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Abstract 

Objectives: to characterize the social and clinical profile of pregnant women infected

with HIV, the factors associated to the prevention of vertical transmission, and to analyze the

quality of the information available in the SINAN notification forms and clinical records of

infected pregnant women and children exposed to HIV in a specialized service in the country-

side of Rio Grande do Sul.

Methods: retrospective documentary study conducted from medical records of 110 HIV

mothers and their children born between June/2014 and March/2017. For the analysis, the

absolute frequency and the data percentage were taken under consideration.

Results: the characterization of infected women represents a Brazilian scenario among

young adults, low schooling level and the occurrence of unpaid employment situation. Most

mothers underwent treatment during pregnancy and had prenatal care with the intention of

applying the prophylactic measures recommended by the national protocols. A greater occur-

rence of incompleteness of data in the factors of prevention of vertical transmission was iden-

tified.

Conclusions: the compromise is identified regarding the quality of assistance addressed

to the population, which is largely exposed to unfavorable social conditions. The occurrence

of data incompleteness shows that there is still not a culture among health professionals that

ensures that the information is adequately filled out and favors the exchange of the informa-

tion among the services.
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Introduction

In Brazil, since the beginning of the outbreak in

1980 to June 2017, 882,710 cases of AIDS were

notified to the Coordenação Nacional de Infecções

Sexualmente Transmissíveis e Aids do Ministério da

Saúde (Brazilian Health Ministry’s National

Coordination of Sexually Transmitted Diseases and

AIDS). Among these, 576,245 occurred in males and

306,444 in females. Between 1980 and 2002 an

increase in the number of cases among women was

observed, which focused on the feminization process

of infection by the Human Immunodeficiency Virus

(HIV) in the period of 2003 to 2008, in which for

each 15 infected men there were 10 infected

women.1 This process reveals the paradigm of the

female nature in Brazil, regarding: inevitability of

motherhood, passivity in the relationship, gender

inequality and the (un)availability of preventive

methods controlled by Brazilian women.2,3

In the state of Rio Grande do Sul presents since

2000, the highest rates of HIV detection in pregnant

women, which in 2016 revealed a rate 2.2 times

higher than the national one with 5.6 cases for each

thousand children born alive.1 The vertical exposure

category derives from basically three moments:

gestation, childbirth and after the birth and through

breastfeeding.4 At these moments there is evidence

of the effectiveness of prophylaxis,5,6 in which

Brazil is considered a world reference due to the

respect in public policies for confronting the

outbreak.

The control of vertical transmission represents a

challenge to public policies, which are dependent on

its proper information about epidemiological quality

data. In Brazil the source of these data is the compul-

sory notification of cases of HIV/AIDS in the

Sistema de Informações de Agravos e Notificação

(SINAN) (Notable and Severe Diseases Information

System).1,7 However, it is possible to identify the

high percentage of ignored or unfilled information in

clinical or on electronic records.8-10 Considering the

Fichas de Notificação Individual (FIN) (Individual

Notification Forms) and the data from the health

information systems, there are methods applied to

assess their completeness, in order to build strategies

to qualify the process, correct inadequacies in the

instruments besides incompleteness and inconsis-

tency of the data, reassuring the necessity of a

permanent training of the operators and analysis on

technical documents referring to classify the vari-

ables, and among others.1,11

SINAN is a system from the Ministry of Health

responsibility and controlled by the Secretaria de

Vigilância à Saúde (Health Surveillance Secretary).

It has as a purpose to record and process data on the

diseases and notify the national territory, allowing

the execution of situational diagnosis, and indicate

possible risk factors and the epidemiologic situation

in the country, through the publication of bulletins

and yearbooks. SINAN data feed can be held at the

health units as well as in health departments.7 The

document on GM/MS 201 of November 3rd, 2010 is

responsible for monitoring and regulating the data

entry and the document on GM/MS 1,378 of July 9th,

2013 is responsible for financing the Health

Surveillance actions. Thus, the filling out of the

FINs must be carried out by the professionals for

each user that presents any notification of occur-

rence in the region of interest or compulsory, which

are presented by the document on GM/MS 204 of

January 29th, 2007.7,12,13

The notification of HIV infection in pregnant

women, parturients or puerperals and child exposed

to vertical transmission risk must be carried out

through FIN and sent weekly to the health secre-

taries through the system. In these cases, each preg-

nancy of women infected by HIV, a new notification

of a HIV pregnancy is made. When a child is born,

the FIN is filled out to inform the one exposed to

HIV. For each notification a copy must be attached

to the clinical record14 which consists of a set of

standardized documents, intended to register all the

care information provided to the user in the hospital

service. The documental study can direct the care to

the professionals’ practice and to the planification of

health services managers, since it presents the local

reality and the importance of properly filling out

these instruments.11,15 When considering HIV, the

adequacy of the policies aimed for this population

depends on the availability and quality of data about

the characterization of families available in the

services.1,4

The exposure to social risk factors, such as

poverty and clinical, in which stands out malnutri-

tion and infectious diseases, compromises the child’s

development, considering that the first thousand

days of life (from gestation to the second full year)

are stablished as a milestone in the child’s physical,

cognitive, emotional and cultural evolution.16 These

factors are related to the clinical outcome of the

child exposed to HIV. 

It is assumed that a reliable register of epistemo-

logical data is fundamental to the investigation of the

serological condition and to the arrangement of

actions and prevention policies of vertical HIV trans-

mission, which are indispensable to support and

promote children’s health. Therefore, the objective

Bick MA et al.



Rev. Bras. Saúde Mater. Infant., Recife, 18 (4): 791-801 out. / dez., 2018 793

Profile of infected pregnant women and children exposed to HIV 

of this study was to characterize the social and cli-

nical profile on pregnant women who are infected by

HIV and the factors associated with the prevention

of vertical transmission, as well as to analyze the

quality of the information available in SINAN’s

notification forms and clinical records on infected

pregnant women and children exposed to HIV in a

specialized service in the countryside of Rio Grande

do Sul.

Methods

A retrospective documentary study was developed in

the medical file service at the Hospital Universitário

de Santa Maria (HUSM) (University Hospital of

Santa Maria), located in the central region in the

state of Rio Grande do Sul. As inclusion criterions,

all children born vertically exposed to HIV in the

period between July 2014 and March 2017 were

included. Tardily reported children (out of the data

collection period) and pregnancies terminated in

miscarriage or stillbirth were excluded. 

According to the data from the Núcleo de

Vigilância Epidemiológica Hospitalar (NVEH)

(Hospital Epidemiologic Surveillance Center), in the

predefined period for this study, 126 cases of preg-

nant women infected by HIV were notified at

SINAN. Among these, 16 were excluded: 14 had

miscarriages, one had a stillborn, and one duplicated

the notification (considered only once). Therefore,

the result was an eligible population of 110 children

vertically exposed to HIV.

The data collection was carried out in the period

between February 2016 and March 2017, through

clinical records of children exposed to HIV and

pregnant women infected by HIV as well as the

respective notification forms to SINAN. The access

to the medical records was held in the file service of

HUSM, which has control (release, receipt, filing out

and management of documents and test results) of

the collection of approximately 370 thousand cli-

nical records, and besides the support for documen-

tary researches developed in the institution. This

support is arranged by presential and previous solici-

tation of the required records with a daily limit of ten

per collector. The data query room assists five

people per shift, due to its physical infrastructure.

The solicitation for this present research demanded a

list planning of the eligible population, as well as the

elaboration of a schedule for the collectors’ team.

The list was composed of the hospital record number

and the mother’s name, as well as in these same files

had information about the child. Each documentary

collection generated a research instrument code with

common access for the whole team. 

For this purpose, three Master students and three

scientific initiation scholarship students formed the

collection team, all members of the Cuidado à Saúde

das Pessoas, Famílias e Sociedade (GP-PEFAS) (

Health Care Group for People, Family and Society

(GP-PEFAS) at the Universidade Federal de Santa

Maria (Federal University of Santa Maria).The

responsible researcher promoted previous training

and supervision for the team.

The data collection instrument was developed

from the investigation protocol of vertical HIV trans-

mission cases, and included data about mother and

child’s social and clinical characterization, the

mother’s epidemiologic background, about prenatal

care, delivery, childbirth and puerperium, as well as

the conclusion of the investigation about the vertical

HIV transmission. The instrument was inserted in

the Epi Info™ program (version 7.1.0.6) for data

collection in an electronic format (tablet) and, subse-

quently, for database development, dismissing inde-

pendent double typing. The pre-test enabled the

adaptation of the variables, avoided responses of

bias and clarified the collectors’ doubts. Moreover,

the orientations were registered in the documentary

collection manual from the matrix research project

“Avaliação da capacidade familiar para cuidar de

crianças expostas ao HIV” (CAPFAM I).(Evaluation

of family capability to care for children exposed to

HIV). The database was subjected for statistical

analysis, which considered the absolute and

percentage frequency of the data.

The project was approved by the Ethics

Committee at the Universidade Federal de Santa

Maria (Federal University of Santa Maria) (CAAE

number: 50609615.1.0000.5346, document number

1.963.382), and was elaborated according to the

Resolution 466/12 of the Conselho Nacional de

Saúde (National Health Council).

Results

The social characterization of the pregnant women

revealed predominance of gestations in the age range

between 26 and 35 years old (51.8%), and 2.7% of

incompleteness in the medical records. The pregnant

women’s schooling follows the national tendency

(45.5%) with incomplete elementary schooling,

expressed in the notification form from SINAN as

1st to 4th grades; this field presented 9.1% of data

incompleteness. Regarding to their occupation,

59.4% were identified as housewives. The sexual

partner was considered steady at 72.7% and 14.6%

were without any partner. Additionally, the partner’s
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Table 1                                                                                                                                                                                                                                                         

Social characterization and data completeness on pregnant women infected by HIV (n=110). Santa Maria, RS, 2017.

Variables

Age group (years)

16-25 

26-35 

36-45 

Schooling

No Schooling

Incomplete Elementary Schooling 

Complete Primary Schooling

Incomplete High Schooling

Complete High Schooling

Higher Education

Profession

House wife

Student

Technical Level

Liberal Professional

Industry or Trade Services

Cleaning or Domestic Services 

City Residing

Santa Maria

Other Cities in the Region

Residence Zone

Urban

Peri-Urban

Rural

Sexual Partner

Stable Partner

Multiple Partners

Partner's HIV Status

Infected

Non-Infected

Unknown Sorology

N=110

35

57

15

1

50

3

11

27

8

65

4

5

4

10

13

81

28

86

13

8

80

14

29

19

20

%

31.8

51.8

13.7

0.9

45.5

2.7

10.0

24.5

7.3

59.4

3.6

4.5

3.6

9.0

11.7

73.7

25.4

78.2

11.8

7.3

72.7

12.7

26.4

17.3

18.2

serological condition had been registered in only

61.9% of the medical records, in which 18.2% did

not know about the serology. However, there was

38.1% of incompleteness of this data representing

the highest incompleteness present in the social

characterization of infected pregnant women (Table

1).

Table 2 presents the clinical variables of preg-

nant women infected by HIV. The filling out of the

individual notification form was carried out in the

3rd trimester for 61% of the pregnant women. In

addition, the table reveals data incompleteness at

27.2%

Regarding injectable drug use, 36.4% presented

data incompleteness in clinical records, and only

2.7% were identified as users. Data incompleteness

about time of diagnosis occurred in 21.7%, and

regarding the ones who filled out, there was a preva-

lence of women with 1 to 5 years of infection

(34.5%), followed by 25.4% with less than a year of

infection. 

Prenatal care was not carried out by 3.6% of the

pregnant women, and 13.6% found incompleteness

in the medical records; among the others, 65.5%

accessed the high-risk pregnancy service at HUSM.

The HIV diagnosis occurred during the prenatal

period for 30% of the women, 5.4% of the diagnoses

were identified during delivery and 1.8% after child-

birth. Most women were under pregnancy follow-up

(80%) receiving antiretroviral drugs for treatment

Incompleteness

3

10

9

1

3

16

42

2.7

9.1

8.2

0.9

2.7

14.6

38.1

n                      %
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Table 2                                                                                                                                                                                                                                                         

Clinical characterization and data completeness on pregnant women infected by HIV (n=110). Santa Maria, RS, 2017.

Variables

Individual notification of the pregnant woman

First Trimester

Second Trimester

Third Trimester

Use of injectable drugs

Yes

No 

Time of diagnostic (years)

< 1 

1-5 

6-10 

11 years or more

Prenatal Care

Specialized Service

Primary Care

Private Service

When was the diagnosis carried out on HIV infection

Before Prenatal

At Prenatal Care

At the Parturition

Puerperium

Use of antiretrovirals for treatment during pregnancy

Yes 

No

Viral Load

Undetectable

Detectable

Clinical Complications

Metabolic Alterations

Urinary Infection

Vaginal Infection

Psychological Alterations

Respiratory Problems

Reaction to Antiretrovirals

Use of Alcohol or Drugs

Coinfections

Hepatitis C

Human Papilloma Virus

Syphilis

Tuberculosis

Obstetric Complications

Threatened Miscarriage

Intrauterine Growth Restriction

Gestational Diabetes

Hypertension

Preterm Birth

N=110

5 

8 

67 

3 

67 

28 

38 

11 

13 

72 

16 

3 

66 

33 

6 

2 

88 

15 

36 

42 

4 

5 

7 

4 

6 

2 

13 

5 

3 

20 

1 

6 

5 

6 

8 

6 

%

4.5

7.3

61.0

2.7

60.9

25.4

34.5

10.0

12.0

65.6

14.5

2.7

60.1

30.0

5.4

1.8

80.0

13.6

32.7

38.2

3.6

4.5

6.4

3.6

5.4

1.8

11.8

4.5

2.7

18.2

0.9

5.4

4.5

5.4

7.3

5.4

Incompleteness

25

40

24

15

3

7

32

69

81

79

27.2

36.4

21.7

13.6

2.7

6.4

29.1

62.9

73.7

72.0

n                      %
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and prevention of vertical transmission. In this field,

there was 6.4% of incompleteness. The maternal

viral load closer to the date of the delivery was

detectable in 38.2% of the pregnant women, and

presented incompleteness of 29.1%. The absence of

viral load counting or filling in the data in the

medical records can hamper the investigation of the

vertical HIV transmission cases, considering that the

duration of the undetectable viral load is a protective

factor to vertical transmission. 

On the other hand, clinical intercurrences,

obstetric complications and coinfections can disrupt

the prevention of vertical transmission. It was found

that higher incidence of alcohol and drug use was

11.8% with 62.9% of incompleteness, 7.3% had arte-

rial hypertension with 73.3% of incompleteness and

18.2% for syphilis with 72% of incompleteness,

respectively. The coinfections were the data of preg-

nant women clinical characterization which

presented the highest incompleteness, with 73.7% of

missing data. 

The factors related to childbirth, associated to

prevention of vertical transmission, are displayed in

Table 3. The delivery method was elective cesarean

section for most pregnant women (66.4%).

Membrane rupture occurred for 17.3% of the preg-

nant women with 14.5% of incompleteness. Among

the analyzed medical records, there was 10% of

incompleteness about episiotomy; however, this

practice was still common in 9.1% of the deliveries.

Only 80% of the medical records presented antiretro-

viral use for prophylaxis during delivery, with 10%

of incompleteness. The use of pharmacological

lactation suppression had been registered in 82.7%

of the medical records, but 14.5% of data incom-

pleteness occurred. Regarding the execution of the

anti-HIV quick test in moments near delivery, 46.4%

of incompleteness was found; apart from that,

considering the clinical records in which there was

information, the testing had not been executed for

28.2% of the pregnant women.

Table 3                                                                                                                                                                                                                                                         

Factors associated to prevent vertical transmission of HIV at birth and data incompleteness (n=110). Santa Maria, RS,

2017.

Variables

Type of Delivery

Vaginal

Elective Cesarean Section

Emergency Cesarean Section

Membrane Rupture

Yes

No

Episiotomy

Yes

No

Use of Antiretrovirals Before Delivery

Yes

No

Use of Lactation Inhibitor

Yes

No

Quick Test Before Delivery

Positive / Reagent

Negative / No Reagent

Unperformed

Undetectable

N=110

26

73

7

19

75

10

88

88

10

91

3

21

5

31

2

%

23.6

66.4

6.4

17.3

68.2

9.1

80.9

80.0

9.1

82.7

2.8

19.1

4.5

28.2

1.8

Incompleteness

4

16

11

11

16

51

3.6

14.5

10.0

10.0

14.5

46.4

n                      %
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Table 4                                                                                                                                                                                                                                                         

Factors associated to prevent vertical HIV transmission to children exposed to HIV and data incompleteness (n=110).

Santa Maria, 2017.

Variables

Early oral prophylaxis for the children

Yes

No

How many hours of life began the oral prophylaxis?

< 1 hour

1 to 2 hours

2 to 4 hours

> 4 hours

Received breastfeeding

Yes

No

Received cross nursing 

Yes

No

Time of antiretroviral use in the child (weeks)

3-5 

6 

1st viral load test in the child

Detectable

Inconclusive

Undetectable

Negative / No Reagent

Positive / Reagent

2nd viral load test in the child

Detectable

Undetectable

Positive / Reagent

Case Evolution

Infected

Uninfected

Loss at Follow-Up

N=110

98

1

3

36

42

9

5

97

1

92

78

11

3

2

61

1

10

2

58

1

3

11

2

%

89.1

0.9

2.7

32.7

38.2

8.2

4.5

88.2

0.9

83.6

70.9

10.0

2.7

1.8

55.4

0.9

9.1

1.8

52.7

0.9

2.7

10.0

1.8

Incompleteness

11

20

8

17

21

33

39

94

10.0

18.2

7.3

15.5

19.1

30.0

35.5

85.4

n                      %

Regarding to the factors related to the child and

that are associated to vertical HIV transmission, oral

prophylaxis had occurred in 89.1% of the cases. The

time of ingestion after the birth was of 2 to 4 hours

for 38.2%, less than 1 hour of life 2.7%, and 18.2%

of the medical records was data incompleteness. The

register of breastfeeding was of 4.5% and cross-

nursing 0.9%; nonetheless, the data incompleteness

presented 7.3% and 15.5%, respectively.

The total time of antiretroviral use in children

from 3 to 5 weeks old prevailed to 70.9%, however,

with 19.7% of incompleteness. The results of the

first tests to confirm the serological condition were

undetectable for 55.4% of the children, in addition

to 30% of medical records with incomplete quantifi-

cation of the viral load. The second viral load

revealed 1.8% of the children with detectable results

and 0.9% positive/reagent, but with high occurrence

of data incompleteness of 35.5%. The evolution of

the case was the variable with the highest occurrence

of incompleteness,  85.4%; regarding to the other

children, 10% were considered non-infected, 2.7%

received HIV diagnosis and 1.8% lost continuity in

this outpatient care clinic. These data are displayed

on Table 4.
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Discussion

The maternal characterization reflects in data from

other national studies, in which the age range of

most infected pregnant women corresponds to the

peak of the reproductive period.6,10,17 Since 2000,

the highest occurrence in notifications from SINAN

corresponds to pregnant women aged between 20 to

24 years.1

The schooling levels also follow the national

tendency with predominance of women with incom-

plete primary schooling. This lower level of

schooling is indicative for the poor access of infor-

mation in preventing vertical transmission. In addi-

tion to that, the occurrence of unpaid occupation is

equivalent to studies that present the issue of preg-

nant women with HIV social situation.3,17,18

Nonetheless, a pregnant woman’s social networking

appears to be strengthened by the presence of a

stable partner, since studies present a partner as a

contributor of the adherence to recommend prophy-

laxis for vertical transmission.19,20

In the clinical characterization, the data incom-

pleteness was hardly prevalent, which can be attri-

buted to the greater incidence of registrations in the

women’s consultations during pregnancy. Regarding

to the evaluation of HIV prevention actions during

prenatal care, apart from a high occurrence of data

incompleteness, the notification in the third trimester

of gestation prevailed, which may represent the loss

of a moment to avoid vertical transmission, due to

noncompliance with the recommendations about the

anti-HIV testing that should be carried out in the first

and third trimesters.4

The high incidence of incompleteness in the

registrations related to the factors of intercurrences,

coinfections and obstetric complications problema-

tizes the relation of fragmented care, which does not

consider the existent correlations between these and

the decrease in effectiveness of the compliance to

measure and prevent vertical transmission. Syphilis

was the main coinfection registered, and is pointed

out as one of the most recurrent in the country; addi-

tionally, when these two infections occur together,

the vertical transmission of HIV is more likely to

occur. Thus, the performance of quick tests in all

pregnant women is necessary to ensure health and

reduce maternal and infant mortality.1,21

In this study, the precaution with their own

health is confirmed, because women present greater

adherence to treatment, consider it easy to maintain

it, do not present health problems, and avoid alcohol

consumption. The consumption of alcohol and drugs

is also mentioned in the literature as a reducing

aspect of adherence to antiretroviral therapy (ART),

which enables the increase of viral load.22,23 Despite

the maintenance of clinical follow-up and of ART,

the data show that most of the pregnant women had

a detectable viral load, in other words, an increase in

the risk factor for vertical HIV transmission. A study

also carried out in the south of Brazil, that analyzed

the prevalence and factors associated with vertical

HIV transmission, corroborates these results and

points out the failure of antiretroviral therapy and the

high maternal viral load as the main risk factors for

the vertical transmission of the virus.24

The literature points out the existent relation

between attendance to prenatal consultations and

improvement of adherence to antiretroviral therapy.6

Consequently, the adherence to prophylaxis of

vertical transmission also depends on the strategies

that integrate prenatal care with specialized service,

enabling higher satisfaction and safety of the women

towards professionals and health services.25

The results found indicate a preference for

prenatal care in the same service to which women

are linked in HIV treatment. Furthermore, the late

diagnosis made during childbirth or puerperium,

only 7.2%, was below the one found in another study

also carried out in Brazil, with 22.2% of the cases

diagnosed in the same period.21 Inadequate access to

prenatal care can contribute to the occurrence of

infection in the child, resulting mainly from the low

maternal adherence to antiretroviral treatment,

which results in 65% of vertical transmission cases

occurred during labor or delivery.4

Regarding the factors that relate in preventing

vertical transmission during childbirth, the high inci-

dence of elective cesarean sections represents

compliance with the recommendations for prophy-

laxis. In this case, vaginal delivery is recommended

only in cases of women with undetectable viral load

and appropriate adherence to antiretroviral therapy.7

Corroborating results, a study carried out in

Minas Gerais State also indicates the prevalence of

choosing cesarean section for delivery.26 The time of

the membrane rupture in this study was longer than

4 hours in just 6.3% (n=7) of the cases, similar to the

one found in the South region of Brazil (10.8%). The

occurrence of the rupture for a period longer than 4

hours increases the possibility of vertical HIV trans-

mission.26 Also, episiotomy, which occurs in 9.1%

of the cases, increases the potential of vertical trans-

mission of HIV, and, for this reason, cesarean section

is indicated when the pregnant woman’s serological

condition is unknown.27

The importance of antiretroviral prophylaxis

during labor is justified by the increased exposure of
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the child to the maternal blood, and the practice

makes it possible to prevent up to 90% of cases of

vertical transmission.4 This recommendation was

followed in most cases of this study, however, a

research carried out in Santa Catarina State presents

a reduction in the use of the medication between

prenatal care and childbirth, indicating noncom-

pliance with the prophylaxis recommendations.8 The

quick test is advised only for pregnant women who

do not have a previous diagnosis of HIV and,

regarding this recommendation, 28.2% of the

women were not tested. However, in 46.4% of the

medical records, evidence of the test was not found.

Regarding to the care for newborns, 89% of them

received oral prophylaxis at birth, and 73.6%

followed the ministerial recommendation, which

advices oral prophylaxis in the first 4 hours after the

child is born. A study indicates compliance with the

prophylaxis recommendations for newborns,

however, the antiretroviral treatment took place in

the first 24 hours of life for 91% of the children.6

Apart from that, the preventive effects of the use of

antiretroviral drugs after the first 48 hours of the

child’s life are unknown.4 The incidence of incom-

pleteness in 18.2% of the medical records represents

a difficulty for professionals to comprehend the

importance of keeping the patients’ clinical records

updated, principally, in cases of a necessity to inves-

tigate vertical exposure to HIV.

Since the child is totally dependent on a care-

giver and dealing with HIV exposure transcends

normal needs, joining efforts are needed from these

children’s caregivers, as well as from the health

professionals who assist them, to ensure the preven-

tion of vertical transmission of the virus.28 It is

known that the caregiver can only appropriately

comply with all recommendations when they are

aware of the real possibility of infection, and of their

responsibility to ensure special and different care on

the follow-up, medication prophylaxis, vaccination

and nutrition.17

With respect to feeding children exposed to HIV,

in national level it is recommended to replace breast-

feeding with infant formula, since this measure

prevents in 30% the occurrence of infection by the

virus. In addition, the practice of cross-nursing is

discouraged because of the lack of knowledge of the

serological condition of the woman who will

perform it.4 A study carried out in Fortaleza, Ceará

State responds to the ministerial recommendations,

and indicates the non-occurrence of offering human

milk to children who are vertically exposed to HIV.17

In contrast, the present study revealed the occurrence

of some cases on breastfeeding and cross-nursing, as

well as incompleteness in the records about this

information.

In the present study, 70.9% of the cases followed

the ministerial recommendation of drug prophylaxis

for the child, which advises the administration of

ARV for a minimum period of four weeks. However,

a high incidence of incomplete data was found in the

medical records. It is important to emphasize here

the increase in the potential of the antiretroviral

prophylaxis protection factor for the newborn when

it is conducted according to this recommendation.4

Furthermore, monitoring the exposed child until

confirmation of their diagnosis must be a priority on

the epidemiological surveillance. However, the

occurrence of loss of follow-ups, which damages the

closure of the case, is quite high, as shown in a study

carried out in Porto Alegre City.21 This discontinua-

tion in outpatient follow-up might be related to a

higher incidence of data incompleteness in clinical

records associated to laboratory investigation of

exposed children. 

Quantification of viral load 1 and 2 was not

registered in 30% and 35.5% of the clinical records,

respectively. Additionally, the evolution of the

child’s case, that is, the closure of the serological

investigation of the child, is absent in 85.4% of the

medical records. On the other hand, a study also

carried out in Rio Grande do Sul State revealed a

percentage of more than 70% of closure of the

child’s serological investigation and only 17.2% of

the cases recorded a loss in the follow-ups, which do

not have enough data.29 The absent data represents a

concern factor for the health services, since the

condition of infecting or not these children is

unknown. The implementation of monitoring the

exposed children along with active search for the

losses of outpatient follow-up, in order to monitor

the reliable occurrence of the cases, may improve

this population’s health care.

The social characterization of the pregnant

women infected by HIV indicates similarity to other

studies carried out at a national level in Brazil with

prevalence of poverty and stigmatization. The cli-

nical characteristics revealed that pregnant women

often overcome socioeconomic difficulties, in order

to ensure the protection of their children. From the

data analysis, it was possible to identify that the

completeness of information regarding to pregnant

women presents a satisfactory outcome with low

incidence of unfilled information. However, the

follow-up care for the child exposed as well as the

outcome of the diagnosis on infection due to the

exposure of maternal HIV, indicates low quality in

the filling out of medical records.
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It should be emphasized that the data are not

exclusive from the forms at SINAN, since most of

them presented unsatisfactory completeness with

absence of necessary information to evaluate the

application of prophylactic measures on vertical

transmission; thus, the forms available in the clinical

records of the service were also considered. This

factor points to the considerable number of underre-

ported data and the lack of communication between

the health systems and services. The effectiveness of

Brazilian policies for HIV prevention entirely

depends on the data completeness on the investi-

gated cases. Therefore, it is necessary to alert health

professionals of the relevance of their performance

in preventing vertical HIV transmission, which will

improve the quality of the population’s health.
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