
Mode of delivery and neonatal respiratory morbidity among HIV-
exposed newborns in Latin America and the Caribbean: NISDI
Perinatal–LILAC Studies

Regis Kreitchmanna,*, Rachel A. Cohenb, Sonia K. Stoszekb, Jorge A. Pintoc, Marcelo
Lossod, Russell Pierree, Jorge Alarconf, Regina Succig, Edgardo Szyldh, Thalita Abreui, and
Jennifer S. Readj

aIrmandade da Santa Casa de Misericordia de Porto Alegre, Porto Alegre, Brazil
bWestat, Rockville, USA
cFederal University of Minas Gerais, Belo Horizonte, Brazil
dHospital General de Agudos Jose Maria Ramos Mejia, Buenos Aires, Argentina
ePediatric and Perinatal HIV/AIDS Program, Department of Obstetrics, Gynecology, and Child
Health, University of West Indies, Kingston, Jamaica
fUniversity of San Marcos, Lima, Peru
gDivision of Pediatric Infectious Diseases, Federal University of São Paulo, São Paulo, Brazil
hFUNDASAMIN, Hospital Diego Paroissien, Buenos Aires, Argentina
iFederal University of Rio de Janeiro, Rio de Janeiro, Brazil

© 2011 International Federation of Gynecology and Obstetrics. Published by Elsevier Ireland Ltd. All rights
*Corresponding author: Regis Kreitchmann, Rua Prof. Annes Dias 285, 1° andar, Maternidade Mario Totta, Porto Alegre, RS, Brazil,
CEP 90020090. Tel.: +55 51 3214 8008; fax: +55 51 3214 8008. regis.kr@terra.com.br.

Publisher's Disclaimer: This is a PDF file of an unedited manuscript that has been accepted for publication. As a service to our
customers we are providing this early version of the manuscript. The manuscript will undergo copyediting, typesetting, and review of
the resulting proof before it is published in its final citable form. Please note that during the production process errors may be
discovered which could affect the content, and all legal disclaimers that apply to the journal pertain.

Contributors
Principal investigators, co-principal investigators, study coordinators, coordinating center representatives, and NICHD staff included:
Argentina, Buenos Aires: Marcelo H. Losso, Irene Foradori, Claudia Checa, Silvina Ivalo (Hospital General de Agudos José María
Ramos Mejía); Brazil, Belo Horizonte: Jorge Pinto, Victor Melo, Fabiana Kakehasi (Universidade Federal de Minas Gerais); Caxias
do Sul: Ricardo da Silva de Souza, Nicole Golin, Sílvia Mariani Costamilan (Universidade de Caxias do Sul/ Serviço Municipal de
Infectologia); Nova Iguacu: Jose Pilotto, Beatriz Grinsztejn, Valdilea Veloso, Gisely Falco (Hospital Geral Nova de Iguacu – HIV
Family Care Clinic); Porto Alegre: Ricardo da Silva de Souza, Breno Riegel Santos, Rita de Cassia Alves Lira (Universidade de
Caxias do Sul/Hospital Conceição); Ricardo da Silva de Souza, Mario Ferreira Peixoto, Elizabete Teles (Universidade de Caxias do
Sul/Hospital Fêmina); Regis Kreitchmann, Luis Carlos Ribeiro, Fabrizio Motta, Debora Fernandes Coelho (Irmandade da Santa Casa
de Misericordia de Porto Alegre); Ribeirão Preto: Marisa M. Mussi-Pinhata, Geraldo Duarte, Adriana A. Tiraboschi Bárbaro,
Conrado Milani Coutinho, Anderson Sanches de Melo (Hospital das Clínicas da Faculdade de Medicina de Ribeirão Preto da
Universidade de São Paulo); Rio de Janeiro: Ricardo Hugo S. Oliveira, Elizabeth S. Machado, Maria C. Chermont Sapia (Instituto de
Puericultura e Pediatria Martagão Gesteira); Esau Custodio Joao, Leon Claude Sidi, Ezequias Martins, Plinio Tostes Berardo (Hospital
dos Servidores do Estado); São Paulo: Regina Celia de Menezes Succi, Prescilla Chow (Universidade Federal de São Paulo); Peru:
Lima: Jorge Alarcón Villaverde (Instituto de Medicina Tropical “Daniel Alcides Carrión” – Sección de Epidemiología, UNMSM);
Carlos Velásquez Vásquez (Instituto Nacional Materno Perinatal); César Gutiérrez Villafuerte (Instituto de Medicina Tropical “Daniel
Alcides Carrión” – Sección de Epidemiología, UNMSM); Data Management and Statistical Center: Yolanda Bertucci, Laura
Freimanis Hance, René Gonin, D. Robert Harris, Roslyn Hennessey, James Korelitz, Margot Krauss, Sharon Sothern de Sanchez,
Sonia K. Stoszek (Westat, Rockville, MD, USA); NICHD: Rohan Hazra, Lynne Mofenson, Jennifer S. Read, Heather Watts, Carol
Worrell (Eunice Kennedy Shriver National Institute of Child Health and Human Development, Bethesda, Maryland, USA).

Conflict of interest
The authors have no conflicts of interest.

NIH Public Access
Author Manuscript
Int J Gynaecol Obstet. Author manuscript; available in PMC 2012 August 01.

Published in final edited form as:
Int J Gynaecol Obstet. 2011 August ; 114(2): 91–96. doi:10.1016/j.ijgo.2011.02.008.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



jPediatric, Adolescent, and Maternal AIDS Branch, CRMC-NICHD-NIH, Bethesda, USA

Abstract
Objective—To evaluate respiratory morbidity (RM) in HIV-exposed newborns according to
mode of delivery.

Methods—The NISDI Perinatal/LILAC prospective cohort studies enrolled HIV-infected
pregnant women and their newborns in Latin America and the Caribbean. Associations between
RM and delivery mode or other characteristics were evaluated.

Results—Between September 2002 and December 2009, 1630 women were enrolled, and 1443
mother–infant pairs met the inclusion criteria. There were 561 vaginal (VD), 269 cesarean before
labor and membrane rupture (SCS) for preventing mother-to-child transmission (SCS–PMTCT),
248 other SCS, and 365 cesarean after labor and/or ruptured membranes (NSCS) deliveries. In
total, 108 (7.5%) newborns had RM: 49 had respiratory distress syndrome (RDS), 39 had transient
tachypnea (TTN), and 28 had other events (7 newborns had >1 RM event). Delivery mode was
associated with RDS (P<0.001) and TTN (P<0.001). The proportion with RDS and TTN was
lowest for VD (1.6% and 0.5%, respectively), highest for NSCS (4.9% and 4.7%), and
intermediate for SCS–PMTCT (3.0% and 2.6%). Newborns with RDS or TTN were hospitalized
longer (median +1 day) than those without. A minority required ventilatory support (RDS, 24.5%–
28.6%; TTN, 2.6–15.4%).

Conclusions—SCS–PMTCT is relatively safe for newborns of HIV-infected women.

Keywords
Cesarean delivery; HIV; Newborn; Respiratory distress syndrome

1. Introduction
Cesarean delivery before labor and before ruptured membranes (SCS) is efficacious in
preventing mother-to-child transmission (MTCT) of human HIV as compared with other
modes of delivery [1]. On the basis of the results of a randomized clinical trial [1] and an
individual patient data meta-analysis [2], the US Public Health Service [3] and the American
College of Obstetricians and Gynecologists [4] has recommended that SCS should be
considered for some subgroups of HIV-infected pregnant women: namely, those with a
plasma HIV RNA concentration (viral load) of more than 1000 copies/mL, irrespective of
antiretroviral (ARV) regimen; and those with an unknown viral load.

The American College of Obstetricians and Gynecologists recommends that, to prevent
MTCT of HIV, SCS should be performed at 38 weeks of gestation, owing to the potential
risk of labor and rupture of membranes before 39 weeks of gestation (the recommended
timing of operative delivery in women not infected with HIV) [5]. Guidelines for preventing
MTCT in Latin American countries such as Argentina and Brazil have been updated to
include these recommendations [6,7]. Since the release of these guidelines, the rate of
cesarean delivery has increased markedly among HIV-infected women in several countries:
in Brazil, Argentina, the United States, and Sweden, it has reached 50%, 55%, 58%, and
80%, respectively [8–11].

However, studies of women not infected with HIV have shown an increased risk of neonatal
respiratory morbidity among newborns delivered by cesarean as compared with those born
by vaginal delivery (VD) [12,13], with the risk decreasing with increasing gestational age
[14]. The aim of the present analysis was to test the hypothesis that mode of delivery is
associated with neonatal respiratory morbidity, where VD has the lowest risk, non-SCS
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delivery (NSCS) and SCS for indications other than preventing MTCT (SCS–other) have the
highest risk, and SCS for prevention of MTCT (SCS–PMTCT) has intermediate risk.

2. Materials and methods
The International Site Development Initiative (NISDI) Perinatal Study (2002–2007) and
subsequent Longitudinal Study in Latin American Countries (LILAC) (2008–2012) are
prospective cohort studies of HIV-infected women and HIV-exposed, uninfected infants
conducted at sites in Latin America and the Caribbean [15]. The primary objectives of these
protocols were to describe the characteristics of enrolled women and infants, including
utilization of interventions to prevent MTCT of HIV, use of antiretrovirals (ARVs), and
rates of MTCT of HIV; and to characterize adverse events according to use of and exposure
to ARVs and mode of delivery. Women were enrolled during pregnancy and followed
through delivery and postpartum. In both studies, maternal and infant study visits are
conducted at hospital discharge after birth, at 6–12 weeks, and at 6 months after birth.
LILAC participants are followed every 6 months thereafter, with planned follow-up for at
least 3 years after birth. Study visits include a medical history, a physical examination, and
collection of laboratory samples. The protocol was approved by the ethical review board at
each clinical site, as well as by institutional review boards at the sponsoring institution
(NICHD) and at the data management center (Westat). All participants provided written
informed consent for participation in the study.

The study population for the present analysis comprised newborns born to women enrolled
in the NISDI Perinatal and LILAC studies from September 27, 2002, to December 31, 2009,
who had not had a previous pregnancy included in the study and who delivered a singleton
live newborn after 20 weeks of gestation with known mode of delivery and without cardiac
or pulmonary congenital anomalies. The exposure of interest was the mode of delivery (VD,
SCS–PMTCT, SCS–other, or NSCS). The outcome of interest was the occurrence of any
neonate respiratory morbidity within the first 28 days of life.

Diagnoses of respiratory distress syndrome (RDS), pulmonary hemorrhage, and persistent
pulmonary hypertension of the newborn were assigned at the discretion of the treating
physician. The following diagnoses were made in accordance with documents associated
with the NISDI protocol. Transient tachypnea of the newborn (TTN) was defined as a
noninfectious acute respiratory disease in the newborn, where signs of respiratory distress
become evident shortly after birth and usually resolve by age 72 hours. Meconium aspiration
syndrome was defined as aspiration of meconium mixed with amniotic fluid in utero or
during delivery, causing a partial or complete blockage of the airways associated with poor
gas exchange in the lungs and chemical pneumonitis.

Cases of pneumonia were categorized as “presumed” if clinical findings and a chest X-ray
were temporally consistent and microbiologic testing was negative or not performed, or
“suspected” if there were clinical findings but a chest X-ray was not done or not available
and microbiologic testing was negative or not performed. A diagnosis of aspiration
pneumonia was assigned if clinical findings and a chest X-ray were consistent with
pneumonia and associated with aspiration of oral or gastrointestinal contents. Pneumothorax
was defined as a collection of air or gas in the pleural cavity. For a newborn diagnosed with
RDS or TTN within 28 days of birth, the study site was queried to obtain additional
information regarding the clinical severity of the case in terms of receipt of supplemental
oxygen, admission to a neonatal intensive care unit, and respiratory support.

Bivariate associations between mode of delivery or respiratory morbidities and categorical
study variables were evaluated via Fisher–Freeman–Halton tests. Missing data were
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excluded from analyses. The Kruskal–Wallis test was used to evaluate median gestational
age by mode of delivery and median duration of hospital stay by respiratory morbidities.
P<0.05 was considered to be statistically significant. All P values were two-sided. Statistical
analyses were performed using SAS version 9.1 (SAS Institute, Cary, NC, USA).

3. Results
Between September 27, 2002, and December 31, 2009, there were 1630 enrollments in the
NISDI Perinatal and LILAC studies, of which 1548 represented women with their first
pregnancy on study. Among these, the pregnancy outcome was known in 1537 women, of
whom 1512 delivered singleton neonates. Of these 1512 neonates, 1478 were born live, and
1477 had a known gestational age of more than 20 weeks. Of these, 1471 had complete
mode of delivery data and 1443 did not have cardiopulmonary congenital anomalies. As a
result, the study population comprised 1443 newborns and their mothers.

The characteristics of the study population—overall and according to mode of delivery—are
shown in Table 1. Most women (31.1%) delivered by cesarean: 269 (18.6%) by SCS–
PMTCT; 248 (17.2%) by SCS–other; and 365 (25.3%) by NSCS. By contrast, 561 women
(38.9%) delivered vaginally. There were significant differences according to mode of
delivery for the maternal characteristics of country, age, education, reason for using ARVs
during pregnancy, most complex ARV regimen used for 28 days or more during pregnancy,
parity, and CD4 (count and percentage) and plasma viral load at both enrollment and
hospital discharge; and for the newborn characteristics of preterm and low birth weight.

Most women were aged 20–29 years (54.8%), and VD was most common among this age
group (43.1%). More women aged 29 years or older delivered by NSCS (29.3%) or SCS–
other (19.8%) than women in younger age groups. Most women had completed 7–12 years
of education (62.7%). Overall, the proportion of women with VD was highest among
women with 0–6 years of education (46.2%; P=0.0039).

Overall, slightly more women used ARVs during pregnancy for prophylaxis (50.6%) than
for treatment (49.4%), and those using ARVs for prophylaxis had a higher proportion of VD
(43.9%). Women with the highest CD4 counts at enrollment and/or hospital discharge had
the highest percentages of VD. Most women had a plasma viral load of less than 1000
copies/mL at enrollment (63.8%) and at hospital discharge (84.1%). Among women with a
viral load of either 1000–10 000 copies/mL or 10 000 copies/mL or more at enrollment, a
higher proportion delivered by NSCS and by SCS–PMTCT as compared with women with a
viral load of less than 1000 copies/mL. However, many women with either 1000–10 000
copies/mL or 10 000 copies/mL or more at enrollment had VD (30.5% and 32.6%,
respectively). These same patterns in mode of delivery by viral load group were observed at
hospital discharge.

Overall, 9.7% of births were preterm and a higher proportion of neonates born preterm were
delivered by NSCS and by SCS–other (41.4% and 25.7%, respectively; P<0.0001). Overall,
the median gestational age of neonates was 39 weeks. Those who delivered vaginally and by
SCS–PMTCT had the highest median gestational age (39 weeks). Overall, as compared with
VD, the median gestational age was lower for SCS–other (38 weeks) and NSCS (38 weeks)
deliveries (P<0.0001; data not shown). Overall, 10.0% of neonates were born with low birth
weight, and a higher proportion of low birth weight neonates were delivered by NSCS or
SCS–other (38.9% and 25.7%, respectively; P<0.0001).

Overall, 108 (7.5%) newborns had 116 respiratory morbidity diagnoses during the first 28
days of life (Table 2). The most common morbidities were RDS (45.4%) and TTN (36.1%).
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Other respiratory morbidities occurred much less frequently; therefore, all subsequent
analyses were restricted to RDS or TTN.

The distributions of TTN and RDS according to mode of delivery are shown in Table 3.
Overall, both RDS and TTN were associated with the mode of delivery (P=0.0052 and
P<0.0001, respectively). Newborns delivered vaginally had the lowest rate of RDS (1.6%),
followed by those delivered by SCS–PMTCT (3.0%; odds ratio (OR), 1.88; 95% confidence
interval (CI), 0.72–4.93). SCS–other and NSCS deliveries had the highest rates of RDS
(4.9–5.6%; as compared with VD: OR, 3.67 and 3.18; 95% CI, 1.57–8.60 and 1.41–7.16).
Similarly, newborns delivered vaginally had the lowest rate of TTN (0.5%), followed by
those delivered by SCS–PMTCT (2.6%; OR, 4.97; 95% CI, 1.27–19.37). SCS–other and
NSCS deliveries had the highest rates of TTN (4.7–4.8%; as compared with VD: OR, 9.46
and 9.09; 95% CI, 2.64– 33.82 and 2.64–31.23).

Other characteristics of the study population with significant associations with RDS or TTN
are also shown in Table 3. RDS was associated with maternal country of residence, tobacco
use during pregnancy, preterm birth, and low birth weight. TTN was associated with preterm
birth and low birth weight.

The median duration of hospitalization was slightly longer among those with RDS or with
TTN (both 3.0 days; quartile 1 to quartile 3 [Q1–Q3], 2–5 days) than among those without
(both 2.0 days; both Q1–Q3, 2–3 days) (both P<0.002) (data not shown). Among those with
RDS, 87.8% received supplemental oxygen (n=43; 42 with known duration: median
duration, 1 day), 65.3% were admitted to a neonatal intensive care unit (n=32; median
duration, 7 days), 24.5% were intubated and placed on mechanical ventilation (n=12;
median duration, 3 days), and 28.6% received continuous positive airway pressure support
(n=14; median duration, 1 day). Among those with TTN, 82.1% received supplemental
oxygen (n=32; median duration, <1 day), 48.7% were admitted to a neonatal intensive care
unit (n=19; median duration, 4 days), 2.6% were intubated and placed on mechanical
ventilation (n=1; duration, 12 days), and 15.4% received continuous positive airway
pressure support (n=6; median duration, 1.5 days).

4. Discussion
In the present large cohort of HIV-infected women and their newborns in Latin America and
the Caribbean, most mothers (87%) were at an early stage of clinical HIV disease, and most
(84%) had a plasma viral load of less than 1000 copies/mL at the time of delivery. Almost
all (99.4%) women used ARVs during pregnancy. Most women delivered by cesarean
(61.1%), including SCS–PMTCT (18.6%). Of note, a relatively high proportion of women
with plasma viral loads of more than 1000 copies/mL delivered vaginally, even though it has
been recommended for several years that women with a viral load of more than 1000 copies/
mL should be counseled regarding the potential benefit of SCS–PMTCT. As expected,
women who delivered by SCS–PMTCT tended to have higher plasma viral loads and lower
CD4 values, and were more likely to have received no ARVs for more than 28 days or only
1 NRTI.

Importantly, the median gestational age of newborns delivered by SCS–PMTCT was the
same as that of newborns delivered vaginally (39 weeks), whereas it was 38 weeks for those
born by other types of cesarean delivery. Less than 10% of newborns had any type of
neonatal respiratory morbidity, most commonly RDS and TTN. Newborns delivered
vaginally had the lowest rates of RDS and TTN (1.6% and 0.5%, respectively), those
delivered by SCS–PMTCT presented intermediate rates (3.0% and 2.6%, respectively), and
those delivered by other types of cesarean presented the highest rates (4.9%–5.6% and
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4.7%–4.8%, respectively). Preterm birth and low birth weight were associated with both
RDS and TTN. Newborns with RDS or TTN tended to be hospitalized for a median of 1 day
longer than those without such morbidities, and a minority required ventilatory support
(RDS, 24.5%–28.6%; TTN, 2.6%–15.4%).

Cesarean delivery has been associated with neonatal respiratory morbidity—especially RDS
[13,14,16]—in a general obstetrical population and in 1 study of HIV-infected women in
North America [17]. It has been proposed that the hormonal and physiologic changes
associated with labor, necessary for lung maturation in neonates, do not occur among
newborns delivered by SCS [18]. Gestational age at the time of delivery also is an important
factor related to neonatal respiratory morbidity [19].

The strengths of the present analysis include the use of prospectively collected data from a
large population of HIV-infected women and their newborns. Importantly, classification of
the mode of delivery discriminated among SCS deliveries according to indication: those
with PMTCT as the indication were analyzed separately from SCS deliveries with other
indications. As a result, the risk of neonatal respiratory morbidity according to an
intervention known to be efficacious for PMTCT (SCS–PMTCT) could be more accurately
estimated. In addition, not only was the overall risk of RDS and TTN assessed, but the
clinical severity of cases of RDS and TTN was characterized. This is essential in contrasting
the potential benefit of SCS– PMTCT (preventing transmission of an ultimately fatal viral
infection) with its potential harm (iatrogenic prematurity, with an increased risk of
respiratory morbidity, especially RDS, with a wide spectrum of clinical severity).

A limitation of the study is that, unlike TTN, RDS was not specifically defined a priori for
clinicians caring for the HIV-exposed newborns, but was a diagnosis assigned at the
discretion of the treating physician. However, RDS is a well-known clinical entity for all
pediatricians caring for newborns, and misclassification, if it did occur, would probably
entail over-diagnosis. We would not expect a differential misclassification in the diagnosis
according to mode of delivery. Another limitation is that the sample size was insufficient to
explore possible confounders of the associations between mode of delivery and respiratory
morbidity—most importantly preterm birth, which is strongly associated with mode of
delivery and both RDS and TTN. Because the study was an observational study, the clinical
management of each participant in the cohort was directed by his or her own physician—for
example, there were no standardized criteria for administration of supplemental oxygen or
admission to an intensive care unit.

Our previous analysis of postpartum morbidity among HIV-infected women according to
mode of delivery [10] provides support for both a recent review [20] and current guidelines
suggesting that the risk of postpartum morbidity with SCS is outweighed by the potential
benefit [3]. Similarly, the present analysis of data from more than 1400 mother–infant pairs
supports the safety of SCS for PMTCT of HIV in terms of neonatal respiratory morbidity. In
addition, it is consistent with another study assessing respiratory morbidity among North
American newborns of HIV-infected women [17], but it expands on those results (by more
carefully defining the mode of delivery categories to include cesarean delivery before labor
and before ruptured membranes for PMTCT).

Acknowledgments
Supported by NICHD Contract # N01-HD-3-3345 (2002–2007) and by NICHD Contract # HHSN267200800001C
(NICHD Control #: N01-HD-8-0001) (2007–2012).

Kreitchmann et al. Page 6

Int J Gynaecol Obstet. Author manuscript; available in PMC 2012 August 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



References
1. European Mode of Delivery Collaboration. Elective caesarean-section versus vaginal delivery in

prevention of vertical HIV-1 transmission: a randomised clinical trial. Lancet. 1999; 353(9158):
1035–1039. [PubMed: 10199349]

2. The mode of delivery and the risk of vertical transmission of human immunodeficiency virus type 1
—a meta-analysis of 15 prospective cohort studies. The International Perinatal HIV Group. N Engl
J Med. 1999; 340(13):977–987. [PubMed: 10099139]

3. Panel on Treatment of HIV Infected Pregnant Women and Prevention of Perinatal Transmission.
Recommendations for use of antiretroviral drugs in pregnant HIV-1 infected women for maternal
health and interventions to reduce perinatal HIV transmission in the United States. www.nih.gov.
http://aidsinfo.nih.gov/contentfiles/PerinatalGL.pdf. Published 2010. Accessed 2011

4. Committee on Obstetric Practice. ACOG committee opinion scheduled Cesarean delivery and the
prevention of vertical transmission of HIV infection. Number 234, May 2000 (replaces number 219,
August 1999). Int J Gynecol Obstet. 2001; 73(3):279–281.

5. American College of Obstetricians and Gynecologists. ACOG Committee Opinion No. 394,
December 2007. Cesarean delivery on maternal request. Obstet Gynecol. 2007; 110(6):1501.
[PubMed: 18055756]

6. Ministry of Health, Brazil—STD/AIDS Department. Guidelines for Prevention of HIV Mother-to-
child Transmission and Antiretroviral use during Pregnancy. www.aids.gov.br.
http://www.aids.gov.br/sites/default/files/consenso_gestantes_2010_vf.pdf. Published 2010.
Accessed 2011

7. Ministry of Health, Argentina—HIV/AIDS/STDs Department. Guidelines for Health Care of HIV
Positive Women and Prevention of Mother-to-Child Transmission. www.msal.gov.ar.
http://www.msal.gov.ar/sida/pdf/otras-publi/guias-para-la-atencion-integral-de-mujeres-con-
infeccion-por-VIH.pdf. Published 2008. Accessed 2011

8. Navér L, Lindgren S, Belfrage E, Gyllensten K, Lidman K, Gisslén M, et al. Children born to
HIV-1-infected women in Sweden in 1982–2003: trends in epidemiology and vertical transmission.
J Acquir Immune Defic Syndr. 2006; 42(4):484–489. [PubMed: 16810115]

9. Dominguez KL, Lindegren ML, D'Almada PJ, Peters VB, Frederick T, Rakusan TA, et al.
Increasing trend of Cesarean deliveries in HIV-infected women in the United States from 1994 to
2000. J Acquir Immune Defic Syndr. 2003; 33(2):232–238. [PubMed: 12794560]

10. Duarte G, Read JS, Gonin R, Freimanis L, Ivalo S, Melo VH, et al. Mode of delivery and
postpartum morbidity in Latin American and Caribbean countries among women who are infected
with human immunodeficiency virus-1: the NICHD International Site Development Initiative
(NISDI) Perinatal Study. Am J Obstet Gynecol. 2006; 195(1):215–229. [PubMed: 16677591]

11. Ceballos A, de Los Angeles Pando M, Liberatore D, Biglione M, Cárdenas PC, Martínez M, et al.
Efficacy of strategies to reduce mother-to-child HIV-1 transmission in Argentina, 1993–2000. J
Acquir Immune Defic Syndr. 2002; 31(3):348–353. [PubMed: 12439212]

12. Heinzmann A, Brugger M, Engels C, Prompeler H, Superti-Furga A, Strauch K, et al. Risk factors
of neonatal respiratory distress following vaginal delivery and caesarean section in the German
population. Acta Paediatr. 2009; 98(1):25–30. [PubMed: 19086941]

13. Hansen AK, Wisborg K, Uldbjerg N, Henriksen TB. Risk of respiratory morbidity in term infants
delivered by elective caesarean section: cohort study. Br Med J. 2008; 336(7635):85–87.
[PubMed: 18077440]

14. Zanardo V, Simbi AK, Franzoi M, Soldà G, Salvadori A, Trevisanuto D. Neonatal respiratory
morbidity risk and mode of delivery at term: influence of timing of elective caesarean delivery.
Acta Paediatr. 2004; 93(5):643–647. [PubMed: 15174788]

15. Read JS, Duarte G, Freimanis Hance L, Pinto J, Gouvea MI, Cohen RA, et al. The NICHD
International Site Development Initiative perinatal cohorts (2002–09). Int J Epidemiol. In press.

16. Fogelson NS, Menard MK, Hulsey T, Ebeling M. Neonatal impact of elective repeat cesarean
delivery at term: a comment on patient choice cesarean delivery. Am J Obstet Gynecol. 2005;
192(5):1433–1436. [PubMed: 15902129]

Kreitchmann et al. Page 7

Int J Gynaecol Obstet. Author manuscript; available in PMC 2012 August 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://www.nih.gov
http://aidsinfo.nih.gov/contentfiles/PerinatalGL.pdf
http://www.aids.gov.br
http://www.aids.gov.br/sites/default/files/consenso_gestantes_2010_vf.pdf
http://www.msal.gov.ar
http://www.msal.gov.ar/sida/pdf/otras-publi/guias-para-la-atencion-integral-de-mujeres-con-infeccion-por-VIH.pdf
http://www.msal.gov.ar/sida/pdf/otras-publi/guias-para-la-atencion-integral-de-mujeres-con-infeccion-por-VIH.pdf


17. Livingston EG, Huo Y, Patel K, Brogly SB, Tuomala R, Scott GB, et al. Mode of delivery and
infant respiratory morbidity among infants born to HIV-1-infected women. Obstet Gynecol. 2010;
116(2 Pt 1):335–343. [PubMed: 20664394]

18. Faxelius G, Hägnevik K, Lagercrantz H, Lundell B, Irestedt L. Catecholamine surge and lung
function after delivery. Arch Dis Child. 1983; 58(4):262–266. [PubMed: 6847229]

19. Madar J, Richmond S, Hey E. Surfactant-deficient respiratory distress after elective delivery at
“term”. Acta Paediatr. 1999; 88(11):1244–1248. [PubMed: 10591427]

20. Read JS, Newell MK. Efficacy and safety of cesarean delivery for prevention of mother-to-child
transmission of HIV-1. Cochrane Database Syst Rev. 2005; (4):CD005479. [PubMed: 16235405]

Kreitchmann et al. Page 8

Int J Gynaecol Obstet. Author manuscript; available in PMC 2012 August 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Kreitchmann et al. Page 9

Ta
bl

e 
1

C
ha

ra
ct

er
is

tic
s 

of
 th

e 
st

ud
y 

po
pu

la
tio

n:
 o

ve
ra

ll 
an

d 
ac

co
rd

in
g 

to
 m

od
e 

of
 d

el
iv

er
y 

a,
b

V
ar

ia
bl

e 
c

O
ve

ra
ll 

(n
=1

44
3)

V
ag

in
al

 (
n=

56
1)

SC
S-

P
M

T
C

T
(n

=2
69

)
SC

S-
ot

he
r 

(n
=2

48
)

N
SC

S 
(n

=3
65

)
P

 v
al

ue
 d

M
at

er
na

l v
ar

ia
bl

es

   
C

ou
nt

ry
 o

f 
re

si
de

nc
e

   
  A

rg
en

tin
a

34
9 

(2
4.

2)
13

2 
(3

7.
8)

52
 (

14
.9

)
44

 (
12

.6
)

12
1 

(3
4.

7)

<
0.

00
01

   
  B

ah
am

as
41

 (
2.

8)
28

 (
68

.3
)

0 
(0

.0
)

7 
(1

7.
1)

6 
(1

4.
6)

   
  B

ra
zi

l
90

6 
(6

2.
8)

36
9 

(4
0.

7)
13

4 
(1

4.
8)

19
5 

(2
1.

5)
20

8 
(2

3.
0)

   
  J

am
ai

ca
35

 (
2.

4)
28

 (
80

.0
)

3 
(8

.6
)

1 
(2

.9
)

3 
(8

.6
)

   
  M

ex
ic

o
42

 (
2.

9)
2 

(4
.8

)
24

 (
57

.1
)

0 
(0

.0
)

16
 (

38
.1

)

   
  P

er
u

70
 (

4.
9)

2 
(2

.9
)

56
 (

80
.0

)
1 

(1
.4

)
11

 (
15

.7
)

   
A

ge
, y

ea
rs

   
  <

20
86

 (
6.

0)
29

 (
33

.7
)

23
 (

26
.7

)
12

 (
14

.0
)

22
 (

25
.6

)

0.
00

14
   

  2
0–

29
79

1 
(5

4.
8)

34
1 

(4
3.

1)
14

9 
(1

8.
8)

12
4 

(1
5.

7)
17

7 
(2

2.
4)

   
  >

29
56

6 
(3

9.
2)

19
1 

(3
3.

7)
97

 (
17

.1
)

11
2 

(1
9.

8)
16

6 
(2

9.
3)

   
E

du
ca

tio
n,

 y
ea

rs

   
  0

–6
46

1 
(3

1.
9)

21
3 

(4
6.

2)
84

 (
18

.2
)

64
 (

13
.9

)
10

0 
(2

1.
7)

0.
00

39
   

  7
–1

2
90

5 
(6

2.
7)

32
4 

(3
5.

8)
16

9 
(1

8.
7)

17
1 

(1
8.

9)
24

1 
(2

6.
6)

   
  ≥

13
77

 (
5.

3)
24

 (
31

.2
)

16
 (

20
.8

)
13

 (
16

.9
)

24
 (

31
.2

)

   
M

os
t c

om
pl

ex
 A

R
V

 r
eg

im
en

 u
se

d 
fo

r 
≥2

8 
da

ys
 d

ur
in

g 
th

ir
d 

tr
im

es
te

r

   
  N

o 
A

R
V

 f
or

 ≥
28

 d
ay

s
70

 (
4.

9)
14

 (
20

.0
)

27
 (

38
.6

)
5 

(7
.1

)
24

 (
34

.3
)

<
0.

00
01

   
  1

 N
R

T
I

56
 (

3.
9)

23
 (

41
.1

)
15

 (
26

.8
)

5 
(8

.9
)

13
 (

23
.2

)

   
  2

 N
R

T
Is

77
 (

5.
3)

32
 (

41
.6

)
14

 (
18

.2
)

8 
(1

0.
4)

23
 (

29
.9

)

   
  2

 N
R

T
Is

 +
 1

 N
N

R
T

I
39

3 
(2

7.
2)

15
5 

(3
9.

4)
69

 (
17

.6
)

66
 (

16
.8

)
10

3 
(2

6.
2)

   
  2

 N
R

T
Is

 +
 1

 P
I

81
0 

(5
6.

1)
33

0 
(4

0.
7)

13
4 

(1
6.

5)
15

8 
(1

9.
5)

18
8 

(2
3.

2)

   
  O

th
er

37
 (

2.
6)

7 
(1

8.
9)

10
 (

27
.0

)
6 

(1
6.

2)
14

 (
37

.8
)

   
R

ea
so

n 
fo

r 
us

e 
of

 A
R

V
s 

du
ri

ng
 p

re
gn

an
cy

   
  P

ro
ph

yl
ax

is
70

6 
(5

0.
6)

31
0 

(4
3.

9)
13

8 
(1

9.
5)

10
6 

(1
5.

0)
15

2 
(2

1.
5)

0.
00

04
   

  T
re

at
m

en
t

68
9 

(4
9.

4)
23

6 
(3

4.
3)

12
2 

(1
7.

7)
13

3 
(1

9.
3)

19
8 

(2
8.

7)

   
  D

at
a 

m
is

si
ng

48
15

9
9

15

   
N

um
be

r 
of

 p
ri

or
 li

ve
 b

ir
th

s

Int J Gynaecol Obstet. Author manuscript; available in PMC 2012 August 01.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Kreitchmann et al. Page 10

V
ar

ia
bl

e 
c

O
ve

ra
ll 

(n
=1

44
3)

V
ag

in
al

 (
n=

56
1)

SC
S-

P
M

T
C

T
(n

=2
69

)
SC

S-
ot

he
r 

(n
=2

48
)

N
SC

S 
(n

=3
65

)
P

 v
al

ue
 d

   
  0

31
1 

(2
1.

6)
10

4 
(3

3.
4)

66
 (

21
.2

)
43

 (
13

.8
)

98
 (

31
.5

)

0.
03

   
  1

45
4 

(3
1.

5)
17

9 
(3

9.
4)

88
 (

19
.4

)
82

 (
18

.1
)

10
5 

(2
3.

1)

   
  >

1
67

8 
(4

7.
0)

27
8 

(4
1.

0)
11

5 
(1

7.
0)

12
3 

(1
8.

1)
16

2 
(2

3.
9)

   
C

D
4 

co
un

t a
t e

nr
ol

lm
en

t, 
ce

lls
/m

m
3

   
  <

20
0

18
8 

(1
3.

2)
54

 (
28

.7
)

43
 (

22
.9

)
40

 (
21

.3
)

51
 (

27
.1

)

0.
01

   
  2

00
–4

99
72

3 
(5

0.
9)

27
2 

(3
7.

6)
13

1 
(1

8.
1)

12
5 

(1
7.

3)
19

5 
(2

7.
0)

   
  ≥

 5
00

50
9 

(3
5.

8)
22

3 
(4

3.
8)

91
 (

17
.9

)
80

 (
15

.7
)

11
5 

(2
2.

6)

   
  D

at
a 

m
is

si
ng

23
12

4
3

4

   
C

D
4%

 a
t e

nr
ol

lm
en

t

   
  <

14
99

 (
7.

8)
29

 (
29

.3
)

20
 (

20
.2

)
20

 (
20

.2
)

30
 (

30
.3

)

0.
00

28
   

  1
4–

28
55

4 
(4

3.
8)

19
2 

(3
4.

7)
11

4 
(2

0.
6)

93
 (

16
.8

)
15

5 
(2

8.
0)

   
  ≥

29
61

2 
(4

8.
4)

27
8 

(4
5.

4)
11

1 
(1

8.
1)

81
 (

13
.2

)
14

2 
(2

3.
2)

   
  D

at
a 

m
is

si
ng

17
8

62
24

54
38

   
C

D
4 

co
un

t a
t h

os
pi

ta
l d

is
ch

ar
ge

, c
el

ls
/m

m
3

   
   

<
20

0
13

3 
(1

0.
1)

40
 (

30
.1

)
30

 (
22

.6
)

21
 (

15
.8

)
42

 (
31

.6
)

<
0.

00
01

   
  2

00
–4

99
57

7 
(4

3.
6)

17
0 

(2
9.

5)
12

3 
(2

1.
3)

11
5 

(1
9.

9)
16

9 
(2

9.
3)

   
  ≥

 5
00

61
3 

(4
6.

3)
28

7 
(4

6.
8)

10
0 

(1
6.

3)
10

0 
(1

6.
3)

12
6 

(2
0.

6)

   
  D

at
a 

m
is

si
ng

12
0

64
16

12
28

   
C

D
4%

 a
t h

os
pi

ta
l d

is
ch

ar
ge

   
  <

14
70

 (
5.

7)
23

 (
32

.9
)

13
 (

18
.6

)
15

 (
21

.4
)

19
 (

27
.1

)

0.
02

   
  1

4–
28

45
7 

(3
7.

5)
14

8 
(3

2.
4)

10
6 

(2
3.

2)
76

 (
16

.6
)

12
7 

(2
7.

8)

   
  ≥

 2
9

69
3 

(5
6.

8)
29

4 
(4

2.
4)

12
3 

(1
7.

7)
10

7 
(1

5.
4)

16
9 

(2
4.

4)

   
  D

at
a 

m
is

si
ng

22
3

96
27

50
50

   
Pl

as
m

a 
vi

ra
l l

oa
d 

at
 e

nr
ol

lm
en

t (
co

pi
es

/m
L

)

   
  <

10
00

90
7 

(6
3.

8)
39

3 
(4

3.
3)

14
3 

(1
5.

8)
16

8 
(1

8.
5)

20
3 

(2
2.

4)

<
0.

00
01

   
  1

00
0–

99
99

27
5 

(1
9.

4)
84

 (
30

.5
)

65
 (

23
.6

)
38

 (
13

.8
)

88
 (

32
.0

)

   
  ≥

10
 0

00
23

9 
(1

6.
8)

78
 (

32
.6

)
55

 (
23

.0
)

38
 (

15
.9

)
68

 (
28

.5
)

   
  D

at
a 

m
is

si
ng

22
6

6
4

6

   
Pl

as
m

a 
vi

ra
l l

oa
d 

at
 h

os
pi

ta
l d

is
ch

ar
ge

 (
co

pi
es

/m
L

)

   
  <

10
00

11
27

 (
84

.1
)

45
9 

(4
0.

7)
17

7 
(1

5.
7)

21
3 

(1
8.

9)
27

8 
(2

4.
7)

<
0.

00
01

   
  1

00
0–

99
99

13
3 

(9
.9

)
27

 (
20

.3
)

49
 (

36
.8

)
14

 (
10

.5
)

43
 (

32
.3

)

Int J Gynaecol Obstet. Author manuscript; available in PMC 2012 August 01.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Kreitchmann et al. Page 11

V
ar

ia
bl

e 
c

O
ve

ra
ll 

(n
=1

44
3)

V
ag

in
al

 (
n=

56
1)

SC
S-

P
M

T
C

T
(n

=2
69

)
SC

S-
ot

he
r 

(n
=2

48
)

N
SC

S 
(n

=3
65

)
P

 v
al

ue
 d

   
  ≥

10
 0

00
80

 (
6.

0)
22

 (
27

.5
)

31
 (

38
.8

)
8 

(1
0.

0)
19

 (
23

.8
)

   
  D

at
a 

m
is

si
ng

10
3

53
12

13
25

In
fa

nt
 v

ar
ia

bl
es

   
Pr

et
er

m
 b

ir
th

 (
<

37
 c

om
pl

et
ed

 w
ee

ks
 o

f 
ge

st
at

io
n)

   
  Y

es
14

0 
(9

.7
)

35
 (

25
.0

)
11

 (
7.

9)
36

 (
25

.7
)

58
 (

41
.4

)
<

0.
00

01
   

  N
o

13
03

 (
90

.3
)

52
6 

(4
0.

4)
25

8 
(1

9.
8)

21
2 

(1
6.

3)
30

7 
(2

3.
6)

   
L

ow
 b

ir
th

 w
ei

gh
t (

<
25

00
 g

)

   
  Y

es
14

4 
(1

0.
0)

39
 (

27
.1

)
12

 (
8.

3)
37

 (
25

.7
)

56
 (

38
.9

)
<

0.
00

01
   

  N
o

12
99

 (
90

.0
)

52
2 

(4
0.

2)
25

7 
(1

9.
8)

21
1 

(1
6.

2)
30

9 
(2

3.
8)

a V
al

ue
s 

ar
e 

gi
ve

n 
as

 n
um

be
r 

(p
er

ce
nt

ag
e)

 u
nl

es
s 

ot
he

rw
is

e 
in

di
ca

te
d.

b T
he

re
 w

er
e 

no
 s

ig
ni

fi
ca

nt
 d

if
fe

re
nc

es
 a

cc
or

di
ng

 to
 m

od
e 

of
 d

el
iv

er
y 

fo
r 

th
e 

fo
llo

w
in

g 
va

ri
ab

le
s 

(d
at

a 
no

t s
ho

w
n)

: n
um

be
r 

of
 p

eo
pl

e 
liv

in
g 

in
 th

e 
ho

us
eh

ol
d 

(P
=

0.
18

),
 g

ai
nf

ul
 e

m
pl

oy
m

en
t o

ut
si

de
 o

f 
th

e
ho

m
e 

(P
=

0.
07

),
 to

ba
cc

o 
us

e 
du

ri
ng

 p
re

gn
an

cy
 (

P=
0.

30
),

 a
lc

oh
ol

 u
se

 d
ur

in
g 

pr
eg

na
nc

y 
(P

=
0.

32
),

 c
oc

ai
ne

 u
se

 d
ur

in
g 

pr
eg

na
nc

y 
(P

=
0.

23
),

 m
ar

iju
an

a 
us

e 
du

ri
ng

 p
re

gn
an

cy
 (

P=
0.

83
),

 u
se

 o
f 

an
y 

an
tir

et
ro

vi
ra

ls
du

ri
ng

 p
re

gn
an

cy
 (

P=
0.

19
),

 n
um

be
r 

of
 p

ri
or

 s
til

lb
ir

th
s 

(P
=

0.
51

),
 C

D
C

 c
lin

ic
al

 d
is

ea
se

 s
ta

ge
 a

t e
nr

ol
lm

en
t (

P=
0.

11
),

 C
D

C
 c

lin
ic

al
 d

is
ea

se
 s

ta
ge

 a
t h

os
pi

ta
l d

is
ch

ar
ge

 (
P=

0.
20

),
 a

nd
 in

fa
nt

 g
en

de
r 

(P
=

0.
38

).

c M
is

si
ng

 d
at

a 
w

er
e 

ex
cl

ud
ed

 f
ro

m
 a

ll 
P 

va
lu

e 
ca

lc
ul

at
io

ns
.

d P 
va

lu
es

 a
re

 f
ro

m
 F

is
he

r 
ex

ac
t t

es
t.

Int J Gynaecol Obstet. Author manuscript; available in PMC 2012 August 01.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Kreitchmann et al. Page 12

Table 2

Respiratory morbidity among neonates in the study population

Respiratory morbidity No. (%)
(n=108) b

Respiratory distress syndrome 49 (45.4)

Transient tachypnea of the newborn 39 (36.1)

Pneumonia a 10 (9.3)

Meconium aspiration 7 (6.5)

Persistent pulmonary hypertension of the newborn 6 (5.6)

Pneumothorax 2 (1.9)

Pulmonary hemorrhage 2 (1.9)

Aspiration pneumonia 1 (0.9)

a
Suspected or presumed

b
Seven neonates had multiple respiratory morbidities (6 neonates had 2 respiratory morbidities; 1 neonate had 3 respiratory morbidities).
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