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Key Objective
To guide optimal antenatal, intrapartum and postpartum care for women with HIV, and their newborn infants.

Alerts 
For immediate HIV related advice whilst the woman is in hospital, please contact the woman’s nominated HIV physician. If they are not available, please contact the Infectious Diseases physician on call.  

[bookmark: _Hlk71880164]Call through switch at Canberra Hospital telephone: 5124 2222.

Back to Table of Contents
	[bookmark: _Toc77865498]Scope



This document applies to pregnant women with HIV and their newborn infants under the care of Canberra Health Services.

This document applies to the following CHS staff working within their scope of practice:
Medical Officers
Nurses and Midwives
Pharmacists
Students working under direct supervision. 
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A copy of this guideline should be kept at the FRONT of the woman’s antenatal clinical record to guide staff on the antenatal care for the woman
Ensure woman’s identifying details are NOT included in any email communication relating to HIV. If required, name and date of birth may be sent through to treating team members in a separate email 
If the woman does not provide consent for their GP to receive their discharge summary this should be clearly documented in notes and GP details in ACTPAS and BOS should be reviewed
All medical and nursing/midwifery staff involved in the woman’s care should be familiar with this guideline 
A single room, in antenatal and postnatal wards, is required to ensure confidentiality is maintained
Family members including older children and grandparents, friends and other visitors are often NOT aware of the woman’s HIV diagnosis. If family or friends are present, please do NOT discuss ANY issue related to the mother or the infant which may be associated with HIV (such as maternal medications, neonatal medications, HIV blood testing, formula feeding, or follow-up), unless you have the consent of the mother to do so 
Treating team members, including ward pharmacist are to be made aware of HIV diagnosis to ensure point above is adhered to.
Early discharge of the infant is not advisable. Need to ensure the infant is tolerating medication for neonatal prophylaxis, has discharge medication available, and has had initial blood tests 
The contents of the guideline are discussed with the woman (and their partner as applicable) and a copy is offered to the woman so she aware of the care that will be offered during pregnancy, her options for birth and what to expect for post-natal care.
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Prenatal testing 
For normal antenatal testing, screening by blood test and ultrasound (such as nuchal translucency) is preferred over invasive any procedures (chorionic villous sampling (CVS) and amniocentesis)
If CVS or amniocentesis are indicated, ideally defer until maternal HIV viral load is adequately suppressed.

Commencement of HIV therapy
All pregnant women who require therapy for their own health should receive a combination antepartum antiretroviral therapy (ART), containing at least three drugs for treatment, which will also reduce the risk of perinatal transmission
ART should be started as soon as possible in women who are newly diagnosed with HIV

Advances in the management of HIV during pregnancy have reduced the risk of transmission to the fetus from up to 50% to <1% through the use of:
·     maternal antiretroviral therapy during pregnancy 
· neonatal antiretroviral therapy commenced as soon as possible after delivery
· elective caesarean section (C/S) without labour depending on maternal viral load
· exclusive formula feeding. 

Some obstetric interventions may increase risk of transmission and should be avoided, if possible:
· artificial rupture of membranes (ARM)
· use of fetal scalp electrodes (FSE) and fetal blood sampling (FBS)
· operative delivery with forceps or vacuum extractor and/or episiotomy.

Maternal Hepatitis B or C co-infection
In this instance, the mother and infant will require additional care planning to ensure appropriate neonatal prophylaxis (in the case of Hepatitis B) and appropriate follow-up testing occurs (see Attachment 1). Refer to Australian Sexually Transmitted Infections – Management Guidelines on the Policy and Guidance Documents Register.
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All pregnant women with HIV should be referred to the Fetal Medicine Unit (FMU) at the Canberra Hospital as early as possible by their General Practitioner (GP) or HIV Physician by telephone 5124 7461, fax: 5124 3154, or by phone call to FMU Obstetrician via Canberra Hospital switch: 5124 2222.
Care will involve FMU staff, Neonatology, HIV physician (Sexual Health or ID physician), Birthing staff, Pharmacy and GP. Close liaison between all parties is needed.
  
FMU Obstetrician:
Co-ordinate management as per schedule of antenatal visits (Attachment 2) and additional recommendations for care (Attachment 3)
Advise on planned mode of delivery, communicate to HIV physician, and organise patient consultation with neonatologist
Liaise with CHS pharmacy and Clinical Midwife Consultant (CMC) of Birthing to confirm availability of HIV prophylaxis in Birthing:

IV zidovudine for maternal use, if indicated.  

Note: IV zidovudine is not registered in Australia but is available under the Special Access Scheme.

zidovudine syrup (and other HIV medications if indicated) for immediate neonatal use after delivery 
and that adequate neonatal antiretroviral medication(s) for 4 weeks in total is held at pharmacy, to be dispensed on discharge.

If the maternal viral load is expected to be >50 copies/mL at delivery, ensure that additional requirements for neonatal prophylaxis are:
agreed with HIV physician
clearly documented in maternal record 
discussed with neonatologist
ordered through CHS Pharmacy and available in Birthing as above.

Obstetric team (medical and midwifery) at delivery:
liaise with neonatology registrar to ensure the infant commences neonatal HIV prophylaxis immediately after delivery 
order maternal HIV viral load testing at delivery
advise HIV treating clinician that the infant has been born and request consultation during business hours.

HIV physician:
Continue to provide HIV related care: 
if the woman’s viral load is already below detectable, repeat viral load is recommended at least once every trimester, at 36 weeks and at delivery
if the woman’s viral load is detectable at > 50 copies/mL, more frequent review is required
organise maternal proviral DNA testing early in pregnancy to ensure primers amplify maternal virus and can be validly used for testing of the infant
consider need for antiretroviral dose increase in trimester 2/3 (eg darunavir twice daily, consider dose increase for lopinavir and atazanavir)
advise of community supports including Meridian ACT
discuss inclusion of perinatal HIV exposure in infant’s clinical records at Canberra Hospital 
discuss strategies to respond to any queries about this if the child needs hospital care in future. This will also apply to GP records
encourage GP involvement in the woman and infant’s care
· if the woman does not have a GP, discuss, encourage and facilitate referral for GP care, including disclosure of HIV status. The GP Liaison Unit at Canberra Hospital are available to assist woman to find a GP (telephone: 5124 47760 or GPLIAISON.GPLIAISON@act.gov.au); as can the Medical Advisor, HIV program, Capital Health Network
· if the woman has a GP, but the GP is not aware of her HIV status, discuss, encourage and support disclosure prior to the infant’s birth
work closely with FMU
· if the woman’s viral load is expected to be > 50 copies/mL at delivery, advise on additional neonatal prophylaxis
· Confirm management with the woman, ensure she has been offered a copy of this guideline and has an opportunity to ask any HIV related questions
liaise with Infectious Diseases (ID) physicians
· as ID will be called if the nominated HIV physician cannot be contacted, provide ID with a summary care plan for the mother and her infant well before expected date of birth 
provide hospital consultation to mother and infant after delivery
· advise on dose reduction if HIV medication dosage has been increased in third trimester
· ensure mother has enough medication on discharge until her own six-week follow-up with HIV physician
· clarify how parents will receive results of the infant’s initial HIV test
· If the mother has detectable HIV virus, advise ongoing condom use or HIV pre-exposure prophylaxis to reduce the risk of HIV transmission to a serodiscordant (HIV negative) partner. 
discuss contraception needs with mother including enquiry about a couple’s use of condoms.  Contraceptive options include: 
· combined oral contraceptive pill, progesterone only pill and progesterone implants (Implanon) may be less effective with some ARV treatment due to enzyme induction.  See HIV Interaction checker https://www.hiv-druginteractions.org/
· Depot medroxyprogesterone acetate, levonorgestrel intrauterine system (Mirena) and copper-bearing intrauterine devices are not known to be affected by liver enzyme inducers, and offer very effective contraception for those on ARV treatment
· If progestogen-only emergency contraception is used, a doubling of the standard dose to 3mg stat is recommended.  A copper IUD provides optimal emergency contraception but access to this option may be difficult 
Review mother and infant at about 3 weeks, to provide the infant’s initial proviral DNA result
· unless the infant has been referred for paediatric follow-up, oversee all follow-up HIV testing (and Hepatitis B and C testing if required) until 18 months of age 
· complete Australian Paediatric Surveillance Unit (APSU) paperwork in relation to the mother’s care in pregnancy
· check that initial APSU paperwork in relation to the infant has been completed 

Neonatologist:
Provide antenatal consultation
· consult with the woman at 28 weeks - arranged by the FMU specialist through PA of the Neonatal Department: 5124 7567
· disseminate the information about the woman and the treatment plan for the infant to the neonatal team. Ensure that if an e-mail is sent, no personal details are included in the same e-mail containing information about the HIV status of the woman
Ensure a neonatal registrar will be present at birth
· commence appropriate antiretroviral therapy for the infant
Provide care for the infant until discharge 
· order initial HIV proviral DNA and blood tests for the infant as per Section 8 
· ensure that a copy of results are requested to HIV physician
· remind clinical team that maternal HIV status does not need to be included in Blue Book. Infant medications should be included in the discharge summary to the GP and not in the Blue Book.
· follow up blood test results and inform HIV physician of the results
· arrange follow up of the infant by the HIV physician, unless paediatric follow-up is indicated
· complete initial APSU paperwork for the infant. 
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HIV viral load <50 copies/mL at 36 weeks – recommend vaginal birth at term
vaginal birth is recommended for women with a plasma HIV viral load of < 50 copies/mL at 36 weeks gestation.  
intrapartum IV zidovudine is not required. Continue all usual oral medications.

HIV viral load >50 copies/mL and <400 copies/mL at 36 weeks
consider planned caesarean section at 38-39 weeks
consider intrapartum zidovudine.

HIV Viral load > 400 copies/mL at 36 weeks
caesarean section is recommended.
intrapartum IV zidovudine may be recommended. Continue all usual oral medications.

Premature pre-labour rupture of membranes (PPROM)
· 34 to 37 weeks gestation: recommend immediate delivery with either caesarean section or vaginal delivery, guided by maternal viral load and with intrapartum zidovudine as above; intramuscular steroids should be discussed with the neonatologist
· <34 weeks gestation:  intramuscular steroids should be administered; virological control should be optimised and multidisciplinary discussion about the timing and mode of delivery.

Pre-labour rupture of the membranes (term)
In all cases of term pre-labour spontaneous rupture of the membranes (ROM), delivery should be expedited
· maternal HIV viral load <50 HIV RNA copies/mL:   
immediate induction of labour is recommended, with a low threshold for treatment of intrapartum pyrexia
· maternal viral load 50–400 HIV RNA copies/mL:  
immediate Caesarean section should be considered, taking into account the actual viral load, the trajectory of the viral load, length of time on treatment, adherence issues, obstetric factors and the woman’s views
· maternal HIV viral load ≥400 RNA copies/mL:
immediate Caesarean section is recommended 

For women who present late in pregnancy and are not on ART – Refer to Management of Perinatal Infections.  Australasian Society for Infectious Diseases 2014. 368 (asid.net.au)  
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United States of America Communicable Disease Control and United Kingdom British HIV Association guidelines differ regarding intrapartum zidovudine when maternal HIV viral load is less than 10 000 copies/mL. US guidelines recommend intrapartum zodivudine at viral load >400 copies/mL. BHIVA guidelines suggest there is no evidence to support intrapartum zidovudine if viral load is <10 000 copies/mL, based on French data that intrapartum zidovudine does not further reduce the risk of transmission.

Intrapartum zidovudine use may therefore be individualised by patient and viral load at 36 weeks gestation:
Viral load < 50 copies/mL – not required
Viral load < 400 copies/mL – consider intrapartum zidovudine, but not essential
Viral load between 400 – 10 000 copies/mL – consider intrapartum zidovudine
Viral load > 10 000 copies/mL or unknown – recommend intrapartum zidovudine.

Start IV zidovudine immediately for women who present in labour, or with ruptured membranes. Start IV zidovudine three to four hours before planned caesarean, and as soon as possible prior to emergency caesarean, to maximise placental transfer to the infant prior to delivery:
loading dose: zidovudine 2mg/kg over one hour, and continue with
maintenance dose: zidovudine 1mg/kg/hr until umbilical cord is clamped.
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Minimise the infant’s contact with maternal blood:
on birth of the head, gently wipe the infant’s eyes free of secretions
any suctioning of the mouth and nose should be avoided. If suction is required, use gently to avoid damage to mucous membranes
clamp the cord as soon as possible (do not delay the cord clamping)
towel dry the infant 
ensure infant’s skin is thoroughly cleaned prior to administration of vitamin K or Hepatitis B vaccine and /or Hepatitis B Immunoglobulin. Vitamin K can also be given as an oral dose, this should be discussed with the woman before birth
commence neonatal antiretroviral therapy as soon as possible (see Section 7 below)
bath the infant as soon as possible. 

Exclusive Formula feeding
· formula feeding with a bottle is recommended for all infants whose mothers have HIV, due to the possibility of HIV virus in breast milk, even if maternal viral load is <50 copies/mL
· support the mother in relation to formula feeding, including postpartum breast care to settle milk production, and discussion of how to explain the decision to formula feed to family and friends. She is likely to face pressure from relatives and friends to breastfeed. 
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Antiretroviral therapy should be commenced immediately after delivery and be continued for 4 weeks. Choice of antiretroviral therapy for the neonate depends on maternal viral load near delivery, maternal HIV antiretrovirals and maternal HIV resistance profile. 

NOTES: 
· zidovudine can be given Intra Venous (IV) for preterm infants – see below
· Check dose adjustment for all oral medications if infant is preterm
· Nevirapine has a long half life. It imperative that zidovudine and lamivudine continue for the full 4 weeks to work in conjunction with residual nevirapine and to reduce the risk of nevirapine resistance should the infant be HIV infected
· Do not use lopinavir/ritonavir (Kaletra) - it is contraindicated in newborn period 

7.1 If the maternal viral load is <50 copies/mL
Give zidovudine immediately
1. Oral zidovudine:
[bookmark: _Hlk77061655]For dosages refer to Australian Medicines Handbook Children’s Dose Companion.

Zidovudine is a 10mg/mL liquid preparation and care should be taken to ensure correct dose is calculated. 

If infant vomits within 20 minutes of a dose, give another dose if possible. If infant vomits more than 20 minutes after dose, give next dose at next scheduled time

2. IV zidovudine
If the infant is unable to tolerate oral feeds, start IV zidovudine infusion.
For dosages refer to Australian Medicines Handbook Children’s Dose Companion.

Infuse IV zidovudine over 1 hour at a concentration of 4mg/mL in 0.9% Sodium Chloride.

Change over to oral regimen when infant is able to tolerate oral medication.

7.2 If the maternal viral load is >50 copies/mL:
The infant requires additional medications. Give zidovudine immediately. Give additional medications as documented in clinical record.

In the absence of maternal resistance, the following 3 medication regimen is recommended for infant of mothers with viral load >50 copies/mL:
zidovudine for 4 weeks
lamivudine for 4 weeks
nevirapine for 2 weeks, stop end of week 2
For dosages refer to Australian Medicines Handbook Children’s Dose Companion.

Do not delay administration of zidovudine if other medications are not immediately available. 

If there is a history of maternal HIV antiviral resistance, consultation with paediatric HIV/Infectious Diseases specialist at Sydney Children’s Hospital is recommended.

7.3 If maternal viral load is unknown, for example a woman presents unexpectedly:
Give infant zidovudine immediately, for dosages refer to Australian Medicines Handbook Children’s Dose Companion.
Seek urgent input from on-call Infectious Diseases physician
Consider additional neonatal prophylaxis as per maternal viral load >50 copies/mL, depending on maternal history
Request urgent maternal HIV viral load

Note: Neonatal prophylaxis should continue for 4 weeks. This duration is consistent with UK guidelines and current Australian practice. It is noted that the US CDC guidelines currently (January 2013) stipulate 6 weeks. Longer duration of therapy may increase the risk of side effects and does not appear to offer any benefit 
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HIV testing on Day 1-2 after birth will exclude or confirm in utero infection. 

Cord blood testing for HIV is NOT indicated as it does not differentiate between maternal and neonatal infection.

· multiple negative tests up to 3 months of age are required to confirm the infant does not have HIV 
· HIV proviral DNA testing is preferred standard, rather than HIV RNA testing 
· if any test is positive, it should be repeated as soon as possible to confirm the result 
· repeat testing may be done by HIV RNA, HIV proviral DNA or both
· maternal HIV antibody is passively acquired in utero and can take >9 months to clear  
· in non-infected infant, an HIV antibody test at 18 months is recommended to show that the infant has cleared all passively acquired antibodies. 

Summary of infant testing:
	
	Test required

	Infant aged 1-2 days*
	HIV proviral DNA
Full Blood Count (FBC)
Electrolytes, Urea & Creatinine (EUC) 
Liver Function Tests (LFT) 
Glucose

	Infant aged 6 weeks*
	HIV proviral DNA
FBC
EUC 
LFT 
Glucose

	Infant aged 3 months*
	HIV proviral DNA
FBC
EUC 
LFT 
Glucose

	Infant aged 18 months
	HIV antigen/antibody


*Tests for infants aged 1 day through to 3 months need to be performed Monday through to Thursday  always call Molecular Lab prior to specimen collection 5124 3485

Day 1-2: 
test infant for: HIV proviral DNA by PCR, FBC, EUC, LFT, glucose
liaise with Molecular Laboratory prior to specimen collection.
neonatologist ordering Day 1-2 HIV testing must liaise with Molecular laboratory at ACT Pathology 5124 3485 prior to specimen collection. Specimens usually need to be collected on a Monday, Tuesday, Wednesday or early Thursday to ensure they will arrive at the Sydney reference laboratory within the required timeframe for specimen viability.  
it is acceptable to defer testing for a few days if advised by Molecular laboratory due to specimen processing and despatch requirements.
aim for 2mL in an EDTA tube for HIV proviral DNA - must be peripheral blood. 
collect EDTA sample before tubes for FBC and electrolytes.
if peripheral blood cannot be obtained, HIV proviral DNA may be done on a Guthrie test card
please also request a copy of results to the mother’s HIV physician.
results of HIV proviral DNA testing may take two to three weeks
results may be provided by mother’s HIV physician, or if the infant has paediatric follow-up, by the neonatologist/paediatrician. Inform the parents about how to access the infant’s results. 

Personal Health Record (Blue book)
The infant’s HIV exposure will be documented in their clinical record and discharge summary, and arrangements for follow-up will be made before discharge. The mother’s HIV diagnosis should not be documented in the Blue Book, which serves as a general record of growth, development and immunisation that parents can, if they wish, share with family and friends

Discharge
The infant will require enough discharge medication to complete 4 weeks of HIV prophylaxis. These S100 medications are only available through the hospital pharmacy and the full amount should be provided on discharge.

Check the parents are able to give the infant their medication and know what to do if the infant vomits immediately after a dose (if infant vomits within 20 minutes of a dose, give another dose if possible. If infant vomits more than 20 minutes after dose, simply give next dose at next scheduled time)

Midcall referral
Check that the Midcall midwife is aware of the mother’s HIV diagnosis, the infant’s HIV prophylaxis, the need for confidentiality as per this guideline, and clarify any questions relating to follow-up.

Infant follow-up
Neonatology will refer the infant to the mother’s HIV physician for follow-up HIV testing unless paediatric follow-up is indicated.

Tests at 6 weeks, 3 months and 18 months
If the infant is well and does not require paediatrician follow-up, HIV follow-up testing will be co-ordinated by the mother’s HIV physician. The infant’s discharge summary should be copied to the HIV physician.

If the infant is discharged with paediatrician follow-up, liaison between HIV physician and paediatrician should occur to minimise venepuncture episodes and optimise follow-up. The discharge summary should be copied to the paediatrician and HIV physician.

Pneumocystis jiroveci pneumonia (PJP) prophylaxis
All infant at higher risk of HIV infection (maternal viral load >50 copies/mL at delivery) require PJP prophylaxis with cotrimoxazole from 4 weeks of age until they have a HIV negative result at 3 month testing: for dosages refer to Australian Medicines Handbook Children’s Dose Companion. Doses expressed as trimethoprim component.  Give doses with feeds

Immunisations
HIV exposed infants should receive all normal childhood immunisations (birth, 6 weeks and 4, 6, 12 and 18 months). 

Notification to Australian Paediatric Surveillance Unit
The Australian Paediatric Surveillance Unit (APSU) summarises key data on infant born to mothers with HIV, even if they are subsequently confirmed as HIV antibody negative.  

The Neonatologist is responsible for completing information for the infant, and the HIV specialist for the mother.  Forms can be found at https://www.health.qld.gov.au/__data/assets/pdf_file/0034/664657/child-hiv-perinatal-exposure.pdf and https://www.apsu.org.au/assets/current-studies/HIV-Mother-Questionnaire-V1.1.pdf

All information is coded (first two letters of last name and first two letters of given name) and once received by APSU, further coded so that name code or date of birth is not available in any public access format.
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Outcome
Pregnant women with HIV are managed as per this guideline
Newborn infants of women with HIV are managed as per this guideline

Measures
Annual audit of clinical records of all mothers with HIV and their newborns to ensure clinical care delivered is in line with this guideline. 
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Policies
Nursing and Midwifery Continuing Competence 
Informed Consent (Clinical)
Clinical Records Management
Medication Handling
High Risk Medication 

Procedures
Infection Prevention and Control - Healthcare Associated Infections 
Patient Identification and Procedure Matching 
Patient identification – Pathology Specimen Labelling
Clinical Handover
Pathology Specimen Handling
Venepuncture Blood Specimen Collection
Neonatal Routine Care
Management of People with Human Immunodeficiency Virus (HIV) that place others at risk
Blood Borne Virus (BBV) Testing in Adults
Newborn Screening Test
Discharge Summary Completion
Clinical Records Management 

Guidelines 
Assessment of the Newborn
Birth Requiring the Presence of a Neonatal Team Member
Australian Sexually Transmitted Infections – Management Guidelines

Legislation
Health Records (Privacy and Access) Act 1997
Human Rights Act 2004
Work Health and Safety Act 2011
Charter of Healthcare Rights
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	When
	Who and what
	Investigations

	Pregnancy confirmed
	GP/ HIV team:
prompt referral to FMU
FMU:
Discuss principles of care:
· Maternal HIV medication
· Mode of delivery according to viral load 
· Neonatal HIV prophylaxis
· Formula feeding

Discuss options for prenatal diagnosis: 
screening by blood test and nuchal translucency preferred over invasive procedures (CVS and amniocentesis)
If CVS or amniocentesis is indicated, ideally defer until maternal HIV viral load is adequately suppressed
Notify HIV team (Canberra Sexual Health Centre, tel: 62442184, fax 62853395) if woman has not been previously referred

HIV specialist:
If woman not already on treatment, advise on timeframe for commencement and arrange appropriate review
	
Standard pregnancy booking bloods, including Hepatitis B, Hepatitis C and syphilis
Iron studies 
Thyroid function tests if not done in last 1 year 
Varicella IgG and rubella IgG
if no known immunity 
consider need for chlamydia, gonorrhoea and trichomonas PCR by vaginal swab
Pap smear if not done in last year

Advise annual influenza vaccination 
Advise acellular pertussis vaccination

	12-14 weeks
	FMU:
Midwife booking visit
Obstetrician visit
Discuss immunisations and plan for pregnancy

HIV specialist:
Routine review if viral load already below detectable
If treatment has been deferred, aim for commencement not later than 14 weeks (trimester 2) and repeat viral load 2-4 weeks after commencement 
	
Check booking bloods/investigations.
Nuchal translucency ultrasound at 12-13 weeks

Seek consent for all HIV testing to be in full name, if not already provided
HIV viral load 
HIV DNA to ensure primers detect maternal virus and HIV DNA can be used to assess infection in neonate

	19 weeks
	FMU:
Midwife visit
	
Morphology ultrasound

	24 weeks
	FMU:
Midwife visit
Obstetrician visit: discuss birth plan.
Consent for and book caesarean section if planned
Consent for intrapartum zidovudine if applicable
Ensure zidovudine (any other HIV prophylaxis as indicated) is available in Birth Suite 
	
Give form for bloods
   

	26-27 weeks
	FMU:

HIV specialist:
Review adherence, need for trimester 3 dose increase
	 Bloods for GTT, FBC, antibody screen, 
+/- repeat syphilis, Hepatitis B, Hepatitis C if required
HIV viral load and CD4 count at 26-28 weeks 

	28 weeks
	Midwife visit, review blood results
Meet with Neonatology
	

	30-32weeks
	Obstetrician/midwife visit - review results and plan 
discuss formula, feeding, tour postnatal ward
	

	34 weeks
	Obstetrician visit - review birth plan 
Confirm admission arrangements
Ensure appropriate neonatal HIV prophylaxis and IV zidovudine if indicated is in delivery suite

HIV specialist:   34-36 weeks
Review birth plan 
Ensure adequate HIV medication for at least 12 weeks until 6 week postnatal review
	





HIV viral load at 34-36 weeks



	36 weeks
	Midwife visit


GP visit
	Low vaginal swab for Group B strep

Review expectations for birth, and postnatal care

	37 weeks
	Anaesthetic consult if having caesarean section (unless being admitted day prior to surgery). 
 Midwife visit
	FBC and G and H day prior to CS (if planned)

	38 weeks
	Caesarean section (C/S) if planned. 

Otherwise weekly midwife visits and Obstetrician review at 40 weeks re postdates plan
	C/S Last on list, unless being admitted day prior to surgery in order to give time for zidovudine pre-op


	Postnatal visit 4-6 weeks
	FMU:


HIV specialist:
Review
Ensure infant testing at 4-6 weeks and 3 months
Check APSU notification MOTHER completed
 http://www.apsu.org.au/assets/current-studies/APSU-Mother-20100819-01.pdf

	




Attachment 2 - Antenatal Checklist
FMU Obstetrician at booking, and review at 28 weeks.
EDD:
Planned mode of birth:     Vaginal           Caesarean section  Date: _____________  
Zidovudine infusion:  Yes   No     if yes, availability in Birth Suite confirmed on Date: ___________
Co-infections: Hepatitis B  Yes  No    Hepatitis C  Yes  No

	Treating team
	Name 
	Contact details

	HIV 
Physician
	
	

	Obstetrician
	
	

	Neonatologist
	
	

	GP (if aware of HIV diagnosis)
	
	



	Woman’s usual HIV Medication
	Dose 
	3rd trimester dose adjustment if required

	
	
	

	
	
	

	
	
	



	Results in pregnancy

	Date
	HIV viral load (copies/ml)
	Date
	HIV viral load (copies/ml)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



	Discussions
	Notes   
	Name & Date

	Confidentiality – who from CHS will know about woman’s diagnosis, any specific concerns
	
	

	Mode of birth, risks and benefits

	
	

	Formula feeding

	
	

	Zidovudine syrup for the infant for 4 weeks
	
	

	HIV testing for the infant 

	
	

	Midcall/NAPSS Nurse visits on discharge
 
	
	

	Follow-up with HIV Physician at 6 weeks
	
	

	Other concerns relating to this pregnancy
	
	


[bookmark: _Toc497901114]Attachment 3:  Discharge checklists

1.  Discharge checklist for infant - neonatal team to complete 

HIV specialist informed of delivery and invited to consult?             	Yes 	 No

Initial HIV testing at Day 1-2 (or later) completed?  			Yes 	No

Copy of result requested to HIV physician and GP (if consent)          Yes   	No	

Parents aware of how to access result?             			Yes   	No

Check parents aware of how to get infant’s 6 week HIV test	Yes 	No

Request form for 6 week test provided	Yes 	No, see HIV physician

If yes, copy of result requested to HIV physician and GP (if consent)     Yes 	No

Paediatrician follow-up required and arranged    			Yes   	No, not required
If yes, state name of paediatrician _______________________________________

6 week GP follow-up advised						Yes 	No
(CHECK if GP aware of maternal HIV and seek permission to send discharge summary to GP)

Midcall/NAPPS organised 						Yes 	No 
If no, state reason _____________________________________________
(CHECK if parents are aware if Midcall/NAPPS are informed of maternal HIV and neonatal HIV prophylaxis.  Ensure Midcall/NAPPS are aware of all confidentiality requirements as per section 1) 

Discharge medication:
Zidovudine (plus other neonatal prophylaxis if indicated) arranged		Yes 	No

APSU notification CHILD completed					Yes 	No
http://www.apsu.org.au/assets/current-studies/APSU-Child-20100819-01.pdf

2. Discharge checklist for mother – postnatal ward team to complete
Mum has enough HIV medications until at least 			Yes      No
6 week follow-up with HIV specialist

If maternal HIV medications adjusted in 3rd trimester, 		Yes      No
mum aware of when to reduce back to usual dose							
6 week HIV specialist follow-up appointment arranged		Yes      No

6 week GP follow-up advised						Yes       No
(CHECK if GP aware of diagnosis and permission to send discharge summary to GP)			
	            
Any other arrangements? __________________________________________________ 
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