Pregnancies among women seen for HIV-clinical care

- predictors and trends over time
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e An increasing number Of HlV_positive women accessing HIV care become pregnant [1’2] Table 1. CharaCteriStiCS Of pregnant H|V-pOSitive women aCCESSing care at UK CHIC Sites

* Diagnosed HIV-positive women accessing HIV care in the UK include women of different Year of conception 00/01 % 02/03 % 04/05 % 06/07 % 08/09 %
ethnicities, ages and levels of morbidity Women accessing care* | 4555 6340 7901 9359 9942

* The characteristics of this diverse group continue to change with an increasing number of |Pregnancy incidence 156 34 250 3.9 347 44 434 46 450 45
older women and women on ART [3] Repeat pregnancies 47 30.1 90 36.0 156 450 207 47.7 235 52.2
Age group 16-25| 16 103 45 180 56 161 68 157 69 15.3
Research questions (years) 26-35| 112 71.8 165 66.0 218 62.8 266 61.3 271 60.2
36-49| 28 179 40 16.0 73 21.0 100 23.0 110 24.4
1. Among women accessing HIV care, what factors are predictive of becoming pregnant? On ART 72 46.2 127 50.8 179 51.6 225 51.8 287 63.8
Did the pregnhancy incidence change during the period 2000-2009? CD4 <200 31 199 35 140 36 104 44 10.1 37 8.2
3. Are changes in the characteristics of pregnant women due to increases in the pregnancy | €ount 201-350| 49 314 65 260 98 282 106 24.4 103 22.9
rate among specific groups of women? >350| 74 474 137 548 204 588 264 60.8 302 67.1

NK| 2 1.3 13 5.2 9 26 20 46 8 1.8
Ethnicity Black-African| 104 66.7 182 72.8 236 68.0 322 74.2 329 73.1

Black-Caribbean| 3 1.9 6 2.4 14 4.0 18 4.1 18 4.0
White| 35 224 30 120 48 138 42 9.7 48 10.7
Other/NK| 14 9.0 32 128 49 141 52 120 55 12.2

Data were obtained from two on-going studies:
 The UK Collaborative Cohort (UK CHIC) Study: a large cohort of adults accessing HIV
clinical care at 13 HIV clinics, representing around 30% of women (aged 16-49 years)

who accessed HIV care in the UK in 2000-2009 [4] * Columns contain data for consecutive years, therefore women can be included twice in each column
* The National Study of HIV in Pregnancy and Childhood (NSHPC): collates pregnancy Table 2. Predictors of pregnancy among women accessing HIV clinical care
data on HIV-positive women accessing antenatal care from all maternity units in the Rate .
UK and Ireland using acti illance [5] Person  Preg- /100 Adjusted
ahd Ireland tsing attive survelfiante Variables g 95% ClI Relative 95% CI  P-value
, years nancies person .
Study design yrs Rate
* Women reported to both studies were identified using demographic and clinical 00/01| 4555 156 32 9 9-4.0 077 064-092 001
variables including date of birth and CD4 counts 02/03| 6340 250 39 35_.44 0.88 075-1.02 0.10
* A dataset was created containing all women (aged 16-49 years) who accessed care in **Year of 04/05| 7901 347 4.4 39-4.38 - - -
2000-2009 and included clinical data, such as CD4 counts (from UK CHIC), and conception 06/07| 9359 434 46 4.2-5.1 1.12 0.98-1.28 0.11
antenatal data, such as date of delivery (from NSHPC) 08/09| 9942 450 4.5 4.1-4.9 1.15 1.00-1.32  0.05

All| 38,097 1637 4.3 41-4.5 1.05 1.03-1.07 <0.001

 Age, ART use and CD4 count at start of year were used
16-25| 3486 254 7.3 6.4-8.1 1.12 0.98-1.29 0.11

.+ P i ing which HIV i luded from th '
regnancies during whic was diagnosed were excluded from that year’s data ,(A\gez;gsr)oup 26-35| 15927 1032 6.5 6.1-6.9 1 _ _
Definitions Y 36-49| 18,684 351 1.9 1.7-2.1 0.29 0.25-0.33 <0.001
* Date of conception: estimated as 266 days before expected date of delivery D0 R 22,012 890 4 3.7-4.2 0.95 0.85-1.05  0.32
« Year of pregnancy: year of conception D4 <200 6073 183 3 26-34| 065 055077 <0.001
count 201-350| 8341 421 4.8 4.3-5.2 1 - -
Statistical analysis (cells >350| 21,155 981 4.6 4.4-49 0.99 0.88-1.11  0.83
3
* Predictors of pregnancy and changes in pregnancy incidence were assessed using /mm?°) NK| 2028 52 2.6 1.9-3.3 0.52 0.39-0.68 <0.001
generalized estimating equations (Poisson regression) accounting for repeat Ethnicity =~ White| 6993 203 29 25-33 0.67 0.57-0.80 <0.001
measures Black-Caribbean| 1483 59 4 3.0-5.0 0.75 0.58-0.97 0.03
* Interaction terms between calendar year and each covariate were assessed to Black-African| 24,837 1173 4.7 4.5-5.0 1 _ _
investigate whether calendar year trends varied in some subgroups * Including all variables listed in the table

** aRR relates to a 1 year increment

_ Study limitations

* In 2000-2009 there were 1637 pregnancies among 1291 women I.  Some women in UK CHIC with a pregnancy may not have been found in NSHPC
* The number of women accessing care increased each year, as did the number of ii. A higher proportion of women in UK CHIC accessed care in London than did nationally
pregnancies among this group (Table 1) iii. ART status did not take into account whether the woman was on ART for her own

health or for prevention of mother-to-child-transmission (MTCT) during an earlier

Changes in the characteristics of pregnant women pregnancy

* During 2000-2009 there was an increase in the age of pregnant women, the proportion

of black-African and black-Caribbean women and the proportion conceiving on ART
 There was a decrease in the proportion with CD4 <350 cells/mm?3 (p<0.001) Conclusions

Predictors of pregnancy

e HIV-positive women accessing HIV clinical care are increasingly likely to become

 Older women were less likely to have a pregnancy than younger women (adjusted
Relative Rate [aRR] 0.44 per 10 year increment in age [95% Cl 0.41-0.46], p<0.001)

 Women with CD4<200 cells/mm?3 were less likely to have a pregnancy than women with
CD4 200-350 cells/mm?3 (aRR 0.67 [0.56-0.79], p<0.001)

* Women of white or black-Caribbean ethnicity were less likely to have a pregnancy than

pregnant.
 Changes in the characteristics of pregnant women in UK CHIC reflect changes in the
characteristics of women accessing care
e Demand is likely to increase for the multidisciplinary services providing clinical and
, o antenatal care, particularly services involved in the prevention and management of
women of black-African ethnicity (Table 2) o _ _ ,
o , , o pregnancy complications, as an increasing number of older women have children -
 ART use was not predictive of having a pregnancy after accounting for age, ethnicity and

women at increased risk of pre-term delivery, pre-eclampsia and gestational diabetes,
CD4 count (Table 2)

complications also associated with antenatal ART use

Changes in pregnancy incidence e MTCT rates in the UK are low, however the number infants exposed to HIV and ART in

 The likelihood that women had a pregnancy increased over the study period; this utero has increased. The long-term implications for in utero ART exposure, for children,
remained the case after accounting for changes in age, CD4 count, ethnicity and ART and ART use during pregnancy, on the woman’s health and future treatment responses
use (aRR per later year 1.05 [1.03-1.07], p<0.001) are not completely understood and require further investigation

* There was no evidence that the pregnancy rate increased more among women on ART, eferences.
women of a particular age, ethnicity or CD4 category 1. Cliffe et al. AIDS Care 2011;23: 2. French et al. JAIDS 2012;59:287 4. www.ukchic.org.uk

1093. 3. HPA. SOPHID tables: 2010 5. www.nshpc.ucl.ac.uk
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