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The acquired immunodeficiency syndrome (AIDS) caused by hu-
man immunodeficiency virus has a major worldwide impact on 
health, culture, demographics and economics [1], with more than 
35 million deaths since the beginning of the epidemic, including 
2 million (370,000 of them children) during 2007 [2]. According to 
the recent United Nations AIDS data, there are about 33 million 
people, including 2.3 million children, living with HIV/AIDS today 
(two-thirds of them in Sub-Saharan Africa). During 2007, about 
2.7 million people became newly infected with HIV, including 0.5 
million children who were mainly infected by perinatal transmis-
sion of the virus [2,3]. It is estimated that every day 7000 people 
become newly infected with HIV with over 1000 children infected 
daily with HIV as a result of mother to child HIV transmission 
[2,4]. Based on the last (2006) Israeli Ministry of Health report 
there are about 3940 people (63% males, 37% females) currently 
living with HIV/AIDS in Israel, including 100 children [5]. 

HIV is vertically transmitted from mothers to their newborns 
[6-8]. In the absence of any antiretroviral therapy the rate 
of HIV-MTCT is 30–40% [8]. In contrast, with the appropriate 
treatment (to the mothers and to their newborns) the rate of 
HIV-MTCT has been dramatically diminished – to less than 2% 
[9]. Currently, complete prevention of HIV-MTCT is a realistic 
goal [6]. Mothers with high viral load and low CD4 cells count 
at the time of delivery, with hepatitis C co-infection and with 
premature rupture of membranes, are more likely to transmit 
HIV infection to their children [10]. Most HIV transmissions take 
place near the time of or during delivery and after birth due to 
breast-feeding [11-14]. In cases of in utero HIV-MTCT, it occurs in 
the third trimester, mostly within 60 days before delivery [13]. 
Accordingly, the HIV-MTCT prevention programs are based on the 
treatment of all pregnant women (regardless of their CD4 counts), 
using highly active antiretroviral therapy starting at week 16 to 22 
of pregnancy, during labor (zidovudine, Retrovir®) intravenously 
to the mother and cesarean section, except when HIV RNA < 50 
copies/ml at weeks 34–36), and postpartum (Retrovir) orally for 
6 weeks, starting within 6 hours of birth to the newborn, and 
avoidance of breast-feeding) [15-17]. To eliminate HIV-MTCT, all 

HIV/MTCT = mother to child HIV transmission

components of the prevention program should be included. Thus, 
an early HIV diagnosis (at least 14–20 weeks before delivery) is 
essential for all pregnant women with HIV.

The HAART regimen in pregnancy should be the same as in 
non-pregnant patients. Currently, monotherapy with zidovudine 
(Retrovir) is not recommended for treatment of HIV pregnant 
women, though it should be a part of the HAART regimen. 
Efavirenz (Stocrin®) and the combination of didanosine (ddI – 
Videx®) and Stavudine (d4T – Zerit®) are contraindicated during 
pregnancy. Nevirapine (NVP – Viramune®) should not be initiated 
in pregnancy since it is associated with toxicity in women with 
CD4 counts above 250 cells/mm³ [18]. The protease inhibitors 
are currently the preferred third drug in the HAART regimen 
for HIV pregnant women, especially ritonavir (Norvir®)-boosted 
lopinavir (LPV/r; Kaletra®) or ritonavir-boosted saquinavir (SQV/r; 
Invirase®) [4,18]. 

The risk of HIV-MTCT increases with breast-feeding. Thus, it 
is avoided in the western world (including Israel) and formula 
feeding is recommended instead [4,10,18]. However, in developing 
countries, breast-feeding is the optimal source of nutrition and 
protects newborns from life-threatening infections [2]. Moreover, 
the avoidance of breast-feeding in the latter setting may have 
negative cultural and psychological effects on HIV-infected 
mothers [10]. Recently, Kumwenda et al. [19] reported that HIV 
prophylaxis with HAART treatment to the breast-fed children 
throughout the breast-feeding period (14 weeks) significantly 
reduced the HIV-MTCT rate [19]. Thus, in developing countries 
the latter approach (HIV prophylaxis throughout the entire breast-
feeding period) may be beneficial.

In this issue of the journal, Elchalal et al. [20] report the HIV-
MTCT rate in 35 HIV-positive women (88% of Ethiopian origin) 
who gave birth to 45 infants during the years 1996–2006 in the 
Jerusalem area. In 5 women (14%), HIV diagnosis was made only 
after delivery. The HIV-MTCT rate in the entire group was 8.6%, 
with a significantly higher transmission rate (40%) in women 
with post-delivery HIV diagnosis, emphasizing the importance of 
early HIV diagnosis for the prevention of HIV-MTCT. The relatively 
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high rate of transmission in the Jerusalem cohort appears to be 
due to the lack of any antiretroviral treatment during pregnancy 
(in women with known HIV) and during/after delivery in mothers 
who were diagnosed with HIV following delivery. Nevertheless, it 
should be noted that the current recommended treatment for HIV 
during pregnancy is a complete HAART regimen [4,18] rather than 
zidovudine monotherapy that was offered to the patients in the 
Jerusalem cohort. In addition, Elchalal and team offered elective 
cesarean section to all HIV pregnant women regardless of their 
viral load at the time of delivery, though this is neither indicated 
nor beneficial in women with low viral load (< 50 copies/ml) at 
weeks 34–36 [4,17].

Last year, at the first Israeli HIV meeting, Agmon-Levine re-
ported an overall rate of 3.6% of HIV-MTCT in 300 pregnancies of 
241 HIV-infected women who were treated in six AIDS centers in 
Israel [Agmon-Levine and Sthoeger, unpublished observations]. As 
was observed by Elchalal and colleagues [20], late HIV diagnosis 
was significantly associated with higher rates of viral transmis-
sion, emphasizing the need for screening and early HIV diagnosis 
of pregnant women as a major part of the HIV-MTCT prevention 
program in order to eliminate HIV-MTCT and to prevent pediatric 
HIV/AIDS.

To conclude, elimination of HIV-MTCT is a realistic goal in 
Israel. In order to achieve that goal, all parts of the HIV-MTCT 
prevention program (screening and early diagnosis, HAART to all 
pregnant women, treatment of mothers and newborns during and 
after delivery, and the avoidance of breast-feeding) are mandatory 
and should be strictly performed by a coordinated team of health 
care workers, family physicians, pediatricians, gynecologists and 
HIV experts. 
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