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Dear General Practitioner and Health Visitor,

Each year, there are on average (nbr) HIV positive mothers who are giving birth to uninfected healthy babies in your area. These women are managed by a multi-disciplinary team including obstetrics, midwifery, GUM and paediatrics. Children are followed up until  18 months of age (when they have waning of maternal antibodies) to confirm that they are not infected.

A number of questions have been raised in the past in relation to the care and management of these babies in the community. The enclosed pack intents to provide you with relevant information that should help you manage the care of an infant born to an HIV infected mother.  

The pack contains:

· A referral form with details on the baby and mother 

· A list of key contacts (to be added by each centre)
· Information about Prevention of Mother to Child Transmission (PMTCT)

· Information on prescribed antiretroviral therapy

The pack has been designed to try and provide you information on some of the commonly asked questions. However if you have any other queries, please do not hesitate to contact us as detailed in the contact sheet.

Yours sincerely

Paediatrician and CNS name and designation
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1.1 Introduction

Advances in HIV research and treatment have changed HIV infection from a terminal illness to a chronic, treatable disease. It is now possible, with interventions, to reduce the risk of transmission of HIV from mother to child to < 1% (for more information see the Guidelines for the Management of HIV infection in Pregnant Women and the Prevention of Mother-to-Child Transmission at www.bhiva.org). Changes in antenatal screening guidelines and initiatives also play a very important part in reducing stigma associated with HIV testing in pregnancy; thus increasing the uptake of antenatal testing. All of these factors have contributed towards a significant increase in the number of babies born to women with HIV. As a consequence, Health Visitors and General Practitioners have a pivotal role in the management of children born to HIV infected mothers in the community.

1.2 Confidentiality

Many families have just found out their HIV diagnosis. Other women may not yet have disclosed their diagnosis to their partner or family. It is imperative that this confidentiality is maintained, although women should be offered adequate support and encouraged to disclose to their partner. The stigma of HIV within communities may result in families being ostracised and isolated if their local community find out.  If families believe their confidentiality is not respected, it can result in families not accessing health care. 

It is considered good practice to check with the mother, when she is alone, who is aware of her diagnosis.

1.3 Medication

Babies born to HIV infected mothers should be started on single or triple antiretroviral therapy within 4 hours of birth and continue on twice daily dosing for 28 days unless otherwise indicated. It is becoming routine for babies to be started on single medication, but if there are any complicating factors, such as drug resistance or factors increasing risk of mother to child transmission e.g. prematurity, triple therapy will be used. 

The most commonly used drug for single treatment is zidovudine, although this occasionally differs depending on the mother’s own previous antiretroviral drug exposure. For triple therapy the antiretroviral drugs usually prescribed are zidovudine, lamivudine and nevirapine (again this can change depending on the mother’s previous exposure). Information on the specific drugs being used for the baby you are working with will be included in the pack.

As with all antiretroviral medication it is important that medication is given on time every 12 hour to ensure there are adequate levels of the drug(s) in the blood circulation at all times. Information regarding what to do if a dose is missed, or a baby vomits the medication, can be found on the drug information leaflets.

1.4 Determining HIV Status

Babies born to known HIV positive mothers are followed up in specialist Paediatric HIV services up to approximately 18 months old. However, infection status can be determined much earlier at about 4 months by using HIV Proviral DNA PCR testing. HIV DNA PCR measures the presence of virus in the blood and is used from birth. Indeterminate babies have a PCR test at the age of 1 to 3 days, 6 weeks and 3 months. 3 negative PCR tests are needed to confirm the baby is uninfected as the first PCR test will only reflect transmission during pregnancy.

HIV antibody tests are not done in children under 18 months as this merely reflects the mother’s HIV status due to passive transfer of antibodies in pregnancy. 

These babies will have an antibody test at around 18 months to confirm they have lost their mother’s HIV antibodies. 

1.5 Breastfeeding

Avoidance of breastfeeding is an integral part of reducing mother-to-child transmission (MTCT). Breastfeeding carries up to 15% chance of causing HIV transmission if HIV infected women are not adequately managed.  In resource rich settings where clean water and formula milk are available, this is an unacceptable risk and therefore all HIV infected women are encouraged not to  breastfeed. Although this is an essential part of prevention of MTCT, some women obviously do find this very upsetting and may decide to breastfeed. If you ever have any concerns about a mother breastfeeding her child, please contact the HIV team immediately.  HIV infected mother’s should have been offered cabergoline within 24h post delivery to prevent any breast engorgement or other complications for not breastfeeding.

1.6 Free Baby Milk Scheme

The free baby milk scheme is a project to provide HIV positive mothers with a child under 12 months old, with free formula milk to prevent the infection of the baby with HIV via breast milk. The scheme provides a starter pack of a steam steriliser, 6 bottles and other necessary items and then 4 tins of powdered or other milk per month.

Women who are eligible are:

· Women who are Asylum Seekers with no other means of obtaining free formula baby milk

· Women who have no resource to public funds, including over-stayers, overseas students whose immigration status is unclear, those seeking leave to remain on health grounds

· Women who are entitled to benefits, (income support given NHS baby milk tokens) but are experiencing delays or disruption to their claims (provisional until their claims are resolved)

· The infant is 12 months or under. Exception may be made to this at the age of one if the child showing failure to thrive

For more details speak to (put local contact).
1.7 Monitoring for potential antiretroviral side effects

In addition to the HIV PCR tests, we also check FBC, U&E, LFT, Bone profile and lactate in indeterminate babies to monitor the effects of the antiretroviral therapy to which they have been exposed to reduce MTCT.

Once infants have had their 18 month antibody check they are usually discharged from the clinic.

1.8 Immunisations

All routine immunisations should be given to children born to HIV infected mothers except the BCG. BCG should be delayed until the patient has had all three negative Proviral DNA PCR’s. This is because BCG is a live vaccine and there have been reports of dissemination of BCG in HIV positive individuals.

Health Visitor Notification form

With consent

	Mother’s Details (or patient label)

Surname:…………………………………………

First Name:………………………………………

DOB:………………………………………………

Address:…………………………………………

……………………………………………………

……………………………………………………

Tel:…………………………………………………

Mob:…………………………………………….....

Mother diagnosed: 

□  while pregnant with this child

□  before this pregnancy: 

Partner Aware of Diagnosis: Yes / No


	Child’s details (or patient label)

Surname:……………………………………………

First Name:…………………………………............

DOB:……………  Hosp No:…………………........

Hospital of Birth:…………………………………..

Planned Date of Discharge:………………………

Other children tested: Yes / No

Name                when          Where                      

Other family members aware: Yes / No



	Perinatal Details:

Mode of Delivery:

Birth Weight:                  Gestation:

Other perinatal Infections: ………………………………………………….

…………………………………………………..

……………………………………………………

…………………………………………………..

Comments:………………………………………

……………………………………………………

……………………………………………………


	Follow up Hospital Specialist contact

Contact person: ……………………………......

Position: …………………………………………

Address ………………………………………….

……………………………………………………..

……………………………………………………..

……………………………………………………..

Tel: ………………………………………………..


Treatment:

	Name of medicines
	Start date
	End date
	dose
	frequency

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	GP’s Details

Name:……………………………………………

Address:…………………………………………

……………………………………………………

……………………………………………………

Consent given to inform GP of diagnosis:

Yes / No
	Social Services

Known to Social Services: Yes / No

Social Worker:……………………………………..

Tel No:……..……………………………..…………….

Details:…………………………………...…………

……………………………………………………….



	Other professionals involved



	Additional Information…………………………………………………………………………….................................

…………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………

Signed:…………………………………………………….                           Date:………………………..




