 
 
11. Equality Impact Assessment 
This guideline has been subject to an Equality Impact assessment. 
 
 
12. Auditable Standards 

• British HIV Association (BHIVA) annual National Clinical Audit: Management of 
pregnancies in women with HIV  

• BHIVA Standards of Care for People Living with HIV 2013 (Standard 8, Reproductive 
Care) 

 
13. Monitoring compliance 
These guidelines will be monitored by individual case review via the maternity risk management 
group where risk issues are reported. 
 
As stated in the Department of Health circular (HSC 1999/183), antenatal HIV testing ‘should be 
subject to local performance management and audit’.  
Core information collected 

• Number of women booked for antenatal care 

• Number offered an HIV test 

• Who decided to accept/decline a test   

• Number found to be infected 

• Number who accepted interventions, and which interventions, to reduce vertical 
transmission  

 
Local statistics are reported to the National Study of HIV in Pregnancy and Childhood  
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Appendix 1: Flow Chart for Management of HIV positive women at birth 
 

 
 

HIV positive  
Check for individual care plan in notes 
(and P1a file on LW at WPH) 
Continue regular ART 

Recent viral load <50 documented 
in notes or available from GUM 
(working hours only) 

Recent viral load <50 documented 
in notes or available from GUM 
(working hours only) 

If no plan in notes for above scenario: 
 
1.Mother on ART & VL 50-1000  
Give mother’s own ART immediately. IV 
zidovudine may be considered 
Continue maternal ART postnatally. 
If pre-term add TENOFOVIR 245mg 
oral 
 
2. Mother not on ART and Viral load 
>50 
Give maternal IV zidovudine and 
Nevirapine 200mg oral stat plus Truvada 
one tablet and Raltegravir 400mg orally 
immediately.© 
Continue Truvada one tablet OD and 
Raltegravir 400mg BD postnatally  
If pre-term add TENOFOVIR 245mg 
oral single dose 

Delivery >32 
weeks 

Delivery <32 
weeks 

No need for 
additional 
maternal ART 
in labour 

Give maternal IV 
zidovudine and 
Nevirapine 
200mg oral stat 

Give 
neonatal 
zidovudine 

Check for paediatric plan. If 
no plan 
Give neonatal zidovudine , 
Lamivudine and Nevirapine 

Neonate 
>32 weeks 

Neonate 
<32 weeks 

Give 
neonatal 
zidovudine 

© Truvada and Raltegravir are available via pharmacy, labour ward  or in PEP packs in 
A&E or theatres - (Frimley Park). Do NOT use medication abbreviations on prescriptions  
Combivir can be given as an alternative to Truvada (Combivir dosage 1 tablet BD) 
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Appendix 2: HIV care plan (see guideline) FPH ONLY 
 
 
 
 
 
 
 
Specialists Name Contact number 
Midwives Kathy Franks 01276 604155 
Obstetrician Alison Kirkpatrick & Maud van de 

Venne 
01276 526503 

GUM Specialist Torshie Annan & Ramalingam 
Nadarajah 

01276 526198 

Paediatrician Zakia Salma   
 
Timing of diagnosis; Prior to pregnancy  

During pregnancy  wks 
  
GP   aware  not aware (discuss importance of informing GP) 
CMW   aware  not aware (discuss importance of informing CMW) 
Birth Partner  aware  not aware 
Family   aware  not aware (if any family members unaware) 
 
Consent for copy of clinic letter to be sent to patient’s home address  Yes  No  
 
Antenatal care 
 
Vertical transmission  discussed 
Antiretroviral therapy (ART)  discussed 
Mode of delivery  
 criteria for vaginal birth  discussed 
 benefit of caesarean section if above criteria not 

met 
 discussed 

Avoidance of breast feeding  
 lactation suppression  discussed 
Neonatal ART  discussed 
  
Paediatric referral  discussed 
GU infection screens taken  booking  28 weeks
GTT at 28 weeks (if on ART) 
 
Maternal anti retroviral drugs  

Drug Dosage Frequency Continue  
postnatally 

Y/N 
    
    
    
 

Patient label 
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Maternal blood results 
Date Gestation CD4 count x106/l Viral load copies/ml 
    
    
    
    
 
Intrapartum care  
 
Mode of delivery – finalise plan at 36 weeks  
 
Elective caesarean section     Planned date / /   
at 38 weeks if viral load >50 and 39 weeks if viral load <50  
Vaginal delivery      
  
 Drug chart written in advance      
  
Woman’s pre-pregnancy weight  kg 
  
On Admission: 
 
  Action Signature 
1 Check 36/40 viral load on winpath or recent 

result from GUM Clinic update letter: 
a) Check pt has taken usual dose of ARV 
medication, if not seek advice from GUM Team. 
b) If VL >50cpm give extra medication as 
prescribed above / commence 4 hrs Zidovudine if 
required. 

Date:  
Gestation: 
Viral Load:     
cpm 
 

 
 

 

2 Ensure Paediatrician aware of pt & need to 
prescribe baby medication – 1st dose to be 
given within 2 hours of delivery. (No BCG) 

 
 

 

 

3 Contact / Leave message on Ext 6198 for GUM 
Team  

 

 
 
Maternal blood test:  

Take 2 EDTA samples (purple top bottles) and send to virology lab  
Complete one standard pathology form -  

Request “maternal HIV PCR” 
 Include on Form “HIV positive mother to “baby name”. Please state if HIV-1 or HIV-2 or 
unknown typing. 
This test cannot be ordered on PAS, paper forms must be used.  
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Neonatal care  
 
Date of birth  / /  Time :  Birth weight  gms 

 
Neonatal antiretroviral prophylaxis – must start within 2 hours of birth 
 

 
Neonatal blood test  

Take 2ml EDTA sample within 48 hours after birth so that sample arrives in Virology 
lab by 15.00 hours Mon-Fri.  
Complete one standard pathology form - .  
Include on the form; 

Test request   “Diagnostic retroviral PCR” 
Clinical details  “Neonate of HIV positive mother ‘mother’s name’ 
HIV-1 or HIV-2 or unknown typing 

This test cannot be ordered on PAS, paper forms must be used.  
Other bloods take FBC, U&E, LFT with usual bottles and forms 
 
Please do not include any other requests (e.g FBC, U&E) on the same request 
form as “Diagnostic retroviral PCR” or “Maternal HIV viral load” 
 

Baby’s treatment on Delivery Midwife to administer first dose within 2 hours of delivery 
For babies 35 weeks and over  

• If Mother undetectable (VL<50cpm) - Zidovudine Oral Solution. 4mg/kg BD           
(strictly 12 hourly) for 28 days  

Or 

• If Mother detectable (VL> 50cpm) - Triple therapy for infant of Zidovudine orally (as 
above), Lamivudine 2mg/kg orally 12 hourly and Nevirapine 2 mg/kg orally once daily 
for 1st week then 4 mg/kg orally once daily for 2nd week then STOP BUT if mother 
received Nevirapine >3 days duration prior to delivery then autoinduction occurs so 
higher dose Nevirapine needed = 4 mg/kg/12 hourly x 2 wks unless stated otherwise 
(Lamivudine and Nevirapine are kept in Emergency drug cupboard outside pharmacy in 
FPH) )  

NB: All medication must be labelled by Pharmacy prior to discharge, even if on-call pharmacist 
needed. 
 
For babies <35 weeks  

• If the baby is able to tolerate medication orally midwife to give Zidovudine oral solution. 
2mg/kg BD for 1st 2 weeks and then 2mg/kg TDS for the following 2 weeks.  

 
Premature <30 weeks – Zidovudine 2mg/kg twice daily for 4 weeks 

 
• If unable to take orally give zidovudine IV until tolerating 50% milk 
• Term baby - Intravenous Zidovudine dose is 1.5mg/kg four times/day 
• Premature baby – Intravenous Zidovudine dose is 1.5mg/kg twice daily 

 
Please contact on-call Paediatrician with any queries 
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POST PARTUM 
 
Follow up with GUM  arranged     Follow up with paediatric 
consultant arranged at 4 weeks   
Report to National Study of HIV in Pregnancy and Childhood  
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Appendix 3: Patient Birth Plan; WPH ONLY 
 
Dr Noreen Desmond 
Consultant HIV 
Physician 
Tel: 01753 635315 / 
5300 
Mob: through 
switchboard 

Dr Eman Jwarah 
Ext. 01753 63 
Mob: through 
switch  

Dr Angela Yannoulias
Consultant 
Paediatrician 
Tel: 01753 634602 
Mob: through switch  

Julia Trott 
ANP Serology 
Tel: 01753 633096 
Mob: 07717 292 
325 
 

 
  BIRTH PLAN:  
  
Patient Name / Hosp label: 
Hospital No. 
DOB:  
EDD:  
 

A. Planned Mode of Delivery: (for further details or if unplanned see Guidelines) 
 

Patient’s friends and family may not be aware of her status. 
Please ensure you maintain confidentiality at all times. 

 
B. Guidance for Labour 

If viral load <50 and the woman is on HAART, then treat prelabour SROM as per protocol – Inform Cons of plan  
ARM / instrumental delivery (Ventouse/Forceps) are not contraindicated if Viral Load <50cpm 
  

No FBS or FSE 
 
C. Current Antiretroviral (ARV) Medication 
Drug Name Dosage Frequency

   
   
   
   

 

 
Mother’s Treatment Plan  

Post Delivery: 
To continue / not 

continue  
ARV treatment 
(please delete)

Other relevant medication: 
 
 
 

Mother’s Blood Results 
Date Gestation Viral Load result cpm CD4 result 
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Other relevant bloods: 
If Viral Load <50cpm = current medication as usual as above 
 
If most recent Viral Load is DETECTABLE (>50cpm): HIV physician to advise 
 
For babies 35 weeks and over  

• If Mother undetectable (VL <50cpm) - Zidovudine Oral Solution. 4mg/kg BD           
(strictly 12 hourly) for 28 days  

Or 
• If Mother detectable (VL>50cpm) - Triple therapy for infant of Zidovudine orally 

(as above), Lamivudine 2mg/kg orally 12 hourly and Nevirapine 2 mg/kg orally once 
daily for 1st week, then 4mg/kg orally once daily for 2nd week then STOP. BUT if mother 
received Nevirapine >3 days duration prior to delivery then autoinduction occurs so 
higher dose Nevirapine needed = 4 mg/kg/12 hourly x 2 wks unless stated otherwise 
(See SCBU Cupboard for supply) 

NB: All medication must be labelled by pharmacy prior to discharge, even if on-call pharmacist 
needed. 
 
For babies <35 weeks  

• If the baby is able to tolerate medication orally midwife to give Zidovudine oral solution. 
2mg/kg BD for 1st 2 weeks and then 2mg/kg TDS for the following 2 weeks. 

•  
Premature <30 weeks – Zidovudine 2mg/kg twice daily for 4 weeks  
 

• If unable to take orally give Zidovudine IV until tolerating 50% milk 
• Term baby – Intravenous Zidovudine dose is 1.5mg/kg four times/day 
• Premature baby – Intravenous Zidovudine dose is 1.5mg/kg twice daily 

 
Please contact on-call Paediatrician or 

Dr Yannoulias through switchboard with any queries 
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Delivery Checklist 
 

FAU pre-assessment visit for P1a + Patients requiring CS 
  Action Signature 
1 Check 36/40 Viral Load result on ICE 

- if <36/40 check last / recent viral load from update 
letter from Garden Clinic in P1a+ file on Labour Ward 

Date:  
Gestation: 
Viral Load 
cpm 

 

2 If Viral Load <50cpm: 
Prescribe Antiretroviral current medication (box C as 
above), required on day of delivery (pt to bring) 
If Viral Load >50cpm Mum: 
Prescribe Antiretroviral current medication (box C as 
above) and check Dr Desmond update letter in P1a+ 
file / seek HIV Physician Advice (emergency drug 
pack available on Labour Ward) 
If plan for IV Zidovudine arrange for pt TCI allowing 4 
hours for infusion (check ward staffing) 
Baby: Check Paediatric Team aware of need for 
triple medication 

 
 
 

 
 

 
 
 

 
 

 

3 FAU midwife to inform Ward 22 of pending admission 
of P1a+ and medication requirements 

□  

4 Prescribe Cabergoline 1mg stat – lactation 
suppressant.  

□  

 
On Admission: 

 
  Action Signature 
1 Check 36/40 viral load on ICE or recent result from 

Garden Clinic update letter: 
 
a) Check pt has taken usual dose of ARV medication, 
if not seek advice from P1a+ team. 
b) If VL >50cpm give extra medication as prescribed 
above / commence 4 hrs Zidovudine if required. (See 
AN 13 for dosing & infusion instructions) 

Date:  
Gestation: 
Viral Load: 
cpm 
 

 
 

 

 

2 Take pre-delivery blood from mum for HIV PCR – 
search for “HIV viral load” on ICE – choose “36/40 or 
at delivery” viral load option 
Take 1 x EDTA bottles – needs to be spun within 4 
hours: ring ext. 3462/ 3446 – if out-of-hours contact 
on-call Micro BMS through switchboard. State if 
known HIV-1 or HIV-2 (as may have been performed 
at another laboratory). 

 
 

 

 

3 Ensure paediatrician aware of pt & need to prescribe 
baby medication – 1st dose to be given within 2 
hours of delivery. (No BCG) 

 
 

 

 

4 Contact / Leave message on Serology Nurse 
voicemail 
Ext 3096 / mobile through switchboard. 
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