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Abstract. 
 
Background:  Although antiretroviral therapy (ART) in pregnancy can reduce vertical HIV transmission to 
<1%, it may also increase the risk of low birth weight (< 2500g, LBW) and preterm delivery (<37 weeks, 
PTD), conditions that confer significant morbidity and mortality to newborns in resource limited settings. In 
the multi-site PROMISE trial, we previously reported an increased risk of LBW and PTD among women 
initiating protease inhibitor (PI)-based ART during pregnancy, when compared to ZDV alone. We further 
describe obstetrical and clinical risk factors for LBW and PTD among study participants.     
 
Methods and Materials: Within the antepartum component of PROMISE, we assessed baseline clinical 
and obstetrical risk factors associated with LBW and PTD. Risk factors with p-value <0.15 in univariate 
logistic regression were included in multivariate backward logistic regression models. We also adjusted for 
treatment arm, gestational age (GA) at entry, and country.   
 
Results: Birth outcomes were available for 3423 HIV-infected women delivering between 4/2011-11/2014 
across 14 sites in Africa and Asia.  Among the 3333 women delivering at least one live born infant, median 
maternal age at enrollment was 26 years (IQR 22–30); 661 (20%) were primiparous, and 110 (3.3%) 
reported at least one prior PTD. Median birth weight was 2900g (IQR 2600–3200); and 558 (17%) infants 
weighed <2500 g. Median GA at birth was 39 weeks (IQR 38–40); 557 (17%, 95%CI: 16.1%-18.9%) were 
born prior to 37 weeks. In univariate analyses, clinical factors including maternal age 18-<21 year and entry 
RNA ≥20,000 copies were significant for PTD but not LBW; however, maternal age 18-<21 dropped out in 
the backward logistic model.  In the final multivariate models, adjusted for country and GA at entry, 
obstetrical risk factors for LBW and/or PTD included BMI, multiple gestation, prior PTD, pregnancy or 
chronic hypertension, IUGR, placental abruption, preterm labor, oligohydramnios, PROM, and antenatal 
ART were significant risk factors (table).    
 
Conclusion: Besides receipt of antenatal PI-based ART, a number of obstetrical risk factors contributed to 
LBW and PTD for HIV-infected pregnant women in PROMISE. Along with optimization of ART regimens, 
public health interventions are needed to address modifiable obstetrical risk factors, including education of 
pregnant women and clinicians on early warning signs and management of pregnancy-associated 
complications. 
 



 
 
 

*Adjusted for country and gestational age. 

 


