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Men 
73 % 
 

      Finns 
       44 % 
 

Immigrants 
       56 % 
 

Women 
27 % 
 

               HIV in Finland 1981-2016 

• Altogether 3742 HIV-cases diagnosed, 1019 in women 
• In women, the proportion of immigrants (56 %) is 

significantly higher than in men (25 %)                     THL 2017 



   Annual infections by transmission route 
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Mother-To-Child Transmission 

15-35% 

<1% Testing 
Mother’s ART 
Child’s ART 
Mode of delivery 
Formula feeding 



      HIV-related pregnancies in Finland 

• 212 women delivering 290 children after HIV-
diagnosis 1993-2013 

• 12 deliveries of HIV-positive women before 
diagnosis 1993-2013 

• After 2013 approx. 30-40 deliveries annually 

 



             Mothers’ demographics 
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Mode of transmission  

Heterosexual IDU Unknown/else

9% 

Origin  

Finland Eastern Europe

Western Europe and America Sub-Saharan Africa

Asia

34.9% 

14.6% 
34.4% 

15.6% 

84.4% 



          Antenatal testing in Finland 

• Nationwide opt-out testing in first trimester since 
1998 

• 97,5% of pregnant women are tested in Finland  

• Most not-tested already linked in care 

• 5-20 new HIV diagnoses annually  

• Should fathers be tested too?  

• 4 MTCT/year avoided in Finland by testing and 
treating 

 

 Surcel 2014 



     Diagnosis of parturients 1993-2013 

• 212 parturients, 186 
diagnosed in Finland 

• In Helsinki Metropolitan 
area 35.8% of women were 
diagnosed in antenatal 
care, outside Helsinki area 
65.2% 
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Antenatal Clinic Other primary care

Hospital Refugee/other immigrant services

Other/ not known

46.2% 

21.5% 

13.4% 

11.9% 



                   Linkage to care 

• Treatment of HIV is free of charge 

• Easy access to HIV outpatinet clinic 

• Easy access to Opioid Substitution Therapy, very 
seldom needed 

• Multidisciplinary team meetings once a month: 

• HIV-specialist, gynecologist, pediatric, midwife, 
infectious diseses nurse, pediatric nurse, social 
worker 

 

 



      Mothers’ ART before pregnancy 

• All HIV-positive patients are offered ART regardless 
of the CD4-count or HIV viral load in Finland 

• Approx. 98% of all patients are on ART 

• 96% of treated show viral loads < 50 copies/mL 

• Pregnancy potential is considered when starting 
ART to a woman in her fertile age (efavirenz 
avoided) 

 

 

 



Recommended regimens for pregnant 
women 

• Backbone: either abacavir/lamivudine or 
tenofovir/emtricitabine 

• TAF (tenofoviralafenamide) is not used in pregnant women 

• HBsAg positive -> tenofovir/emtricitabine 

• Third agent: atazanavir/r, darunavir/r, rilpivirine, raltegravir 
and increasingly dolutegravir 

• Intravenous zidovudine in delivery 

 

 



Virological follow up during pregnancy  

• HIV viral load (VL) every two months, if undetectable before 
the pregnancy 

• VL once a month until  <20 copies/mL, if starting during 
pregnancy 

 

• VL at gestational week 36 to decide the mode of delivery, 
preliminary plans made throughout the pregnancy  

 



               Mode of delivery 

• Mode of delivery on obstetrical indications if mother 
is on ART and VL <200 copies /ml 

 

• If viral load >200 copies /ml -> elective CS at week 38 

• If elective CS because of obstetrical indications -> 
week 39 

 
      

 



Mode of delivery and the last viral load 
preceding the delivery 2010-2013  

Vaginal delivery Elective CS Emergency CS

75.4% 

11% 

13.5% 
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<50 copies/mL 50-399 copies/mL >400 copies/mL

83.9% 

8.5% 

7.6% 



      Indications for CS 1993-2013 

• HIV was the main indication for CS in only 7% of all 
deliveries 

• Main indications for elective besides HIV were: 

    - Breech presentation 

    - Previous CS 

• Main indications for emergency CS were: 

    - Suspected fetal asphyxia 

    - Failure to progress 
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     Management of the delivery 

• Avoiding mother-child blood contact, if 
obstetrically possible 

• No artificial rupture of the membranes 
(ROM) 

• Induction, if labor starts by rupture of 
the membranes 

• Time from ROM not indication for 
Emergency CS  (since 2016) 

 

    Beckerman et al NEJM 1999;341, Mofenson et al NEJM 
1999;341, Mandelbrot et al Am J Obstet Gynecol 1996;175, 
Shapiro et al Obstet Gynecol 1999;94; CotterAM et al. Am J 
ObstetGynecol. 2012,Peters H et al. BJOG. 2015, Eppes C. 
BJOG. 2015 

 



      Is it possible to eliminate MTCT? 

• UK:  3/2117  (0,1%)   

• ANRS : 5 /1338 ( 0,4%) 

• ANRS : 56/8075 (0,7%) 

Townsend et al AIDS 2008, Warszawaski et al AIDS 2008, Mandelprot et al CID 2015 

 

Mandelprot CID 2015 



               MTCT in Finland 

• No transmissions, when mother’s HIV was known 
before the delivery 

• 3 transmissions altogether (1987, 1994, 2000) 

• 2 before the nationwide testing  

• 1 mother tested negative but acquired HIV during 
the pregnancy 
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            Child’s ART and follow-up 

• ART for 4 weeks 

• If mother’s viral load is low -> only zidovudine 

• Otherwise combined ART  

• Only formula feeding 

• HIV viral load at two days of age, at two months 
and four months of age 

• HIV-antibodies at 18 months of age 
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