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ART Coverage in Pregnant Women Was 81% in 2021 ï

A Slight Decline Since Peak of 83% in 2019

Maternal ART Globally, 2010-2021

Regional ART Coverage Pregnancy 2010-2021

60% 

Source: UNAIDS epidemiological estimates 2022:  aidsinfo.unaids.org

Ÿ 81% of pregnant women with 

HIV received ART in 2021.

Ÿ No meaningful increase in 

pregnant women ART coverage 

since 2014!

Ÿ Regional differences: West/ 

Central Africa coverage only 60% 

2021; 43% of pregnant women 

not on ART from this region

81% 

ARV Coverage in Pregnant Women 2010-2021

79% 81% 81% 
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Minimal Decline in New Pediatric Infections in 2021 

Maternal ART and New Infections in Children Globally, 2010-2021

Source: UNAIDS epidemiological estimates 2022:  aidsinfo.unaids.org

Ÿ160,000 new pediatric 

HIV infections estimated  

in 20201

ŸMinimal change in new 

infections since 2015 ï

either no change or 

only 10,000 decline/year

ŸIf assume only 10,000 

decline/year, will take 14 

years (2035) to meet our 

2020 target of 20,000 

new infections170K 160K180K 170K190K200K200K220K320K 290K 250K 230K



Causes of New Child Infections Globally 2021

Primary gaps in PMTCT

globally in 2021:

ÁGlobally 75,000 new child 

infections still occur because 

pregnant women are not 

diagnosed and started on 

treatment

ÁRegional (and country) 

differences:

Almost half of those not 

receiving treatment are 

in west/central Africa

Over half of the incident 

infections that lead to 

vertical transmission are 

in east/southern Africa
Source: UNAIDS epidemiological estimates 2022:  aidsinfo.unaids.org

48%

22%

22%

8%



Early Infant Diagnosis Declined Slightly Globally

from 63% in 2020 to 62% in 2021  

ŸGlobally, 62% of infants 

had EID by 8 week in 2021, 

a slight decrease from 63% 

in 2020

ŸEID in west/central Africa 

remains at 25%, having 

actually  decreased

between 2019 and 2020

ŸEID in east/southern 

Africa is 71%, but this is a 

slight decrease from 74% 

in 2020
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ART Coverage in Children in 2021 Has Not Improved; 

Consistently Lower ART Coverage in Children vs Adults

ÁART coverage in children 0-14 years remain 52%, consistently lower than 

in adults which increased to 76% from 74% in 2020 . 

ART Coverage, Adults vs Children

52%

76%

Á60% of children not

on ART are aged 

5-14 years

ÁEID is not enough; 

need for home-

testing and/or self-

testing to identify 

older children living 

with HIV



Despite New, More Potent ARV Availability, Decline in Deaths 

Among Young People Age15-24 Years Has Slowed

ÁAIDS-related mortality in adults 

continues to decrease, higher in 

males than females

AIDS-Related Deaths in Young People 15-24 Years 

by Sex
AIDS-Related Deaths in Adults >15 Years 

by Sex

ÁAIDS-related mortality in young 

people has minimal decline since 

2013, higher in females than males



Pediatric ART Optimization, 
DTG Transition & VL Implementation Data



Good Viral Suppression on Children on DTG ART in Africa
Bacha J et al. International Pediatric HIV Workshop, Montreal July 2022, Abs. 4; AIDS 2022 Abs.OAB0202

ÁRetrospective review from 7 BIPAI sites in 6 countries on 

11,799 enrolled in care and prescribed DTG ART

īMajority >10 years (3% 0-<5; 18% 5-<10; 40% 10-<15; 40% 15-<20)

īMost ART-experienced (naïve 21%; switch NNRTI 44%; switch PI 34%; 3rd line 1%); 95% virally 

suppressed (<1000) at baseline before DTG

īMean FU on DTG ART 22.4 months (SD 12.4 months); VL results ranged from 6-60 months post 

DTG ART ïhowever, sample size at >24 mo FU limited (only show results to 24 mo)

īNo real 

difference in 

suppression 

by sex, age 

group, or NRTI 

backbone

Viral suppression on DTG over time
Viral suppression on DTG with Single Drug Substitution in 210 

Children NOT Suppressed at  Baseline by NRTI Backbone

īLimited numbers 
but suppression 
in ~80% 
maintained over 
time, no 
difference by 
NRTI backbone



Shifting from PI-Based ART to DTG-ART Achieves 

and Maintains Viral Suppression
Bacha J et al. International Pediatric HIV Workshop, Montreal July 2022, Abs. 21; AIDS 2022 Ab)AB0203

ÁRetrospective review from 7 BIPAI sites in 6 countries on 1,475 children enrolled 

in care and optimized from PI- to DTG-based ART

īMedian age 14.0 year (range 3.6-19.9 years) 

īTime on PI (72% LPV/r, 28% ATV/r) ART prior to switch to DTG 9.8 years

īSuppression (VL <1,000) on PI ART 88.9%

ŸSwitch from PI to DTG ART effective at maintaining 

and achieving viral suppression.

ŸContinued attention to support females and older 

adolescents needed.

ÁFU on DTG 212 days (7-1017 days); post-DTG  VL suppression 89.8%, with no difference by PI

ÁVL suppression was lower for both PI and DTG ART in females 

and adolescents 15-19 years

Á118 youth were unsuppressed on PI; 68% suppressed 

after switch to DTG



Transition to DTG-Based ART is Associated with Sex and 

Viral Load Access in West African Children and Adolescents
Desmonde S et al. International Pediatric HIV Workshop, Montreal Jul 2022, Abs. 22

ÁEvaluated transition to DTG-based ART among 2,787 

children/youth aged 0-24 years on ART with >1 visit since 

2019 in 7 clinics contributing to the pediatric IeDEA West 

African cohort. Transition to DTG Since 2019

ŸSlow transition to DTG; 44% by June 2021.

ŸAccess to DTG associated with male sex (pregnancy concern?); access to VL testing; age >5 yrs

(later DTG formulation availability for <5 yrs) and being on 2nd line ART.

Factors Associated with DTG Transition



Uptake of RAL Granules in Newborns Diagnosed with HIV in 

Zimbabwe During COVID-19 Pandemic
Denoend-Ndam L et al. AIDS 2022, Montreal, Canada, Abs. EPB203

ÁRAL granules introduced in 14 health facilities with capacity for POC HIV birth testing in Zimbabwe; HCW 

were trained on RAL use and caregiver counseling on preparation/administration of RAL.

ÁStudy population included all infants exposed to HIV born at project sites from June 2020- June 2021

Ÿ Lower than expected birth testing uptake and RAL usage observed

Inconsistent supply chain POC EID testing cartridges, RAL granules, ped 

AZT/3TC 

Shortage of trained healthcare workers due to strikes and high staff turnover

Documentation gaps of data points not recorded or not maintained in registers

Ÿ Need to address health systems gaps for supply chain; staffing (training, 

retention, mentorship, supervision); and ability to track newborns and 

maintain documentation of weight and RAL dosing

Á 59% infants started on RAL ART; started earlier than 

those starting other ART regimens (4 vs 6 d)

Á Day 28 (when switch to non-RAL ART recommended) 

available for 85% of 27  started on RAL ï18 (78%) 

switched to non-RAL ART as recommended

Á Weight check for dosing did not appear to be done 

often (7 d, 37%; 28 d, 22%)

Point-of-care birth testing, ART initiation, and RAL treatment cascade; N=6989 neonates 

exposed to HIV in 14 health facilities in Zimbabwe. 

13 Infants NOT initiated on ART

Å AZT/3TC out of stock 4

Å No record available 4

Å Transferred for ART start another facility 2

Å Died day birth before start 1

Å Mother disappeared before start 1 

Å Pharmacy closed 1

ART regimen initiated in HIV+ neonates



Viral Load Coverage in HIV+ Children Age <5 Years in

USAID-Supported Facilities in 11 Countries, 2019-2021
Frost K et al. International Pediatric HIV Workshop, Montreal July 2022, Abs. 19

ÁEvaluated viral load testing in >40,000 HIV+ children age <5 years in 2019, 2020 and 2021 in 11 countries with 

>500 children on ART at USAID-supported sites at middle 2021 (and hence eligible for VL testing by end 2021).

COVERAGE LOWER IN CHILDREN AGE <5 YR THAN ADULTS IN ALL 3 YEARS

VL Coverage in Children Age <5 Yr vs Adults 15+ Yr, 11 Countries, 2019-2021

COVERAGE LOWER IN CHILDREN AGE <5 YR THAN ALL OTHER AGE GRPS

VL Coverage by 5-Yr Age Bands, 11 Countries, 201--2021

COVERAGE BY COUNTRY AND AGE SHOW SIGNIFICANT VARIATION General VL Testing Barriers Identified in Countries:

ÁPatient factors including reduced clinic attendance due to COVID, 

distance/transport/poverty/stigma, poor treatment literacy re: VL monitoring

ÁHealth facility performance challenges such as missed opportunities for testing, 

form completion errors, phlebotomy errors; staffing 

ÁSpecimen transport problems such as fuel cost, security issues, COVID disruption

ÁShortages & stock-out reagents, other VL commodities

ÁLab challenges such as equip malfunction; staff shortages; power outages;               

sample backlog 

ÁInformation systems issues such as problems with lab/clinic interface; internet 

downtime; data lost; lack data entry EMR



Examples of Country Facilitators of VL Testing in Children
Frost K et al. International Pediatric HIV Workshop, Montreal July 2022, Abs. 19

Á COVID led to rapid expansion DSD and MMD models 

including in children

Optimize Family-Centered DSD and MMD Models to 

Improve Access and Convenience

Á Family-centered DSD 

models including VL 

testing implemented 

in Kenya1, Nigeria2, 

South Africa3, 

showing improved 

coverage and viral 

suppression children

Á Pediatric phlebotomy 

supplies for venous blood 

collection (>4 countries): 

butterfly needles and small 

EDTA tubes

Simplify Pediatric Sample Collection with Better 

Phlebotomy Supplies and/or DBS

Á DBS sample collection             

(>8 countries): easier to 

collect than venous           

samples in infants, young 

children

Á Several countries have 

been rolling out POC VL 

testing for pregnant/BF 

women and now 

extending to children ïat 

least 10 countries plan to 

implement in 2023

Á POC VL requires venous 

blood (not DBS) so plans 

need to include pediatric 

phlebotomy supplies 

when implementing

Point-of-Care Testing to Reduce Turn-Around Time  

For Results

Á COVID led to rapid expansion of 

community and home-based services, 

including community VL sample 

collection

Á VL sample collection is done via home 

visits and visits to other community 

locations

Á Samples (blood or DBS) collected by 

clinical staff, CHW or OVC providers

Community VL Sample Collection Helps Improve 

Access 

Á ~70% (range 28-91%) of CLHIV <5 yr on ART in these 11 

countries are currently enrolled in OVC programs

OVC Case Managers & Other Community Workers 

Help to Reduce Patient Barriers and Improve Access

Á OVC services 

continue to evolve 

with stronger 

facility-community 

integration and 

services

Ÿ Despite increased risk of morbidity & 

mortality, children age <5 years are 

substantially less likely than 

adults to receive VL testing.

Ÿ There are several promising 

strategies being tested to improve  

VL testing among young children

Ÿ Tracking of the speed, coverage 

and fidelity of the scale-up of these 

key interventions is critical to access 

success and impact.



Pediatric HIV Disease Course 
in the ART Era



Mortality in African Infants Starting ART at Age <3 Months
Brehin C . International Pediatric HIV Workshop, Montreal July 2022, Abs.15; AIDS 2022 Abs.OAB0205 

ÁEARTH-EPIICAL cohort of 212HIV+ infants started on ART age <3 

months in Mozambique, Mali and South Africa, being followed to age 4 

years

52%

48%



Mortality in Children and Youth on ART Who Are Lost-to-Follow-Up in 

Southern Africa: Linkage vs Tracing
Nyakato P et al. AIDS 2022, Montreal, Canada, Abs.OAC0304

ÁUsed data from tracing and linkage studies in 

Southern Africa to correct mortality for LTFU in 

children receiving ART

Tracing Cohort 

All children 0-24 years who started 
ART 2004-2017 at IeDEA sites

Linkage Cohort 

EMR at 4 health facilities in W Cape; 
children 0-14 starting ART 2004-2015

LTFU:  No visit for >180 d and no recorded death or transfer

True LTFU: Traced/linked & not found or known deceased

Tracing done on stratified random sample 
of clinic participants 

Tracing Cohort Linkage Cohort 

Unique patient IDs used to assess if a patient lost 

at one site has any linkage to another; National 
death register to ID deaths 

Logistic and GAM models predicted 

probability of being included in tracing 
sample and found by tracer

Inverse probability weights assumes that 

those found represent all of whom were 

traced & not found/ traced; patients not lost 
given weight of 1



Mortality in Children and Youth on ART Who Are Lost-to-Follow-Up in 

Southern Africa: Linkage vs Tracing
Nyakato P et al. AIDS 2022, Montreal, Canada, Abs.OAC0304

Tracing Cohort Pt Characteristics Factors Associated with Successful Tracing

Factors Associated with Successful Linkage

Tracing: Naïve and Corrected Cumulative Mortality Estimates 

Linkage: Naïve and Corrected Cumulative Mortality Estimates 

Ÿ Mortality was 2-2.5 times higher with additional outcomes in those LTFU

Ÿ Linkage and tracing results were similar

Ÿ Program level mortality in HIV+ children is underestimated without additional ascertainment

Linkage Cohort Patient Characteristics 



HIV Testing and Case Finding



National Implementation of Validated Pediatric HIV Testing 

Eligibility Screening Tool and Expansion of Index Testing, Uganda
Mabirizi D et al. International Pediatric HIV Workshop, Montreal July 2022, Abs.16

ÁAnalyzed HIV testing data for 3,283 PEPFAR-supported sites in 

Uganda, pre-HRAT (2019) and post-HRAT+expanded index testing 

(2021) to explore changes in testing in children age 1-14 yrs; number 

needed to test (NNT) to identify one new child with HIV calculated

Pediatric HIV Risk Assessment Tool (HRAT)

All Testing Modalities

ŸPed testing Ź by 13%

ŸHIV diagnosis ŷ 1.8% 

ŸNNT Ź from 55 to 47

Outpatient Testing

ŸPed testing Ź by 8.5

ŸHIV diagnosis ŷ 46.9%

ŸNNT Ź from 54 to 40

Index Testing

ŸPed testing  ŷ  by 89.6%

ŸHIV diagnosis ŷ 41.6% 

ŸNNT ŷ from 35 to 46

ŸUse of validated HRAT and ŷ index 

testing can ŷ pediatric HIV testing and 

case identification among children 

with the highest risk, especially in high 

volume, low HIV prevalence settings

ŸUse of HRAT resulted in significant 

reduction in NNT, making OPD testing 

slightly more efficient than ped index 

testing (NNT 40 vs 46)



Pediatric HIV Risk Screening Tool Evaluation in

Uganda, Tanzania, Malawi
Machekano R et al. International Pediatric HIV Workshop, Montreal July 2022, Abs.17

ÁEvaluated performance of Zimbabwe HIV Risk Screening Tool (Z-HRST) in 

Uganda (n=3482, 1.6% HIV+), Tanzania (n=14,812, 0.4% HIV+) and Malawi 

(n=9245, 0.8% HIV+); evaluate alternative tools selected through machine-

learning approaches (training set and validation set data)

ÅTesting performance varied between countries

ÅSelected optimal tool based on 3 questions:
1. Child had growth problems (adolescents: Child sickly in last 3 months)

2. >1 biologic parent/sibling HIV+ (or unknown status)

3. Recurring skin problems

ÁHowever, tool had poor 

discrimination for older 

adolescents (15-19 yrs)

ŸVariable sensitivity of tool based on HIV prevalence in country

ŸTool more beneficial for ID in children <15 yr than adolescents

ŸPerformance was better in OPD than in community settings

ÅIncluding maternal HIV status ŷ sensitivity



Caregiver-Assisted Oral HIV Screening of Children 

Age 18 Months-14 Years, Uganda and Zambia
Stecker CC et al. International Pediatric HIV Workshop, Montreal July 2022, Abs. 18

ÁEvaluated acceptability, feasibility and effectiveness of implementing 

caregiver-assisted oral fluid-based HIV screening for children as part of 

index testing for HIV+ adults in cross-sectional cluster sampling design, 

32 facilities in 16 districts Uganda, 15 facilities in 2 provinces Zambia

ZambiaUganda

Acceptability

96.8% (3931/4059) of eligible index parents/caregivers accepted oral test kits

7593 test kits sent home; 97.6% (7413) children tested and returned results

Feasibility

1.6% (119 children) had reactive oral test kit result

97.5% (116 children) completed blood-based testing at facility 

Ź need for facility-based testing by 98.4%

Effectiveness

43/116 (37.1%) of children confirmed HIV+

97.7% (42/43) children had same-day ART initiation

0.4% of children had minor reaction to oral test kit

ŸNew acceptable/feasible addition to HIV testing 

ñtool kitò for identification of HIV+ children

ŸCan help decongest facilities



HIV Self-Testing Models: STAR III, Nigeria
Adepoju A et al. AIDS 2022, Montreal, Canada, Abs.OAE0103

Distribution Models

Confirmatory Testing, Confirmed HIV+, and ART Initiation Among Those 

Reporting Reactive HIVST Kit, by Model

HIVST by Model, Age and Sex

HIVST Reporting and Reactivity, by Model 

3.0%

4.9%

1.1%
1.6%

Ÿ HIVST distribution is acceptable & feasible across diverse settings, populations, 

and age groups in Nigeria, & reach high risk persons not tested previously

Ÿ Positivity rate optimized by one-stop shops serving key populations

Ÿ Achieving high result return possible enabling support/linkage based on result

Ÿ Lower rates of confirmatory testing and LTC with pharmacy distribution warrants 

further exploration



Implications for Programming ïPaediatric HIV

ÅEARLY ART with DTG as FIRST LINE must be scaled up urgently

Field experience confirms DTG working well even for kids switching from PI 1st line

DTG levels not affected by food in children (unlike adults) 

Even in infants treated as early as 3 months, mortality is highest in first 6 months

DSD called for, especially among older adolescents 15-19 years

ÅVL TESTING COVERAGE NEEDS TO IMPROVE

VL testing less accessible to children especially those below 5 years.

DTG switch provides an opportunity to increase access to VL testing for children

Other promising strategies ïcommunity VL test collection and POC

ÅFIND THE CHILDREN USING MULTIMODAL APPROACHES!

Supported Oral HIV self tests are widely accepted and have been used as home-based tests 

for index testing to identify children

Risk assessment tools are reducing costs and increasing case finding



Pregnancy, ARV Drugs 
and Infant Outcomes



Pregnancy Outcomes with DTG vs EFV in 5 Clinical Trials
Hill A et al. AIDS 2022, Montreal, Canada Symposium 7/30/22

ŸMeta-analysis of 1,074 pregnancy outcomes from DolPHIN-1 (PK), DolPHIN-2 (DTG vs 

EFV late pregnancy), IMPAACT 2010/VESTED (DTG vs EFV after 1st trimester), and 

pregnancies in ADVANCE and NAMSAL trials

Stillbirths, Neonatal Deaths, Transmission DTG vs EFV ŸNo significant differences overall in risk 

of stillbirth, neonatal death or MTCT rates 

between DTG and EFV arms

ŸSome differences in outcomes btn trials ï

in DolPHIN-2 non-significant trend for more 

stillbirths and neonatal death on DTG arm 

while in VESTED non-significant trend for 

more stillbirths and neonatal deaths on EFV

Ÿ5 cases of MTCT DTG (4 with early + test 

[day 2-5],  1 with only 3 wk DTG duration = 

all in utero) vs 1 case EFV (breastfeeding)



Periconception DTG Use & Risk of Adverse Pregnancy Outcome, Kenya
Da Silva J et al. AIDS 2022, Montreal, Canada Abs. OAE0504

ÁCohort study 23 sites in Kenya identified 198 women 

receiving DTG periconception between Jul 2017-Jul 2019, 

matched to 392 women receiving EFV periconception, 

matched by age, LMP and facility type

ŸAdverse outcomes were common 

(>25% of births) both DTG and EFV

ŸNo significant differences adverse 

pregnancy outcome between 

periconception DTG vs EFV, and no 

NTD identified

Adverse Pregnancy Outcomes by Periconception DTG vs EFV Exposure, 
Kenya 2017-2019

Á No NTD either group; 1 case cleft lip/palate EFV exposure

p=0.54

p=0.46

p=0.41

p=0.24



Safety and Effectiveness of DTG Use During Pregnancy-

DOLOMITE-NEAT ID Network Study
Kowalska JD et al. AIDS 2022, Montreal, Canada, Abs.OALBF0103

Any Trimester 1st Trimester 2nd-3rd Trimester P value

Pregnancy 

outcomes

N=138 N=92 N=46

Induced abortion 7/138 (5.1%) 7/92 (7.6%) 0/46 0.095

Spontaneous 

abortion

9/138 (6.5%) 9/92 (9.8%) 0 0.029

Birth outcomes N=133 N=85 N=48

Stillbirth 2 (1.5%) 2 (2.4%) 0

Live birth 131 (98.5%) 83 (97.6%) 48 (100%) 0.535

LBW 20/116 (17.2%) 10/69 (14.5%) 10/47 (21.3%) 0.453

VLBW 5/116 (0.9%) 2/69 (2.9%) 3/47 (6.4%) 0.394

PTD 20/116 (17.2%) 10/69 (14.5%) 10/47 (21.3%) 0.453

VPTD 5/116 (4.3%) 2/69 (2.9%) 3/47 (6.4%) 0.394

Birth defect live birth 5/131 (3.8%) 4/83 (4.8%) 1/48 (2.1%) 0.652

Birth defect stillbirth 0/2 0/2 0/0

Á Data from Belgium, France, Italy, Poland, Portugal, 

Spain, UK, Ukraine, and Canada on women who 

received DTG-based regimen during pregnancy.

Á Analysis included 138 DTG-exposed pregnancies 

92 exposed to DTG 1st trimester; 77 of these had 

preconception exposure

16 miscarriages/abortions and 2 stillbirths (all 1st

trimester exposure)

131 live births (8 multiple pregnancies)

No difference LBW, VLBW, PTD, VPTD by trimester 

5 birth defects seen (none in stillbirths) (No NTD)

Å ASD

Å Small umbilical hernia

Å Cutaneous hemangioma

Å Left hydronephrosis

Å Suspicion pelvicalyceal system enlargement

No significant difference birth defects 1st vs 

2nd/3rd trimester exposure



Update on NTD with ART Exposure, 

Tsepamo Study Botswana
Zash R et al. AIDS 2022, Montreal, Canada, Abs. PELBB02 

Á Surface birth outcomes surveillance by trained hospital midwives at sentinel sites in Botswana, covering 70% all 

births in country.

Á Between August 2014 and March 2022, 224,251 deliveries occurred at study sites, of which 223,797 (99.8%) 

had evaluable infant surface examination.

9,460 exposed to DTG from conception

23,664 exposed to non-DTG ART from conception (14,432 to EFV)

6,551 started DTG during pregnancy

170,723 born to women without HIV

Á 156 neural tube defects identified (100 with photo, 56 

description only)

DTG from conception:         10 NTD/9,460 births    (0.11%; 95% CI 0.06-0.19%)

Non-DTG from conception: 25 NTD/23,664 births  (0.11%; 95% CI 0.07-0.16%)

EFV from conception:         11 NTD/14,432 births   (0.08%; 95% CI 0.04-0.14%)

DTG during pregnancy:        4 NTD/6,551 births     (0.06%; 95% CI 0.02-0.16%)

Women without HIV:         108 NTD/170,723 births (0.07%; 95% CI 0.05-0.08%)

Exposure vs Comparison Groups

Prevalence Difference

(95% CI)

DTG conception vs non-DTG conception 0.00 (-0.07, 0.10)

DTG conception vs EFV conception 0.03 (-0.05, 0.12)

DTG conception vs DTG during pregnancy 0.04 (-0.06, 0.14)

DTG conception vs Women without HIV 0.04 (-0.01, 0.13)

Prevalence Difference of NTD by ARV and HIV Exposure Categories

Ÿ The prevalence of NTD in infants born to 

women on DTG at conception has declined 

slightly to 0.11% and does not substantially 

differ from other exposure groups.



Update Tsepamo Study Botswana
Zash R et al. AIDS 2022, Montreal, Canada, Abs. PELBB02



Prevalence of Adverse Birth Outcomes and External Birth 

Defects Among Women Living with HIV in Malawi
Smith-Sreen J  et al. AIDS 2022, Montreal, Canada, Abs.OAC405

Á Implemented Tsepamo-like data collection for birth defect surveillance at 4 high 

volume delivery sites in high HIV prevalence districts in Malawi.

ÁData for Dec 2016-Dec 2021 excluding COVID suspension period Jun 2020-

Jun 2021 (Note: not yet analyzed by specific maternal ART regimen or timing).

Á 173,618 births; 10% (17,410) to HIV+ women; 17,079 on ART, 331 not on ART

20.4% 22.7%

31.7%

20.7%
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Prevalence Preterm Birth 
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Prevalence LBW
(<2500 g)

Ÿ Rate of PTD and LBW highest among HIV+ women not on ART, demonstrating 

importance of testing and early ART in HIV+ women

Ÿ Rate of PTD and LBW slightly higher among HIV+ women on ART than HIV-negative 

women

Ÿ 688 defects, overall prevalence 38.5/10,000 (0.39%)

Ÿ Most common: clubfoot 0.172%; hypospadias 0.076%; NTD 0.057%

Ÿ Non-significant defect ŷ in HIV+ women on ART vs HIV-negative women

Å Overall defects, prevalence ratio HIV+ is 1.23 (95% CI 0.96-1.6), 0.078

Å NTD prevalence ratio HIV+ is 1.65 (95% CI 0.95-2.9), p=0.076 

0.38%
0.46%

0.39%

0.0%

0.2%

0.4%

0.6%

0.8%

1.0%

HIV-negative
N=155,570

HIV+ 

on ART
N=17,079

Overall
N=173,618

Prevalence Overall Surface 
Birth Defect (%)

HIV+ no ART 1/328

0.053% 0.088% 0.057%

0.0%

0.2%

0.4%

0.6%

0.8%

1.0%

HIV-negative
N=155,570

HIV+ 

on ART
N=17,079

Overall
N=173,618

Prevalence Neural Tube 
Birth Defect (%)

HIV no ART 0/328



Prenatal PrEP and Growth/Neurodevelopment 

in Kenyan Infants at 24-36 Months
Gomez L et al. International Pediatric HIV Workshop, Montreal July 2022, Abs. 12; AIDS 2022 Abs.OAC0502

ŸNo differences in growth 

or neurodevelopment 

between children with 

and without prenatal 

PrEP exposure

ŸSupport safety of PrEP 

use in pregnancy

Child Growth Indicators

% with Underweight or Stunting

Child Neurodevelopment Indicators
Ages & Stages Questionnaires®: Social-Emotional, Second Edition (ASQ®:SE-2)

Abnormal score



Low Birth Weight is More Common in HIV+ than 

HIV-Uninfected Women Even in the Universal ART Era
Zotova N et al. International Pediatric HIV Workshop, Montreal July 2022, Abs. 25

ÁUsing data from Central Africa International Epidemiology Database to 

Evaluate AIDS (CA-IeDEA) sites in Rwanda, evaluated birth outcomes 

among all women who gave birth 2012-2020 at these sites.

Pregnancy Outcome by HIV Status Factors Associated with LBW

Ÿ Even in age of universal ART, HIV+ women remain more likely to have LBW babies

Ÿ Lower weight and primigravida status were independently associated with LBW ïsupplementary nutrition to 

women living with HIV may reduce LBW risks especially in those of low weight and primigravida?



PMTCT Cascade Issues: 

bNAb Infant Prophylaxis

Dual HIV/Syphilis Elimination

Gaps in Care and Interventions



Cost-Effectiveness of bNAbs for Infant HIV Prophylaxis
Alba C et al. International Pediatric HIV Workshop, Montreal July 2022, Abs. 10; AIDS 2022 Abs.OAE0303

Á CEPAC Model: A strategy is cost-effective if it resulted in the greatest projected clinical benefit and was           

cost-saving or had an ICER <50% of a countryôs annual GDP per capita.

Infants getting bNAb were offered one of three dosing 
approaches:

Modeled offering bNAbs to one of three target 
populations:

Standard of care strategy (SOC) = infants with known HIV exposure are offered WHO-recommended oral 
antiretroviral prophylaxis



Cost-Effectiveness of bNAbs for Infant HIV Prophylaxis
Alba C et al. International Pediatric HIV Workshop, Montreal July 2022, Abs. 10; AIDS 2022 Abs.OAE0303

High risk only All HIV-exposed All regardless HIV exposure

70% efficacy

$20/dose

ŸOffering bNAbs to infants with known HIV exposure was cost-effective in C¹te dôIvoire & Zimbabwe and offering bNAbs 

to all infants was cost-effective in South Africa, where maternal HIV prevalence and incidence are relatively higher.

ŸCost-effective bNAb strategies would substantially reduce projected MTCT compared to the current standard of care.

ŸThe potential clinical impact and cost-effectiveness of bNAb infant prophylaxis should motivate further bNAb research.



Dual HIV/Syphilis Elimination, Nigeria
Storey A et al. AIDS 2022, Montreal, Canada Abs.OALBE0105

Á Globally, estimated 1 million cases of syphilis in pregnant women cause 

350,000 adverse birth outcomes/yr

Á Syphilis is 2nd leading infectious cause of stillbirth globally( 64% in Africa)

Á Despite this, significant disparity between national coverage for HIV vs 

syphilis testing in pregnant women globally

Ÿ 51% disparity 

HIV vs syphilis 

testing, 

pregnant 

women in 

Nigeria

CHAI Pilot Program Dual HIV/Syphilis Testing Nigeria
Á Nigeria 2021 national policy change: HIV and syphilis testing should be offered 

to pregnant women seeking antenatal care in all settings

ŷ pregnant women tested for HIV from 67% to 95% by 2022

Plan ŷ pregnant women tested for syphilis from 10% to 60% by 2026 

Country Adoption of Dual HIV/Syphilis Antenatal Testing 

June 2022 by WHO region

ŸRecent WHO data show 33% (63/194) reporting countries have reported 
adoption of dual HIV/syphilis testing for pregnant women in ANC



Mbereko+Men: Impact of Community-Based Intervention on Maternal 

Mental Health and Care-Seeking in Rural Zimbabwe
Webb K et al. International Pediatric HIV Workshop, Montreal July 2022, Abs. 13

ÁCluster randomized trial in 8 rural health facilities enrolling 457 women who 

had given birth in the prior 6 months (11% HIV+) and 242 male co-parents

ÁDid before/after implementation surveys to measure impact on maternal 

mental health (Edinburgh Postnatal Depression Score, EPDS, 

>12=depression) and male engagement in care/support

Mbereko+Men
Multicomponent community-based intervention

ŸReduction in EPDS score (Ź depression) in both intervention and 

control arms, but decline in mean EPDS score was 34% greater in 

intervention vs control arm (aRR 0.66, 95% CI 0.48-0.90, p=0.008)

Ÿ Improvement ANC indicators in intervention group

Ÿ Low-intensity gender-synchronized 

intervention positively impacted 

maternal mental health, ANC cascade 

and improved coupleôs relationships

ŸWomen living with HIV and survivors   

intimate partner violence need targeted 

mental health support



Impact of ART Status on Gaps in HIV Care in 

Women Living with HIV in Khayelitsha, South Africa
Phillips T et al. International Pediatric HIV Workshop, Montreal July 2022, Abs. 28

ÁExamined differences in HIV care gaps (>270 days without evidence of 

HIV care) between delivery to 24 mos postpartum by maternal ART 

history at time of pregnancy in Khayelitsha ART cohort

Á6,877 women age 15-59 yr with >1 live birth between Apr 2013-Mar 2019

43%

5%

52%
Cumulative incidence of PP gap HIV care:

Å 1 yr PP:  16.0% (95% CI 15-17)

Å 2 yr PP:  30.9% (95% CI 30-32)

Ÿ Increasing % of HIV+ women presenting for 

ANC are on ART

Ÿ Women newly starting ART in pregnancy have 

ŷ risk of having PP gap in HIV care

Ÿ Small but growing % of women re-entering 

HIV care/restarting ART in pregnancy who 

have ŷ ŷ risk of having PP gap in HIV care

Ÿ Assessment of ART history during ANC can 

facilitate support interventions to optimize 

sustained PP retention in care

Changing % Women on ART, Restarting ART, 
and Newly Starting ART by Year of Delivery



HIV-Exposed Uninfected Infants

16 million



Increased Risk Long-Term Risk Hospitalization and  

Chronic Disease in HEU vs  HUU, Montreal, Canada
Brochon J et al. International Pediatric HIV Workshop, Montreal July 2022, Abs.15; AIDS 2022 Abs.OAB0105

ÁCentre maternel et infantil sur le SIDA (CMIS) Cohort: established 

in 1988 at CHU Sainte-Justine in Montreal, follow-up mother-infant 

pairs from pregnancy to early childhood; 93% mothers on ARV in 

pregnancy, mostly PI-based (70%)

ÁMatched 1:3 with control children in RAMQ universal health system database selected randomly 

after matching for age, gender, and postal code (neighborhood)

Birth years

HR= 1.42 [1.26-1.61], p<0.001

aHR for gestational age: 1.23 [1.08-1.40], p=0.001

HR= 1.21 [1.06-1.40], p=0.006

aHR for gestational age: 1.14 [0.99-1.31], p=0.078


