It’s the Law: HIV Testing in Pregnancy in New Jersey


Case Study 1 

Prenatal HIV Testing, Community Prenatal Clinic

Mai Lee is a recent immigrant from Asia. She is a tiny, thin woman. This is her first visit and she does not speak/understand English very well. She comes to this visit with her 8 year old son who speaks a little English.  She was referred by a nurse midwife from a local private OB/GYN practice. The referral note states they were unable to obtain a complete health history because of the language barrier, but assessed Mai to be about 5 months gestation with a small baby. The notes state Mai strongly refused an office ultrasound.  

No one in the clinic speaks Mai’s language. You need to get a prenatal health history and routine prenatal blood tests, including HIV.   

· What are the issues in this case? 

· How do you propose to get a health/pregnancy history and provide information to this mother about the prenatal screening, including HIV? 


· What is the plan if Mai’s HIV test is positive? 

Key Points: 

· Medical issues: 

What health issues may complicate the pregnancy (nutrition, conditions possibly leading to fetal intrauterine growth problems)? 

If Mai’s HIV test is positive, she will need referral quickly for evaluation of her HIV infection and to start on ARVs for perinatal prophylaxis and possibly her own health.   

· Psychosocial issues:  

Language barrier is a big issue: it is recommended NOT to use family, (especially the 8 year old child) for translation.  Use a non-community translation service (e.g. AT&T) to maintain confidentiality and privacy.  Partner HIV status and partner testing if her test is positive. 

· Family support: Asian families are usually close-knit and large. What other family members are in the community? Where is the father and other family members? What is Mai’s immigration status? Is she afraid that she or other family members may come to the attention of immigration officials?  

· Education about prenatal testing, particularly about HIV.  If the woman comes from a country where HIV prevalence is high, she may be afraid of HIV testing.  Mai may also have cultural beliefs about technology (e.g. ultrasound screening) and needs supportive education that is sensitive to her beliefs.  

Case Study 2










Hospital Prenatal Clinic, 3rd Trimester Retesting, High Risk for HIV

Joan J. (a former IVDU) is at 32 weeks gestation. She tested HIV negative at her first prenatal visit at 20 weeks.  This is her third pregnancy and she has a history of STDs and genital herpes.  Joan reports that her partner sometimes refuses to wear a condom for sex. She tells you he “gets very angry about it sometimes, especially when he’s had a few drinks.”  This visit she complains about a yellowish vaginal discharge that itches.    

· What are the issues in this case?


· How have you prepared Joan for 3rd trimester retesting for HIV infection?  


· What are the issues if Joan’s HIV test is positive at 32 weeks? 

Key Points:  

· Diagnosis and treatment for the vaginal infection


· Careful risk assessment and risk reduction counseling by referral if necessary.  

· Careful assessment of risk for domestic violence 

· Clinically as well as legally, Joan should have a repeat 3rd trimester test.  She can decline, however you need to strongly recommend it if she does. She has a history of risk behavior, STDs and unprotected sex. If her test is positive, she needs referral to HIV care and evaluation ASAP.  She is at high risk for perinatal transmission if she became HIVinfected during this pregnancy due to a high viral load. 

· Partner testing for STDs, HIV. 

Case Study 3

OB/GYN Office Young Couple, Prenatal HIV Testing   

Alonzo and Rita, a couple in their early 20s are, here for their first prenatal visit. They are so excited about their first baby.  They have been married for about 18 months and have been together for 3 years.  

Rita reads the material about the routine prenatal tests and says she will decline the HIV test.  When questioned by the nurse, Rita says “I don’t need an HIV test – I don’t do drugs and Alonzo is the only one I’ve been with.”

· What are the issues in this case and how do you present the information about NJ HIV prenatal testing law?

Key Points:

· Risk-based prenatal HIV testing often fails to identify pregnant women with HIV infection.
· Pregnancy is a “sexually-transmitted condition.”   A woman may not know she is at risk for HIV.  Alonzo may have had previous partners and/or risk factors in his history that Rita is unaware of.
· Responses to “I’m not at risk” statements may include: “You’re probably right, but we can’t be sure unless you get tested.”  You can also say, “By New Jersey law, HIV testing is routine and included with the other prenatal tests that are important.” 
· Experts recommend that all pregnant women be tested for HIV in prenatal care.

· The consequences of a positive HIV test are grave, even though there is effective treatment that can prolong a person’s life and improve their quality of life. All women should be given information about HIV and how to prevent infection. 

· If all the office staff are aware of the importance of HIV testing, the message will be conveyed to patients that this is routine, we recommend it (we tell all our patients why it is important) because there is treatment for the woman and to protect her baby. 

· If Rita declines the test – inform her that the law requires routine 3rd trimester testing—if she declines—the law requires rapid HIV testing at labor and delivery for her or after birth for her baby. 

Case Study 4 
OB/GYN Practice, Low HIV Incidence Area, Primigravida with Indeterminate 
HIV Test Results 


Jennifer is a 26 year old primigravida. She is now 16 weeks gestation. Her prenatal HIV screening ELISA (EIA) was positive and the Western Blot was indeterminate. You repeated the HIV test 6 weeks later with the same results.  

· What are the issues here? What further testing would you do?
· Does Jennifer have HIV infection?  Does she need to be started on ARVs for perinatal HIV prevention? 
· How do you discuss these results with Jennifer?  

Key Points

· This is likely to be a false positive antibody test.  Pregnancy itself can increase the rate of false positive HIV antibody tests.  (2000, Doran, TI Arch Fam Med. 2000;9:924-929  

· About 0.2 percent of EIA tests give positive results that are proven false by Western Blot. An EIA can be falsely positive for several reasons, including a patient's autoimmune disease, multiple pregnancies, blood transfusions, liver diseases, parenteral substance abuse, hemodialysis, or vaccinations for Hepatitis B, rabies, or influenza. (August 14-28, 2000 Archives of Internal Medicine)

· When confronted with an indeterminate WB test result, gestational stage is important. This woman is in the 2nd trimester, which presents less urgency to begin treatment than in the 3rd trimester. 

· Further testing should include polymerase chain reaction (PCR) test for viral nucleic acid sequences. The DNA-PCR is considered the method of choice. However, some laboratories offer only RNA-PCR testing, also called viral load, which is used to follow the course of HIV disease.  It is reasonable to use this method as a diagnostic tool. 

Case Study 5

Prenatal Clinic: Late Presenter to Prenatal Care

Ms. H., G3P2, 22 year-old Latina presenting for her first prenatal visit at 32 weeks gestation.  Her English is pretty good. She says she moved into the area a few months ago and has not had time to see a doctor for this pregnancy.  Her other babies were born “early” but they “are fine.”  Even though it is routine, she is reluctant to have an HIV test. 

· What are the routines for the prenatal tests for a woman who presents in the 3rd trimester?  What are the issues in this case specific to the HIV prenatal testing law? 

· How do you talk to her about the HIV test and the NJ law?  Do you have information about the test in Spanish? 

· How long will it take for HIV test results to be available?  Is rapid testing an option?

· What are the issues if Ms. H’s HIV test is positive?  What is important to tell her? 

Key Points

· This mother is in her 3rd trimester.  The requirements for repeat HIV testing do not apply. However, if she declines testing, it is important to tell her that rapid testing will be done in L & D unless she declines and then her baby will be tested after birth. 

· This mother has preterm deliveries.  Getting quick results of her prenatal tests including HIV is important. If rapid testing is an option, it will provide results quickly. While it may not show recent infection, a negative rapid test is reassuring. Document results, negative and positive,  and make sure that labor and delivery has a copy of her records because she may go into labor early. 

· What else is going on in this woman’s life that she presents late for care?  Why didn’t she have “time?” Is it cultural belief, distrust or disconnection with the healthcare system, worries about immigration, or other issues?  Building a relationship so that she continues in care and educating her about the importance of prenatal care for a healthy pregnancy are all important.   

· If the HIV test is positive, she needs reassurance that there is effective treatment for herself and to prevent transmission to her baby. She needs to be referred to and seen by an HIV expert quickly to evaluate the need for antiretroviral therapy for her and for preventing perinatal HIV transmission.   

· This mother may know that she is HIV positive and is reluctant to disclose for any number of reasons. Sometimes women will agree to screening even though they have known of their HIV positive status for some time.  

Case Study 6

Community Health Center, 1st Prenatal Visit, 2nd Trimester

Grace, 22, comes to the Family Health Center (FQHC) with her cousin who has been concerned about Grace’s health.  She is coming for a pregnancy test and “hopes I am NOT.  I have 2 babies still in diapers.”  When you ask Grace about her health, she says she is tired all the time.  “The kids wear me out.” She’s had clamydia and yeast infections from time to time – but they “go away after I get medicine.” 

Grace is pregnant, about 16 weeks, although it is hard to tell, she is so thin.  She tells you she had an HIV test for her last baby but “nobody told me anything, so it must have been negative.”  You also learn that her two children were born early and were small for gestational age. 

Grace’s HIV test comes back positive. 

· What are the issues in this case? 


· How do you handle giving positive HIV test results?  What resources do you have?  

Key Points

· Grace is not well.  It is likely that her HIV infection is advanced.  She has had a history of STDs, possibly recurrent candida infections.  It is important to get Grace into HIV care and expert OB care quickly for evaluation and possibly for treatment for her HIV and for perinatal prophylaxis.


· Get Grace referred/connected to a Family HIV Treatment Center for care and support.  It will also be important to test her two other children for HIV and identify her partner’s HIV status as well. This will take time and sensitivity; the Family Treatment Centers are expert at this. 

· What support system does Grace have?  Her cousin is involved and there may be other family members as well. 

· Is terminating the pregnancy one of the options for Grace?  What are resources/referrals if this is a choice for her? 

Case Study 7

ER Visit, Regional Perinatal Center, OB Triage, 7 Months Pregnant, Not in Care
Shakira W is a 32 year old pregnant woman comes to your ER at 7pm Saturday. Her complaint is back pain and severe burning on urination. She thinks she is 7 months pregnant but has not had prenatal care. She tells you “I just moved here.”

She does not have a healthcare provider. In addition to ruling out early labor and a workup for UTI, you want to do a rapid HIV test. 

· What are the issues in this case? 

· What follow-up should be done? 

Key Points:

· A rapid test is the best method for HIV testing for Shakira.  She is not in care and not connected to the healthcare system. 

· A negative rapid test will be reassuring – and will make the difference between needing to find prenatal and HIV care ASAP for this woman and having a bit of time to connect her with a prenatal provider. 

Case Study 8

Labor and Delivery, Community Hospital 

HIV Positive, Did Not Disclose

It is 8PM on Saturday evening. Denise is admitted to your community hospital L & D Her contractions are 5-6 minutes apart and her membranes are still intact.  She has no chart and states she has not had prenatal care. This is her 2nd baby.  (In reality, she has been seen a few times in the prenatal clinic at the Regional Teaching Hospital but wanted to deliver her baby at your hospital). 

Denise opts to have a rapid HIV test, and when it comes back as positive, she is not surprised or upset. She says, “I know I’m positive.”  She admits that she has taken HIV medicines in the past but “I didn’t take any since last year.” 

· What are the management issues in this case? 


· What are the recommendations for perinatal HIV prevention for this mother and baby?

· What resources do you have to assist in managing this mother during labor, postpartum?  

Key Points: 

· What NJ resources are available for you on a Saturday night? Do you know the numbers for expert OB consultation for managing this mother?  The Perinatal Guidelines are available online at www.AIDSinfo.nih.gov.  The Perinatal Hotline – National Perinatal HIV Consultation and Referral Service is available 24 hours a day at 1-888-448-8765. 
· Because this mother has had previous antiretroviral therapy, treating her is complex. She has an unknown viral load and is at unknown risk for transmitting HIV to her baby. Intrapartum ZDV and ZDV for the infant are recommended regardless of her previous treatment.  
· Consult with an OB expert regarding management of the delivery. The recommendations for this mother to prevent Perinatal HIV transmission include IV ZDV during labor and until the chord is clamped. Consult with a pediatric HIV expert regarding newborn prophylaxis.  
Case Study 9

Early Labor, Previously Refused HIV Testing. Rapid Test is Positive

Marla P. is in early labor. She refused HIV testing during prenatal care. After agreeing to a rapid test, the preliminary results come back positive. Her contractions are now 2 minutes apart. The physician and nurse give her the results of the test and explain the treatment options they recommend. Marla is planning to breastfeed her baby. 

· What are the issues in this case?

· What are the treatment options?

· How are you going to discuss the risk of HIV transmission through breastfeeding and to support Marla’s plans for breastfeeding? 

· Does your unit/hospital have 24 hour access to I.V. AZT?  To AZT syrup for the baby?

· What follow-up should be done? 

Key Points:

· Marla’s rapid test result is a preliminary positive.  It still needs to be confirmed.

· To reduce the risk of perinatal HIV transmission, IV AZT is recommended during labor. Because there is probably not enough time for a 4 hour infusion before the baby is born, it will be important to start infant AZT syrup as soon as possible after birth and before 12 hours of age.  

· On the chance that Marla’s HIV test is a false positive and is not confirmed by WB, helping her to pump and discard breast milk while she is waiting for the test results will support her wish to breastfeed her baby.  Continue to reinforce the need to wait until she gets the results of the confirmatory test. 

· Referral to a Family Treatment Center for follow-up of Marla’s confirmatory test and for infant testing.  

Case Study 10

L & D, Private Patient, Refused HIV Testing

Mary W. is admitted to L & D.  She is a private patient of the Chief of OB.  Her prenatal record indicates that she refused HIV testing early in prenatal care and again in the 3rd trimester. When you bring up the issue of routine rapid HIV testing she gets angry. 

She says “Why does everybody want me to have an HIV test?  I refused it before because I am NOT a drug user nor am I promiscuous.  This is harassment!”  

· How do you respond to Mary?  


· What are the issues in this case?  

Key Points: 

· It’s the law.  In a matter of fact way, present the information and agree with Mary that she is probably right – that she does not have HIV infection, but there is no way to know for sure unless she is tested.  She is NOT being singled out or harassed.  It is the law.  There is treatment to prevent a baby from getting HIV infection if his or her mother has HIV.  

· Inform her that if she declines testing at this point, her newborn will be tested after birth unless she has religious reasons for declining to have her infant tested.  Educate her that testing her infant will really be testing her because the test will measure maternal antibodies for HIV. 

Case Study 11

Possible HIV-Exposed Infant

Angela G.’s baby was born at 3 am Sunday morning by precipitous delivery.  It is now 
9 am and the results of Mom’s rapid HIV test come back positive. She tested negative early in prenatal care and in the 3rd trimester, but a rapid test was done in L & D because she reported that her husband was “back to using IV drugs.”   Angela is shocked and frightened about the results of her rapid HIV test. 

· What are the issues in this case? 

· How do you present the results of her preliminary positive rapid test?

· What treatment is recommended for Angela’s newborn?  

· What resources to you have for this mother and her family?  
Key Points:

· Even though Angela’s rapid HIV test is a preliminary positive, her history points to a risk that she may be truly infected and her infant exposed to HIV.  If she became infected in the last weeks of pregnancy, her viral load may be very high, putting her infant at increased risk of perinatal transmission.  It is still important to stress to her that the rapid test results are preliminary, we still need to confirm the results with a second test.  
· The recommendation is to start this infant on ZDV within 12 hours of birth – in this case, the sooner the better, as the mother did not have intrapartum ZDV. 
· Consult with a pediatric HIV expert ASAP.  Additional antiretroviral medications may be recommended for newborn post-exposure prophylaxis.  The Perinatal Hotline – National Perinatal HIV Consultation and Referral Service is available 24 hours a day at 1-888-448-8765. 
· Consult the Family HIV Treatment Center for resources and referral, particularly for psychosocial support for this mother. 
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