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Is it possible to avoid vertical transmission of HIV? First HIV-positive 
newborn in Curitiba in three years: a case report
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Abstract
Objectives: Curitiba was the first Brazilian city to eliminate HIV transmission from mother to child, a title received in 
December 2017, with the capital obtaining a proportion of HIV-infected children among children exposed to the virus 
less than 2% in three years, with only one case in 2015. The purpose of this report is to approach a case of vertical 
HIV transmission diagnosed in 2018 in the municipality. Case Report: LEGD, male, 3 months, exposed to HIV. Negative 
mother for the virus in the beginning of gestation, evolving to positive test at 6 months of gestation and undetectable 
viral load in the ninth month. Newborn with two positive viral loads after birth, negative for other TORCHSZ. Diagnosis 
of HIV confirmed and initiated treatment. Discussion: Pregnancy with HIV represents a risk for both the mother and 
the child, and it is necessary to intervene in prenatal, childbirth and puerperium to reduce the chances of vertical 
transmission of the virus, since the main route is labor, besides intrauterine and breastfeeding. Although all prenatal, 
laboratorial, therapeutic and prophylactic conducts are performed correctly, there is a possibility that 1% of vertical 
transference may occur. Therefore, it is essential to prepare the general practitioner about vertical transmission of HIV, 
to offer HIV positive pregnant women preventive measures, access to treatment and ensure the understanding of the 
benefits of appropriate treatment.
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INTRODUCTION

HIV represents one of the main health problems 
in the world, and the containment of its transmission is 
among the Millennium Development Goals of the United 
Nations. The elimination of new HIV infections in children 
is one of the essential elements of the World Health 
Organization (WHO) strategic orientation to contain the 
spread of the disease1. Vertical transmission of HIV, which 
occurs during pregnancy, childbirth or breastfeeding, is the 
main form of HIV transmission to children under 15 years 
of age, causing approximately 90% of infections2. At the 
national level, in the last decade, there was a reduction 
in the vertical transmission rate (TV) from 16% to 2.7%, a 
relative reduction of 83.1%1. This fact is related to the use 
of preventive measures such as combined antiretroviral 
therapy (ART), cesarean delivery when indicated and re-
placement of breastfeeding for all newborns (NB) born to 
mothers with HIV1.

Curitiba was the first Brazilian city to eliminate 
mother-to-child transmission of HIV, a title received in 
December 2017. This title certifies municipalities that have 
met the criteria and indicators established to eliminate 
mother-to-child transmission of HIV, in accordance with the 
guidelines the Pan American Health Organization (PAHO) 
and the WHO. Among the criteria met, Curitiba obtained 
a proportion of HIV- infected children among children ex-
posed to the virus, followed up in the SUS laboratory net-
work, below 2% in three years, with only one case in 20153.

The objective of this report is to address a case 
of vertical transmission of HIV that occurred in 2017, in 
Curitiba.

CASE DESCRIPTION

LEGD, 3 months, born and resident in Curitiba. Admitted 
to the pediatric infectious disease service of the Hospital de 
Clínicas of the Federal University of Paraná (HC-UFPR), due to 
exposure to HIV during pregnancy. Mother with negative HIV 
serology at the beginning of pregnancy, but positive for HIV 
in the sixth month (exam 05/10), viral load (CV) of 9173 cop-
ies. Treatment with tenofovir, lamivudine and efavirenz (TDF+ 
3TC+EFZ) was started on 11/09/17, and in the month of birth 
the baby had an undetectable virus load (exam on 12/05). In 
complementary exams, non-reactive for toxoplasmosis IgM, 
HBsAg and syphilis and reactive toxoplasmosis IgG through-
out pregnancy. On 12/17/17, pregnant woman received at 
the service in labor progressing to vaginal delivery without 
complications. NB with Apgar in the first minute of 8 and fifth 
minute of 9, did not need resuscitation maneuvers. Transferred 
to rooming-in with mother. After three days, both were dis-
charged. Baby referred for childcare at UBS and to the pediatric 
infectious disease service at HC-UFPR. Zidovudine (AZT) was 
prescribed and a return visit was advised in one month.

Child underwent routine exams on 12/18/17 and was 
reactive for Cytomegalovirus (CMV) IgG and Toxoplasmosis 
IgG and non-reactive for CMV IgM and Toxoplasmosis IgM.

At the return visit, mother and child had no com-
plaints, with a positive test for the NB for HIV. Prophylaxis 
with sulfamethoxazole+trimethoprim was started and HIV 
viral load was requested. At the second postnatal visit, 
HIV exposure was confirmed with a CV of 54,462 cop-
ies. Guided return in two weeks and carrying out a new 
viral load. In the third consultation, with the result of 
the second CV of 64,022 copies, the diagnosis of HIV was 
confirmed. Started using the medication on 03/12/2018, 
using sulfamethoxazole+trimethoprim 2.5ml 3x/week SQS; 
zidovudine 7ml 12/12h; lamivudine 2.5ml 12/12h and 
lopinavir+ritonavir 1ml 12h. Currently, patient in regular 
follow-up with the service to ensure adherence to treat-
ment.

DISCUSSION

Pregnancy associated with HIV represents a high risk 
for both mother and child, requiring an interdisciplinary 
intervention in prenatal care, childbirth and puerperium 
so that it is possible to reduce the transmission of the 
virus from mother to child, characterizing the TV4. HIV VT 
represents the main route of HIV infection in children, and 
in approximately 65% of cases it occurs during labor and 
the remainder occurs in utero, especially in the last weeks 
of pregnancy, or through breastfeeding4. In the present 
case, the mother suffered an acute infection detected at 
the end of the second trimester of pregnancy, which may 
have caused an intrauterine transmission, although the 
chances are considerably lower than during delivery. Thus, 
another hypothesis that can be raised is that transmission 
occurred during childbirth, because although the vaginal 
route was correctly indicated in this case, the chance of 
transmission, albeit small, exists.

It can be observed that the pregnant woman was 
adequately assisted during her prenatal care. The HIV test 
should be offered to pregnant women in two moments of 
their prenatal care: at the 1st consultation, ideally in the 
1st trimester of pregnancy, and at 28 weeks of pregnancy, 
marking the beginning of the 3rd trimester. Viral load 
testing should be performed immediately after confirma-
tion of an HIV infection5. In this case report, serology was 
negative at the beginning of pregnancy, positive in the sixth 
gestational month, with a CV of 9173 copies, an extremely 
relevant maternal factor with regard to the risk of vertical 
transmission of HIV6.

As recommended by the Ministry of Health, all 
HIV-infected pregnant women are indicated for ART, even 
before obtaining the results of the CV-HIV, LT-CD4+ and 
genotyping tests, with the aim of rapidly suppressing VC7. 
For pregnant women starting treatment, the preferred 
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regimen is tenofovir, lamivudine and raltegravir (TDF + 
3TC + RAL). When aspects of poor adherence are present, 
there is the option of an alternative regimen, such as the 
combination TDF + 3TC + EFV, in a single tablet. It is known 
that the ART regimen is one of the factors that influence 
its adherence7 contributing to therapeutic success. The 
treatment of choice for the reported patient consisted of 
TDF + 3TC + EFV, and about four weeks after starting the 
drug treatment, she had an undetectable VC.

In view of viral suppression and the precise use of 
ARVs, the route of delivery, duly indicated, was vaginal, 
since there was no obstetric contraindication that would 
lead to elective cesarean section. The choice of route 
should take into account maternal VC (undetectable or 
up to 1000 copies/ml from the 34th week) and a detailed 
obstetric evaluation5. In cases where the pregnant woman 
is using antiretroviral drugs and with sustained VC sup-
pression, vaginal delivery is indicated if there is no other 
condition that contraindicates it, since there is no statisti-
cally significant difference between the transmission rate 
of vaginal delivery and cesarean section. in adequately 
treated women4. In addition, the comorbidities of a cesar-
ean section, both for the mother and for the fetus, overlap 
the chances of transmission of the virus, especially in places 
where the delivery is not properly assisted8.

According to the 2010 Ministry of Health Protocol9, 
the prophylaxis of vertical transmission of HIV during child-
birth, for all pregnant women with the HIV virus, should 
be the administration of AZT intravenously. In contrast, 
the 2017 Protocol5 defines the use of prophylactic AZT in 
pregnant women with undetectable CV-HIV after 34 ges-
tational weeks and adherent to ART. However, it reinforces 
that it is medical competence to indicate or not the use 
of intrapartum AZT. In the case in question, even though 
there was no indication for intrapartum AZT according to 
current protocols, it was decided to start intravenous AZT 
during the initial obstetric procedure.

As for perinatal chemoprophylaxis of the newborn, 
AZT was first indicated for one month. According to the 
Ministry of Health, all children born to mothers with HIV 
should receive ARVs as one of the VT prophylaxis measures. 
In this case, as the pregnant woman used ARV during preg-
nancy, the use of AZT (VO) for 4 weeks5 is indicated , which 
reinforces the prescription given to the NB.

Every child of an HIV-positive mother should under-
go a VC exam, and the first test should be performed at 4 or 
6 weeks of age, if they have received VCT prophylaxis and 
do not have symptoms. When the NB is symptomatic, VC 
can be performed at any time, in addition, the exam should 
also be performed immediately in NB who were breastfed10. 
If the first CV has a detectable result, it should be repeated 
with a new sample as soon as possible. If the second VC 
is also detectable, the child is considered infected with 

HIV and should start clinical treatment10. In this context, 
the NB had a possible exposure to HIV, so, in their first 
postnatal consultation, the CV exam was requested. The 
examination identified a CV of 54,462 copies. A new VC was 
performed after one month with a result of 64,022 copies, 
thus confirming the diagnosis of HIV infection, even with 
the correct follow-up of maternal therapy.

Given this situation, the recommended treatment 
for children under two years of age is the combination 
of AZT + 3TC + LVP/r11. Therefore, the therapeutic choice 
proposed for the patient in question was duly carried out, 
in addition to prophylaxis against Pneumocystis jirovecii, 
a potential cause of pneumonia in HIV-positive children12.

In this context, we emphasize that all prenatal, 
laboratory, therapeutic and prophylactic procedures were 
duly substantiated, aiming to reduce the risk of vertical 
transmission of HIV. However, even in pregnant women 
using antiretroviral therapy and with CV-HIV levels below 
1000 copies/ml, there is a possibility of vertical transfer 
occurring, with the transmission rate being less than 1%5.

Faced with this case, it is essential to prepare the 
general practitioner regarding HIV VT. It is necessary to 
be able to offer preventive measures, not only in special-
ized centers but also in primary care, and provide access 
to adequate treatment for HIV-positive pregnant women. 
The pregnant woman’s understanding of the disease should 
also be evaluated and the beneficial results of adequate 
treatment should be highlighted, aiming to reduce damage 
not only for the mother, but, above all, for her infant, who 
is susceptible to becoming a carrier child. of the HIV virus.

REFERENCES

	 1.	 Friedrich L, Menegotto M, Magdaleno AM, Silva CLO. Transmissão vertical 
do HIV: uma revisão sobre o tema. Bol Cient Pediatr. 2016;5(3):81-6.

	 2.	 Redmound AM, McNamara JF. The road to eliminate mother-to-child HIV 
transmission. J Pediatr (Rio J). 2015;91(6):509-11.

	 3.	 Prefeitura de Curitiba (BR). Secretaria Municipal de Saúde de Curitiba. 
Curitiba é a primeira cidade do Brasil a eliminar a transmissão do HIV 
de mãe para filho [Internet]. Curitiba: Secretaria Municipal de Saúde de 
Curitiba; 2017; [acesso em 2018 Abr 03]. Disponível em: http://www.
saude.curitiba.pr.gov.br/noticias/779-curitiba-e-a-primeira-cidade-do-
brasil-a-eliminar-a-transmissao-do-hiv-de-mae-para-filho.html 

	 4.	 Ministério da Saúde (BR). Gestação de alto risco: manual técnico. Brasília 
(DF): Ministério da Saúde; 2012.

	 5.	 Ministério da Saúde (BR). Departamento de Vigilância, Prevenção e 
Controle de Infecções Sexualmente Transmissíveis, do HIV/Aids e das 
hepatites virais. Protocolo clínico e diretrizes terapêuticas para preven-
ção da transmissão vertical de HIV, sífilis e hepatites virais. Brasília (DF): 
Ministério da Saúde; 2017.

 	6.	 Duarte G, Quintana SM, El Beitune P. Fatores que influenciam a transmissão 
vertical do vírus da imunodeficiência humana tipo 1. Rev Bras Ginecol 
Obstet. 2005 Nov;27(11):698-705.  

	 7.	 Silva JAG, Dourado I, Brito AM, Silva CAL. Fatores associados à não adesão aos 
antirretrovirais em adultos com AIDS nos seis primeiros meses da terapia em 
Salvador, Bahia, Brasil. Cad Saúde Pública. 2015 Jun;31(6):1188-98.  



4
Residência Pediátrica; 2021: Ahead of Print.

	 8.	 Kennedy CE, Yeh PT, Pandey S, Betran AP, Narasimhan M. Elective cesar-
ean section for women living with HIV: a systematic review of risks and 
benefits. AIDS. 2017 Jul;31(11):1579-91.

	 9.	 Ministério da Saúde (BR). Secretaria de Vigilância em Saúde. Programa 
Nacional de DST e Aids. Recomendações para profilaxia da transmissão 
vertical do HIV e terapia antirretroviral em gestantes: manual de bolso. 
Brasília (DF): Ministério da Saúde; 2010.

10.	Ministério da Saúde (BR). Departamento de Vigilância, Prevenção e 
Controle de Infecções Sexualmente Transmissíveis, do HIV/Aids e das 
Hepatites Virais. Manual técnico para o diagnóstico da infecção pelo HIV. 
Brasília (DF): Ministério da Saúde; 2016.

11.	Ministério da Saúde (BR). Departamento de Vigilância, Prevenção e 
Controle de Infecções Sexualmente Transmissíveis, do HIV/Aids e das 
hepatites virais. Protocolo clínico e diretrizes terapêuticas para profilaxia 
pós-exposição (PEP) de risco à Infecção pelo HIV, IST e Hepatites Virais. 
Brasília (DF): Ministério da Saúde; 2017.

12.	Bactrim®/Bactrim® F (sulfametoxazol + trimetoprima) [bula]. Rio de 
Janeiro: Roche Químicos e Farmacêuticos S.A.; 2019.


