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When viral loads in the mother are undetectable (i.e. < 200-500 copies/ml): 
 
Should anti-retroviral therapy be given to the infant? 
 
A nested case-control study in 105 women (Thea, 1997) found that those with an 
undetectable viral load were 6 times less likely to transmit the infection than were 
those with a measurable load (AOR 5.8; 95% CI 2.2-15.5). 
In a nonrandomised prospective cohort study of 92 HIV-1-seropositive mothers 
(Dickover, 1996), none of the 63 women with viral loads of <20,000 copies/ml 
transmitted the infection to their infants. 
A larger study in 480 zidovudine-treated women (Mofenson, 1999) found that “there 
was no perinatal transmission of HIV-1 among the 84 women who had HIV-1 levels 
below the limit of detection (500 copies per milliliter) at base line or the 107 women 
who had undetectable levels at delivery.” 
In another, similar study of 42 women (Aleixo, 1997), perinatal transmission occurred 
in 2 ZDV-treated and 3 untreated women with viral loads < 100 copies/ml, raising the 
possibility that there is no absolute threshold below which transmission will not 
occur. Equally, there appears to be no upper threshold above which transmission will 
always occur (Cao, 1997). Anti-retroviral therapy (for both mothers and infants) was 
shown by the Aleixo study to reduce transmission by 78%, and this was similar to the 
reduction of 67% noted by the ACTG 076 study (Connor, 1994).  
Treating the infants of mothers with a viral load of < 1000 copies may confer some 
benefit, but it is "not possible to discern from the available data” according to the 
combined results of 7 European and US prospective studies in a total of 1,202 women 
(Ioannidis, 2001). 
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Evidence Level: III 
 
Should delivery be by elective caesarean section? 
 
A recent review (Mitchla, 2000) states that “There is still no information as to 
whether (caesarean section) provides any added benefit for women on highly active 
antiviral therapy with an undetectable HIV viral load”. 
The American College of Obstetricians and Gynecologists originally recommended, 
in 1999, that caesarean section should be offered to all HIV-seropositive pregnant 
women. A survey of 2,000 randomly-selected obstetricians and gynaecologists in the 
U.S. (Rowland, 2001) found, however, that 47% of respondents disagreed with this 
recommendation, and 72% did not advise caesarean delivery in women with 
undetectable viral loads. 
Current recommendations (Anon, 2001) are that there is no evidence of benefit in 
women with viral loads < 1000 copies/ml, but that the individual’s wishes regarding 
mode of delivery should be respected. 
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Evidence Level: V 
 
Should breast-feeding be avoided? 
 
In a small study involving 17 samples of breast milk from 4 HIV-positive mothers 
(Chantry, 2000) 15 (88%) showed measurable HIV-1 proviral DNA, despite all 
mothers having had low or undetectable viral loads. 
Advice from the U.S. Public Health Service Task Force (Anon, 2005) is that all HIV-
seropositive mothers should avoid breast-feeding. 
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Should the infant be tested with pro-viral DNA/RNA PCR? 
 
A prospective study compared DNA-PCR and viral RNA amplification and detection 
in 44 HIV-infected infants and 9 uninfected infants (Brown, 1996). Specimens were 
tested at 3 stages between birth and around 35 days of age, and in each case, viral 
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RNA was found to be more sensitive than DNA-PCR. After the first month of life, the 
sensitivity of the DNA-PCR increases from 50% to 96% (Cervia, 2003). 
As viral RNA levels increase rapidly from birth and reach a peak at 1-2 months of age 
(Shearer, 1997), testing during this period should be conclusive on the question of 
whether or not transmission has occurred. The available evidence, however, is at 
present inconclusive as to the value of testing or treating infants of mothers with 
undetectable viral load (see 1st question). 
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