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PMTCT 

Mother-to-child transmission of HIV (MTCT) is the 
transmission of HIV from an infected mother to her baby 
during pregnancy, labour and delivery and breastfeeding.  

MTCT is also referred to as “vertical transmission” or 
“perinatal transmission”.  

Most of the children infected with HIV acquired the virus 
through MTCT.  

Prevention of mother-to-child transmission of HIV (PMTCT) 
is a common term for programmes, services and 
interventions designed to reduce the risk of MTCT. 



Rates and Timing of MTCT 
 

Risk of transmission without intervention 

Without intervention, the overall MTCT rate is 

approximately 20–45%. The risk of transmission during 

breastfeeding depends on whether the mother uses 

safer breastfeeding practices (e.g., avoiding mixed 

feeding) and duration of breastfeeding: 

 

 With breastfeeding to six months: overall 

transmission rate is 20-35% 

With breastfeeding to 18-24 months: overall 

transmission rate is 30-45% 



Reducing MTCT through core interventions 

 
 

MTCT can be reduced by 40-70% through core PMTCT 

interventions, including ARV therapy or prophylaxis, 

particularly if provided in combination with other interventions 

such as safer obstetric practices, infant feeding information, 

counselling and support. 

 

In industrialized countries where women infected with HIV 

receive long-term combinationARV therapy and do not 

breastfeed—and where elective caesarean sections are 

safe,feasible and commonly performed—the rate of MTCT 

has been reduced to about 2%. 



 



Global MTCT 

• The Middle East and North Africa is the region that has shown the least amount of progress, as 
nearly one third of women living with HIV passed the virus on to their children in 2015.  

 

• The MTCT rates in Asia and the Pacific and western and central Africa were also well above the 
global average of 10%. 

 

• As of June 2016, Armenia, Belarus, Cuba and Thailand had been certified by the WHO to 
have eliminated MTCT. 

 

• By 2015, seven countries in East and Southern Africa had greater than 90% coverage of PMTCT 
services. This includes South Africa, which is home to 25% of the region’s pregnant women living 
with HIV. 

 

•  East and Southern Africa has achieved the largest decline in MTCT anywhere in the world, 
falling from 18% of infants born to mothers living with HIV in 2010 to 6% in 2015—a threefold 
decrease. 



 



MTCT in the Philippines 
HIV/AIDS registry, as of Nov 2017  

From January 1984-November 2017, 1,965 (4%) of the reported cases 

were 19 years old and below. 

135 out of 1,965  ( 7%) were children and among them 132 were infected 

through mother -to -child transmission 

1,830  out of 1,965 ( 93%)  were adolescents and among them 8 ( <1% ) 

were infected through mother-to- child transmission  



Comprehensive Approach to 
Reducing HIV Infection in Mothers, 
Infants and Young Children 

•  Element 1 Primary prevention of HIV infection 

 

•  Element 2 Prevention of unintended pregnancies among 
women infected with HIV 

 

•  Element 3 Prevention of HIV transmission from women 
infected with HIV to their infants 

 

•  Element 4 Provision of treatment, care and support to 
women infected with HIV, their children and their families 
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Element 1: Prevention of Primary HIV Infection 

• ABCs of primary HIV prevention for parents-to-be: 

 

  A = Abstain 

B = Be faithful to one HIV-uninfected 
partner 

  C = Condom use – use condoms  
    consistently and correctly 
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Element 2: Prevention of Unintended Pregnancies Among Women 
Infected with HIV  

•   Access to counselling and referral for 
family planning 

•   Safe, consistent, effective contraception 
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Element 3: Prevention of HIV Transmission from Women Infected 
with HIV to their Infants 

Core Interventions 

  HIV testing and counselling 

       Antiretrovirals 

  Safer delivery practices 

  Safer infant-feeding practices 
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Element 4: Provision of treatment, Care and Support to women 
infected with HIV and their Families  

 Prevention and treatment of opportunistic 
infections 

 ARV treatment 

 Palliative and non-ARV care 

 Nutritional support 

 Reproductive healthcare 

 Psychosocial and community support 
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Antiretroviral Treatment and Prophylaxis 

•   ARV Treatment 

 

•  Long-term use of antiretroviral drugs to treat maternal 

•  HIV/AIDS and prevent MTCT 

 

  Reduces viral replication and viral load. 

  Treats maternal infection 

  Protects the HIV-exposed infant 

  Improves overall health of mother 

  Requires ongoing care and monitoring 
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ARV Prophylaxis 

 

Short-term use of antiretroviral drugs to reduce HIV 

transmission from mother to infant 

Antiretroviral Treatment and Prophylaxis 



 



 



 



C. HIV Test Services 
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1.All pregnant women and male partners, and women (pregnant or 

not) belonging to a key population at high risk shall be offered HIV 

counselling and testing at the birthing centers and primary HIV 

services clinics  

2.For pregnant women who refused to undergo HIV testing, health 

care providers shall offer HIV screening test on her subsequent 

ante-natal care visits.  

3.Women who tested HIV—non-reactive shall be given counselling 

on risk reduction interventions focusing mainly on how to maintain 

their HIV Negative status including the use of condoms in all sex 

acts especially during the entire course of pregnancy. 



C. HIV Test Services  
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4. For all women who tested positive shall receive, in addition to the standard 

messages for all people diagnosed with HIV infection,  PMTCT services including, but 

not limited to the following: 

a.Childbirth plans: providers should encourage HIV-positive pregnant women to 

deliver in a health facility for their own well-being as well as to ensure access to 

PMTCT    services; 

b.Anti-retroviral Treatment: use of ARVs for the mother’s health, as well as to 

prevent transmission of HIV to the infant; 

c.Maternal nutrition: counselling on adequate maternal nutrition, including iron and 

folic acid; 

d.Infant feeding: Opening of infant feeding options and support to carry out the 

mother’s infant feeding choice. This will include exclusive breastfeeding counseling 

and post partum support to the mothers.  

• HIV status of partner: Importance of partner testing, and disclosure 

• Other Screening: Ensuring screening for TB and testing for other infections such as 

syphilis and Hepatitis B; 

a.HIV Exposed Infant health care: HIV-exposed infants should be given ARV for 

prophylaxis, HIV test or early infant diagnosis, congenital STD evaluation and 

treatment,  follow up and appropriate schedule and form of vaccinations   



F. Antiretroviral Treatment (ART) for Pregnant Women 
Living with HIV 
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1.ART shall be initiated on ALL pregnant WLHIV,  regardless 

of CD4 count or of clinical status  

 

2.ART shall be continued even after delivery and breastfeeding 

of the infant.  



G. Management of Labour and Delivery 

HIV infected women who are about to deliver should be referred and 

admitted to the nearest birthing facility. The birthing facility shall facilitate for 

the access of ARV for the woman and newborn infant.  

 

Pregnant WLHIV need not be isolated during labor and delivery because of 

their HIV status. Health facility staff must use standard precautions in all 

patients regardless of their patients’ HIV status. 

 

The attending physician should consider vaginal delivery unless one the 

following conditions are present:  

Scarred uterus (previous caesarean delivery: classical, low transverse) 

Signs and symptoms of prolonged labor  

Malpresentation 

Fetal Distress 
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G. Management of Labour and Delivery 

The physician should discuss caesarean section delivery 

with the WLHIV if any following conditions are found 

 

Signs and symptoms of STI  

ARV medications have not been taken or was 

on ART in less than 3 weeks 

Viral load of  >1,000 copies/mL 
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Elective Caesarean Section VS Vaginal Delivery 

  Elective cesarean section 

•  Consider elective cesarean delivery when 

safe and feasible 

•  Done at the onset of labour or membrane 

rupture 

 

  Vaginal delivery 

•  When ARV prophylaxis or treatment has 

effectively reduced the viral load 
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H. Management of HIV Exposed Infant  
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1.All newborn of WLHIV shall be given the following services:  

a.ARV prophylactic regimen  

b.Early infant diagnosis should be ensured at 4-6 weeks and as 

breastfeeding ceased.  

c.For confirmed HIV infected infants, ART is initiated  

d.If the other STI infection status of the mother is unknown, the 

infant should also be evaluated for congenital syphilis and other 

forms of STDs that can affect the newborn.  
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Scenario Infant ARV prophylaxis Duration 

Infants of mothers who are  

receiving ART for at least 4 weeks and 

are breastfeeding 

daily NVP 12 weeks  

Infants of mothers who are  

receiving ART for at least 4 weeks  and 

are on  replacement feeding 

daily NVP 6 weeks 

Infants born to mothers with HIV who 

are at HIGH RISK* of acquiring HIV 

and is breastfeeding 

AZT ( twice daily) + NVP 

(once daily) + 3TC 

12 weeks 

Infants who are at HIGH RISK* of 
acquiring HIV  including those  first 
identified as exposed to HIV during the 
postpartum period ( 
breastfeeding/replacement feeding)  

 ABC+ 3TC+ LPV/r  12 weeks 

Infant ARV Prophylaxis for Different Clinical 

Scenarios  
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 *High Risk Infants are defined as those:  

  

born to women with established HIV infection who have 

received less than four weeks of ART at the time of delivery  

OR  

 

born to women with established HIV infection with viral load 

>1000 copies/mL in the four weeks before delivery, if viral 

load measurement available OR  

 

born to women with incident HIV infection during pregnancy 

or breastfeeding OR   

 

identified for the first time during the postpartum period, with 

or without a negative HIV test prenatally. 



Diagnosing HIV 
in Infants 
exposed to HIV 

Antibody Tests 
 

•  Rapid Tests 

•  Sample: blood from finger prick, saliva swabs 

•  Lab: no special equipment 

•  Ease: minimal training 

•  Result time: less than 30minutes 

 

•  ELISA 

•  Sample: blood from arm 

•  Lab: special equipment 

•  Ease: trained lab technician 

•  Result time: up to 2 weeks 

 

HIV Viral Antigen Tests 
 

• HIV viral antigen tests (or assays) detect the presence of HIV in 

blood and must be done by laboratory personnel. 

 

•  PCR (polymerase chain reaction) tests detect DNAor 

measure RNA (viral load) in the blood. 

•  p24 antigen tests measure one of the proteins found in HIV 
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Diagnosing HIV in Infants Exposed to HIV 

 Antiretroviral treatment and prophylaxis 

reduces but does not eliminate MTCT 

transmission of HIV infection. 

 Since maternal antibodies cross the placenta, 

antibody testing is not recommended prior to 18 

months of age. 

 Infants who are breastfeeding require 

additional testing once breastfeeding has 

completely discontinued. 
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Non Breastfeeding 
Infants Who are 
exposed to HIV 

HIV DNA PCR after 6 weeks of 

age  

• Positive, infant is HIV-

infected 

• Negative, infant is NOT 

HIV- infected 
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Breastfeeding 

Infants Who are  

Exposed to HIV  

HIV DNA PCR after 6 weeks of age  

• Positive, infant is HIV-infected 

• Negative, repeat the test 6 weeks 

after cessation of breastfeeding 

• Negative, infant is not 

infected 

• Positive, infant is HIV-

infected  



Antibody 
Test  infants  

Non-breastfeeding 
• At or after 18 months of age: 
•   Negative HIV antibody test 

indicates that the child is not infected. 
  

 

•  Positive HIV antibody test  indicates 
that the child is infected. 

 
 
 
 
 
 

Breastfeeding 
• At or after 18 months of age: 
•   Negative HIV antibody test should 

be repeated 6 weeks after complete 

cessation of breastfeeding. 
 
 

•   Positive HIV antibody test indicates 
that the child is. infected. 
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I. Counselling of WLHIV regarding feeding options for their 
infants 

1. Counselling of WLHIV for infant feeding should include and emphasize 

on the role and the effectiveness of ARV in preventing post-natal 

transmission of HIV.  

2. The mothers should be guided to make their choice in feeding their 

child and the following messages shall be given: 

a. HIV-positive mothers (and whose infants are HIV uninfected or of 

unknown HIV status) are strongly encouraged to exclusively 

breastfeed their children for the first six (6) months of life, 

introducing appropriate complementary foods thereafter and 

continue breastfeeding. 

b. Breastfeeding should then only stop once a nutritionally adequate 

and safe diet without breast milk can be provided 

c. Mixed feeding must be avoided at all times. 
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I. Counselling of WLHIV regarding feeding options for their 
infants 
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1.If the mother opted not to breastfeed her child; the following 

should be communicated during counselling:  

a.The concern of transmission of HIV transmission through 

breastfeeding should be balanced with the increased risk of 

morbidity and mortality when infants are not breastfed.  

b.The importance of adhering to ARV and its role in preventing 

post-natal transmission of HIV should be reiterated 

c.Options to access from milk banks  



J. Follow-up Care, Treatment and Support for Mothers infected with HIV together with 
their children and families 
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1.Follow-up care including HIV-related care, ART adherence 

support, co-trimoxazole prophylaxis, IPT, sexual and 

reproductive health services, and early diagnosis of HIV 

infection in infants shall be provided. 

2.Early diagnosis and initiation of treatment for all exposed 

infants shall be done utilizing the guidelines on the Integrated 

Management of Pediatric HIV and AIDS 



KEY POINTS  

 










