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Objectives: TodeterminetheHIV vertical transmission rate (VTR) and associated risk
factorsby use of zidovudine and infant care education in Brazil. Methods: Since 1995, a
prospective cohort of HIV infected pregnant women has been followed at the Feder al
University of Rio deJaneiro. A multidisciplinary team was established toimplement the
best availablestrategy to prevent mater nal-infant HIV transmission. Patientswith AIDSor
low CD, and highviral load received anti-retroviral drugsin addition to zidovudine. Children
wereconsidered infected if they had 2 positive PCR-RNA tests between 1 and 4 months of
age, or wereHIV antibody positive after 18 months. Education regarding infant treatment
and use of formulainstead of breast feeding was provided. Results: Between 1995 and
August, 2000, HIV statuswasdeter mined for 145infants. Compliancewith intra-partum
treatment, infant treatment and use of formulawas88.2% . I ntra-partum zidovudinetr eatment
was completed in 134/145 (92.6%) of patients; 88.1% had rupture of membranes< 4
hours; 85.4% of motherswere asymptomatic. The mean CD, count was 428.4 cells and
mean viral load 39,050 copies. HI'V vertical transmission ratewas4/145 (2.75%; Cl: 0.1%-
5.4%). Theonly risk factor significantly associated with transmission wasafailureto use
zidovudine intra-partum in 2 of the 4 mothers (50% versus 6.4% in non-transmitting
mothers). A trend toward low CD, and high viral load at entry, and rupture of membranes>
4 hours were associated with increased HIV transmission. Conclusion: HIV vertical
transmission in Brazil was reduced to a level similar to other countries with the most
effective prevention programsusing a multidisciplinary team approach. A high level of
compliancefor useof anti-retroviral drugs, the provision of health education to mothers,
and useof formulafor all exposed infants.
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Thefirst case of pediatric AIDS secondary to a
blood transfusonwasreported totheMinistry of Hedlth
of Brazil in 1983. During the next 4 years, atotal of
190 cases were reported, with 70.5% secondary to
blood productstransfusion. Morerecently, in Brazil,
risk factors for HIV acquisition has shifted from
homosexual/bisexual sexual behavior and blood
products contamination, to heterosexual contact.
Currently, heterosexud transmissionisthe predominant
modeof HIV transmission, resultinginarapidincrease
inHIV infection among women, mostly of childbearing
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age. In paralel, there has been an increase in the
number of perinatally infected children and, asof June,
2000, 6,750 casesof AIDSinBrazilian childrenwere
reported.

Safeguardsfor theblood supply in Brazil havebeen
significantly improved since 1986, especialy in
metropolitan areas, resulting inasignificant dropin
transfusionacquired HIV infection. Currently, perinatal
transmissionisresponsiblefor 90.6% of al reported
pediatric AIDS casesin Brazil [1].

Followingtheresultsof PACTG 076[ 2], theefficacy
of zidovudine (ZDV) prophylaxisin reducing HIV
transmission from mother to infant has been
demonstrated in many studies[3-5]. Thisregimen, in
pardld withroutineHIV testing of al pregnant women,
isbecoming thestandard of carein devel oped countries
[6, 7]. Concerns have been raised regarding the
implementationof ZDV prophylaxisinmany developing
countries, where 90% of worldwideHIV infectionin
childrenisconcentrated, primarily because of cost and
complexity of HIV testing, zidovudinetreatment and
health education programs. A number of placebo
controlled trials were designed by investigatorsin
devel oped countriesusing abbreviated coursesof ZDV
inAsaand Africa, withtheobjectiveof findingsmpler
andlessexpensveregimensof antiretrovira treatments
that might effectively interrupt HIV verticd transmisson
[8, 9]. Much criticismwasrai sed against such placebo
trial sbecause of the double standard of care provided
to HIV infected pregnant women [10].

Webelievethat prevention of mother toinfant HIV
transmission must be an urgent public health priority,
sinceeffectivetherapiesare currently available. The
problem in devel oping countriesis one of accessto
care, and affordability of effectivepreventivethergpies.
Developing astrategy to implement such therapiesis
anethical imperative. A number of studieshave shown
that reducing the number of pediatric HIV infection
casesthrough aperinatal preventive approachis cost-
effective, so strategiesto achieve thisgoal must be
prioritized and implemented with great haste[11, 12].
InBrazil, oral ZDV isprovided freeof chargetoHIV
infected pregnant women (intravenousZDV hasbeen
availablesince 1996).

We believethat with adequate training of health
professionals, implementation of very effective
strategiesfor reducing vertical transmissonof HIV is
possible. To achievethis, aprogram for theintegrated
careof HIV infected pregnant women was established
at the Federal University of Rio de Janeiro. Our
program has two main objectives: 1) to administer
the zidovudineto pregnant women identified asHIV
infected; and 2) to train health care workers on
strategiesto prevent HIV transmission from mother
toinfant, and to disseminatethisinformation to other
hospitals. In addition to medical care, our program
emphasizes the social, emotional, cultural and
economicimpact of being an HIV positive pregnant
woman [13]. These issues differ from country to
country, and must be dealt with in acountry specific
manner asapart of routinemedica care. Our program
has devel oped amultidisciplinary team approach that
we havefound optimal for implementing successful
prophylactic and/or therapeuticintervention for HIV
infected patients.

Here, we present the results of aprospective study
of mother toinfant HIV transmissonfollowing use of
an antiretroviral drug/health education programina
cohort of HIV infected pregnant women in Rio de
Janeiro. Wea so present an analysisof biological and
obgtetrical risk factorsassociated with mother toinfant
transmissonof HIV.

M aterialsand M ethods

Subjectsand Resources: Inthe second half of 1995, a
multidisciplinary team was established at Federa
University of Riode Janeirotoimplement anintegrated
program of medical treatment and education. Our
Srategy wasto teach health professiona stoimplement
the program, and to provide them with the toolsto
develop aninfrastructureand find resources necessary
to reduce vertical transmission of HIV-1. The
implementing team consisted of infectious diseases
specididgs, obstetricians, pediatricians, psychologigts,
nurses, and social workers. A non-governmental
organization (NGO) was established by members of
theimplementation teamto providenon-medica support
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for the program; for example, to provideformulato al
exposed infants. Purchaseswere madewith donations
and membershipfees.

Atthepre-natal clinic of Instituto de Puericultura
e Pediatria Matargao Gesteira (the Pediatric
Institute of the Federal University of Rio de Janeiro,
Brazil), all pregnant women diagnosed with HIV,
and their at risk and HIV infected children, are
evaluated and treated. All mothersand their children
are seen during the same clinic session by the
multidisciplinary team. Nurses and psychol ogists
conduct discussion groupswith patientsintheclinic
waitingroominorder to addressthe medical, social,
psychological and cultural issuesrelevant to the
patients. Patients are instructed not to breastfeed,
and how to obtain formulaand prepareit properly
[13].

Interventions All infected pregnant womenwereoffered
zidovudinetreatment and, after consent wasgiven, were
started asearly as 14 of gedtation. If intravenousZDV
wasnot available, oral ZDV wasadministered during
labor. For women with severeimmunosuppression or
thosewith highvira loads, other antiretrovirals, most
commonly 3TC, were added to theregimen. Inthose
women who were already taking anti-retrovirals
responding well, their combined antiretroviral
therapeutic regimenswere continued in accordancewith
guidelinesfromtheBrazilian Ministry of Hedlth (STD/
AIDSDivision) [14, 15].

When intravenous ZDV was not available, oral
ZDV wasadministered 300 mg every 3 hoursduring
labor. Women with CD, counts of <200/mm? had
SMZ/TMP added to their treatment 3 timesweekly.
Iron supplementswere given to anemic patients, and
evaluation and treatment of vaginal infectionsand/
or STDswere provided to all women. Most patients
who underwent Caesarean section received 1 dose
of prophylactic antibiotics (most commonly
Cephal othin) following clamping of the umbilical
cord. All exposed infantsreceived amonthly supply
of milk formula, free of charge, during thefirst year
of life, or for alonger period if he/shewas confirmed
asHIV infected.

Laboratory methods: All pregnant women referred to
our Program werere-tested for HIV by ELISA and
Western Blot assays (Biokit and Organon kits). Those
with 2 positive EL1SA testsand 1 positive Western
blot test were enrolled in our study. The following
criteriawereused for diagnosisof HIV infectionin
perinatally exposed children: HIV Immunoglobulin (1gG)
detected by 2 ELISA tests and Western Blot tests
persisting beyond 18 months of age; and/or 2 PCR
RNA (NASBA) evauationsperformed at 1 monthand
at 4 or moremonthsof life[16, 17].

CD, cdll count measurementswere performed using
flow cytometry and viral load (RNA PCR)
measurementsusingtheNASBA assay (Organon); dl
testswere performed at thelaboratoriesof the Hospital
Universitario Clementino FragaFilho/UFRJ, oneof the
referencelaboratoriesfor the city of Rio de Janeiro,
licensed by theBrazilian Ministry of Health) [7,18].

Satidica andysis. Thedatawerecollected from hospital
medical charts and from the standardized forms
completed at each clinicvisit[19], and andyzed using
Epi info 6 (CDC). Smplefrequencieswereinitialy
performed on all variables. Categorical data were
analyzed with Chi square (Yates correction or Fisher
exact test, whenever indicated). Meanswere compared
with Student T test, and statistical significancewas set
ata5%level [p<0.05].

Results

Between 1996, and August, 2000, 177 patientshad
given birth and 145 infants had their HIV status
confirmed. Table 1 summarizes patient demographics.
Maternal ageranged from 16 to 43 yearsold (mean:
26.1, SD: 5.8); most of thewomen were housewives
(59.1%); among the others, 80% had no skilled job
and had alow family income (70% earned lessthan
300 US$ dallars per month). Of the study patients,
162 (91.3%) probably acquired HIV infection through
heterosexua contact; 8 (4.5%) fromblood transfusions;
and 7 (3.9%) reported intravenous drug use. Data
gathered from the patients indicated that 27.6%
contracted a STD previously or during the current
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pregnancy, with human papillomavirusinfection (HPV)
(13.82%) and syphilis(8.3%) most frequently reported.
Onentry, 85.4% (152/177) of theenrolled patientswere
asymptomatic withamean CD, count of 428.4 cells/
mm?; median 400 and SD: 231.4; and meanvira load
39,050 copies/ml, median: 7,200withaSD of 78,281.

During pregnancy, 9 women developed
opportunisticinfections: ora/esophaged candidiasis(5),
disseminated herpessmplex virusinfection (1), locdized
herpes zoster infection (2), Pneumocyctis carinii
pneumonia (1), cerebral toxoplasmosis (1), and
tuberculosis(2). Pregnancy complicationscons sted of
pre-eclampsiain 5/123 (4.6%); dthough datawas not
comprehensively collected on other infections, upper
respiratory bacterial infectionsincluding snusitisand
bronchitiswere common, and vagina candidiasiswas
frequently reported.

Themean gestationd agea whichZDV wasdtarted
was 23.1 weeks, median 26 weeks, Sd: 10.8 weeks,
range 0 to 39 weeks. Regarding administration of
therapy, 88.2% (152/177) received al 3 components
of thedrug; 41.2% (73 patients) also received other
antiretrovirals (54 received 3TC, and 7 received
proteaseinhibitors); 7.4.% (13/176) failed toreceive
theintra-partum component of the drug, primarily
because of late arrival to the maternity unit.
Generally, antiretroviral therapy waswell-tolerated;
2 patientsrequired blood transfusionsto treat anemia
(both had < 300 CD, cells/ml), and ZDV was
successtully continued in both. One patient, who had
been on AZT/ddI prior to pregnancy, wasfound to
have an elevated blood amylase level in the last
month of pregnancy, and ddl was changed to 3TC.
All newborn infants received ZDV syrup for 6
weeks, except 3, and mothers were provided with
formulaasasubstitutefor breast milk; 2 wereaso
breast fed during the first week of life despite
counselling against it: 1 patient had psychiatric
problems and the second feared her family would
discover her HIV statusif she did not breast feed
her child. One child was born with a genetic
syndrome (Corneliade L ange syndrome) not rel ated
to antiretrovira treatment (mother began ZDV after
14 weeks of pregnancy). Three children werelost

tofollow up, and 2 infantsdied: one at the age of 2
monthswith fulminant meningococcal infection, and
the second at 3 months due to pneumonia; in both
cases, their HIV status had not yet been ascertained.

Mean gestational age at delivery was 38.8 weeks
(SD: 1.67) with a 6.8% premature birth rate (<37
weeksgestation); 49.7% (88/177) of the patientshad
vaginal delivery, and 51.41% (91/177) had Caesarean
section that was el ectivein 49 patients (27.6% of all
births); 88.1% (156/177) had rupture of membranes
for lessthan 4 hours. Mean birth weight was 3,137
gm, median 3,157 gm, SD: 567gm.; 21 (11.7%) babies
weighed < 2,500 gm at birth; 4 required intensivecare
trestment (for prematurity) and al survived, dl of them
areuninfected.

One hundred forty-three mothers delivered 145
infantsincluding 2 sets of twins, both of whom are
uninfected. Thevertica transmissonratein 145 children
was 4/145 (2.75%) (CI: 0.1-5.4). Data about these
four infantsarerecordedin Tables2 and 3. If thetwo
infantswho died are presumed to have been infected
with HIV (no confirmatory testswere performed), the
vertical transmission rate is 4.13% (CI:0.8-7.1).
However, meningococcal diseaseishyperendemicin
Rio de Janeiro city, and a common cause of infant
mortality innormal children. Intheinfant who died of
pneumonia, we cannot exclude the possibility of
Pneumocystis carinii; the death occurred in another
hospital and theinfant wasnot taking prophylatic SMZ/
TMP for primary prophylaxis as is routine in our
program[20].

Discussion

Demographicsof thewomen enrolledin our project
revededthat they wereof |ower socio-economiclevels,
and that most acquired their HIV infection from
heterosexual partners; intravenous drug usewasan
infrequent risk factor for these women, which may
partly explaintheir high compliancewithintegrated
prenatal care. In S&o Paulo State, drug usewasamore
common risk factor, ssimilar to many female cohorts
describedintheUSA [21, 22]. The AIDSepidemicin
Brazil haschanged significantly inthelast decade, and
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Table 1. Characteristics of enrolled HIV infected women

Age(meansand SD) 26.1years(SD:5.8)

Incomeof family (minima wage) 3.3($276,8 US/month)

Profession 59.1 % housewives

Heterosexud transmission 91.6%

HIV asymptomatic disease 86%

CD, count (meansand SD) 428.4 cdll/ml(SD:231.4)

Vira load at entry (meansand SD) 29,050 copiesRNA/ml (SD:78,281)
Previousd/ present STD 27.3%

Syphilis 8.3%

Gestational age at start of 076 (means/Sd) 23.1(Sd:10.8) weeks

Table2. Comparison between transmitting (n=4) and non-transmitting (n=87) mothers

Parameter Transmitting Non-transmitting p value
CD, at entry (meansand SD) cell/m 270.5(SD:99.37) 438 (SD: 234.4) 0.10
Presence of symptoms/signsof AIDS 0 20/177 0.20
STD 0 32/136 0.20
Vira load at entry (meansand SD) copies/ml 60,472 (SD:91,478) 26,844 (SD:83,247) 0.30
Incomplete 076 regimen 2/4 13/139 0.05
Mean gestational ageat ZDV Start (weeks) 29.7 22.3 0.15
Mean gestational ageat ddlivery (weeks) 38.7 38.9 0.80
Modeof ddivery:
Vagind 2 2/71 0.20
Emergency C-section 2 2/68 0.60
Elective C-section 0 38 -
Rupture of membranes> 4hrs 2/4 17/139 0.08
Meanbirthweight—gm 3352 3155 0.70
Other ARV besidesZDV 2/4 51/138 0.60
Table 3. Characteristicsof thefour HIV infected infants
Patients 1 2 3 4
Maternal CD, 234 cdl/mi 164 cdl/ml 284cdl/ml 400 cdl/ml
Maternal plasmavira load 790 copies/ml 195.000 5,100 copiessml 41,000 copies/ml
copiesml
Maternd AIDS NO NO NO NO
TimeZDV* gtarted in pregnancy 35 31 31 21
Other ART?treatment NO YES(3TC) YES(3TC) NO
3 componentsof 076 YES YES NO (irregular NO (lack of
uselast month intra-partum
of pregnancy) component)
Duration of Membrane Rupture >4 hours <4hours >4 hours <4hours
Modeof ddlivery Emergency Vagind Emergency Vagind
C-section C-section
Birthweight 4,240 3,160 3,260 2,750

17DV =zidovudine AR; T=antiretroviral.
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thosenewly infected are commonly of |ower socio-
economic status and have acquired HIV by
heterosexual routes[1]. At study entry, most of our
patients denied classical risk factors for HIV
acquisition and were asymptomatic; most were
diagnosed at the sametimetheir child was diagnosed
with HIV, following referral to our Institution, or
because of HIV screening during prenatal care.
Universal HIV testing of pregnant women has not
yet beenfully implementedin Brazil; inRio de Janeiro
city, that hasaHIV prevalence of 1% in pregnant
women [23] and an average of 100,000 live births
per year, current estimates are that 45% of thetotal
HIV positive pregnant women are identified and
receive ZDV prophylaxis. Such problems are
commoninthedeveloping world [24], and/or efforts
must be madeto implement strategies, for example
rapid tests, at thefirst prenatal visit and/ or during
labor for those who were not tested previously in
order to offer the benefits of ARV treatment to
mothersand infants[25].

Few pregnant womeninfected by HIV inour cohort
had sgnsand/or symptomséttributableto HIV infection,
and, in 73 cases, 3ATC and/or other anti-retroviralswere
added to the 076 regimen because of low CD, and/or
highvird load at entry. Thismay explainwhy vird load
or immune status at entry were not significantly
associated with HIV transmission. Wewereunableto
measureviral load and CD, levelsnear labor in our
cohort, which islikely an optimal time to measure
responseto therapy initiated inthe prenatal period, and
to assess factors associated with intra-partum
transmission. Prior to the availability of combined
therapy, many studies showed an association of HIV
transmission from amother with advanced diseaseto
her infant [21, 22, 26, 27]; however, arecent study
conducted in women with more advanced disease
revealed that ZDV aone worked, even with these
women (PACTG 185) [28]. None of the 12 patients
who presented with opportunistic infectionsduring
pregnancy transmitted HIV totheir infants, al of them
received combined anti-retrovira therapy (mostly AZT
plus 3TC), and 6 received protease inhibitors; this
regimenwaswell-tolerated during pregnancy [14].

Compliance with theintegrated multidisciplinary
prenatal program provided to our cohort wasexcellent
with only 6.3% (11/176) non-adherent; 88.2%
reported compliancewith al three componentsof 076.
The intra-partum component was the part most
commonly missed, usualy because patientsarrived late
inlabor and delivered shortly thereafter. Because of
this problem, we now counsel our patientsto take 3
(100 mg) tabletsof ZDV powhenthey leavehometo
go to thematernity unit, so they will have aloading
doseof ZDV intheir system at thetime of delivery,
withlevelsthat have been reported smilar tothat of iv
adminigration asdescribedinthe CDC/Thai study [9].

Regarding obstetrical factors, mother to infant
transmissonof HIV wasmorefrequentinwomenwhose
duration of membranerupturewasgreater than 4 hours
(athough therewerevery few infected infantsin our
study). Most of our patients had less that 4 hours
duration of membranerupture(88.1%). Webdievethis
successistheresult of hedth education training provided
tothemedicd gaff of thepublic maternity unit. Inaddition,
wetaught our patientstheimportance of goingtothe
maternity if they noticed rupture of membranesor had
onset of uterinecramps, they wereprovided with written
ingtructionsexplaining obstetricd risk factorsfor HIV
vertical transmissionand outlining thedoseof iv ZDV
during labor and for thenewborn [19].

Indevel oping countries, itisimportant for patients
to understand the obstetrical risk factors associated
with HIV transmission, and to reinforce that short
duration of membraneruptureisassociated with less
transmission from mother to infant. Our goal isto
haveall HIV-infected pregnant women delivering
with lessthan 4 hours of membrane rupture, since
longer duration has been proven to be arisk factor
for HIV vertical transmission in a number of
worldwide studies [22, 27]. There was no clear
association with the mode of delivery and HIV
infectioninour cohort, although no HIV transmission
was seen in 38 patientswho underwent elective C-
section. Because the morbidity and mortality
associated with C-sectionsin devel oping countries
ishigh, therisksand benefits of thisprocedure must
be carefully considered; we believe elective C-
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section should be reserved for those women with
high viral load near labor or for thosewho present late
inddlivery without previousZDV treatment [29-32].

We attribute the fact that we had no complication
associated with C-sectionsin our 91 patients (combined
elective and emergency) to routine antibiotic
prophylaxis. However, localized skininfectionsof the
abdominal wall were frequently seen, and usually
resolved withlocal wound care[33].

We detected no differencesin transmission when
factoringinbirthweght or prematurebirth (< 37 weeks)
asrisk factors, in contrast to what wasfound in other
studies[22, 27]. All newbornsreceived the postpartum
component of intra-partum zidovudinetreatment, and
only 4/145receivedit for lessthan therecommended 6
weeks. As part of our patient education program,
mothersweretaught about the storage administration
and of the syrup; and were advised of their infant’s
necessary follow-up for toxicity monitoring and dose
adjustment assessment. Breast-feeding was strongly
discouraged and formulawasprovided to al womento
be used for the HIV-exposed newborns. However,
despitethiseducation program, two mothersbreastfed
their childreninthefirst week of lifedueto socio-cultura
factors, such pressuresto breestfeed may bean especidly
difficult problemfor HIV infected womenindeve oping
countries, wherebreast feedingisthecultural norm[34].

Concern has been raised about usng formula in
deve oping countries, andwhether suchaninterventionis
safe. In our study, only 3 babies were admitted to the
emergency unit becauseof diarrheaand dehydration (2 of
themwereHIV infected). Thus provisonof sfedternatives
to breast feeding and adequate education on hygienic
preparationof formulahasproventobeasuccessful Srategy
without S gnificant gestrointestind complicationsor adverse
nutritional conseguencestothebaby [13].

Verticd transmissonof HIV-1isamultifactoria and
dynamic process; the prevalence of risk factors
reported to be associated with transmission hasvaried
among different populationsstudied. Innatural history
cohorts, prior to the availability of intra-partum
zZidovudinetrestment, transmission rateswerereported
as14%1t0 30%intheindustrialized world and 25%to
40%indeveloping countries[27]. Two Brazilian cohort

sudiesof HIV infected pregnant women, conducted prior
totheavailability of thezidovudinetrestment protocol,
have been conducted: first, amulticenter, retrospective
cohortin Sdo Paulo Stateand, second, aprospectivestudy
inRiodeJanarodty showedanoverdl HIV tranamisson
rate of 16% (Cl:13-20%) and 39.8%, respectively. In
both studies, transmissonwashigher inasetting where
mothershad advanced diseaseandinfantswerebresstfed
[21, 26]. Although thefindingsin our study were not
satisticaly sgnificant because of thesmall numbersof
infected children, there was a trend towards less
transmissoninwomenwith higher CD, andlower vird
load, similar to that reported in other cohorts[35-38].
Sncetheavalability of trestment for HIV infected pregnant
women, vertica transmission rateshavedramatically
decreased in developed countries; today the vertica
transmissonrateof HIV-1in EuropeandintheUnited
Statesisreported as5% with ZDV prophylaxisalone,
and with combined therapy including el ective cesarean
section, 2% or less[39]. There was also a significant
differenceconcerning compliancewith useof intra-partum
antiretrovirasintranamitting motherswhen comparedto
non-transmitting (p=0.05) and a trend to greater
transmission with prolonged rupture of membranes
(p=0.08), according to other studies.

Shorter coursesof ZDV during pregnancy and oral
administration during labor without the postpartum
component inanon-breastfed population, resultedina
reductionof 51%intheHIV verticd transmissonratein
Thailand[9]; many other modified ZDV regimenswith
andwithout 3TC and other agents(ie.,, Nevirgpine) were
carried out indeveloping countriesof Africaand Asa, in
efforts to find effective and less costly prophylactic
regimens[40]. Suchregimens whilemorecod effective,
havenot resulted in decreased transmissontotheextent
seeninour sudy cohort. Brazil, initsuniquestugtionasa
trandtiona country with attributesof both the deve oped
and devel oping world, hasthe advantage of ZDV and
other anti-retrovira sbeing provided by thegovernment,
which is uncommon in many developing countries.
However, we have some of the same problemsasother
devel oping countries, incdudingthelack of adequatepublic
hedthtraining and aninadeguatehedth careinfrastructure
for theimplementation of comprehensive prenatal HIV
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screening and routine obstetrical care, asfoundinNorth
Americaand Europe. Thus, thesuccessful prevention of
verticdly transmitted pediatricHIV infectionin Brazil will
continueto beachallengerequiring national and region-
specific solutions to problems of healthcare and
infragtructuredevel opment. Our programof integrated care
for HIV postivemothersandtheir infants, linked to our
programsof hedth careeducationwhichteachessrategies
to prevent perinatal transmission, has resulted in the
important result of arateof perinatal HIV transmisson
gmilar tothat achievedindeve oped countries Suchefforts
must becontinualy reinforcedin Rio de Janeiro, at other
inditutionscaringfor womenand childrenat risk for HIV,
andinother areasof Brazil in order to achieveeffective
control of theAIDSepidemicinchildren. Thisgod requires
continued educational programs, the devel opment of
drategiesfor routineHIV testing of dl pregnant women,
and the recognition that comprehensive prenata care
coupled to the provision of antiretroviral therapy and
formula to the mother and her infant, are necessary
prerequisites for a successful strategy to eliminate
perinataly acquired HIV infectionin Brazl.
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