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Panel’s Recommendations 

• In most cases, when a patient is already taking antiretroviral therapy (ART) at the time of presentation for 
pregnancy care, the ART regimen should be continued during pregnancy, provided that the regimen is 
tolerated, safe, and effective in suppressing viral replication (defined as a regimen that maintains an HIV 
viral load less than lower limits of detection of the assay) (AII). 

• When considering changes in ART during pregnancy, the Panel on Treatment of HIV During Pregnancy 
and Prevention of Perinatal Transmission recommends patient counseling to support informed decision-
making (AIII). See Appendix C: Antiretroviral Counseling Guide for Health Care Providers. 

• Clinicians should assess need in late pregnancy for changes in dosing, boosting, viral load monitoring, or 
choice of ARV (or ARVs) in current regimen based on pharmacokinetic changes, especially in the second 
and third trimester, which may lead to a lower plasma levels (AII). See Appendix B: Supplement: Safety 
and Toxicity of Individual Antiretroviral Agents in Pregnancy. 

• Although there is very limited data on the use of two-drug oral regimens during pregnancy 
(e.g., dolutegravir [DTG] plus lamivudine [3TC], DTG plus rilpivirine [RPV]), the component drugs are 
recommended as Preferred or Alternative for use in pregnancy. If DTG/3TC or DTG/RPV is used during 
pregnancy at the time of presentation and viral suppression has been successfully maintained, the two-
drug regimen can be continued (BIII) with viral load monitoring, but they are otherwise not recommended 
(see Table 7. Situation-Specific Recommendations for Use of Antiretroviral Drugs) (CIII). 

• Data about the use of long-acting injectable cabotegravir and RPV (LA CAB/RPV) during pregnancy are 
limited and insufficient to make a recommendation for or against use in pregnancy. When this regimen is 
used during pregnancy at the time of presentation, counseling about limited data should be provided. In 
conjunction with an HIV expert, a shared decision should be reached about continuing this regimen with 
frequent viral load monitoring (every 1–2 months) or switching to one of the Preferred or Alternative three-
drug oral regimens (CIII). Expert opinion supports continuation of LA CAB/RPV with dosing every 4 weeks 
(as opposed to every 8 weeks) during pregnancy if there are barriers to oral ART adherence and if viral 
suppression is present at the start of pregnancy and maintained throughout pregnancy.  

• The use of cobicistat (COBI)-containing regimens during pregnancy is associated with lower plasma drug 
exposures due to physiologic changes associated with pregnancy. These lower drug exposures pose an 
increased risk of virologic failure during the second and third trimesters of pregnancy. When one of these 
regimens is used during pregnancy at the time of presentation, a shared decision should be reached about 
whether to continue the regimen with frequent viral load monitoring or to switch to a different regimen that 
is recommended for use during pregnancy (BIII) (see Table 6. What to Start: Initial Antiretroviral Regimens 
During Pregnancy When Antiretroviral Therapy Has Never Been Received and Table 7. Situation-Specific 
Recommendations for Use of Antiretroviral Drugs). If a COBI-containing regimen is continued, absorption 
should be optimized by taking the drugs with food and following instructions for administration 
(e.g., spacing administration of vitamins containing iron and calcium) (AII). In these instances, viral load 
should be monitored more frequently (i.e., every 1–2 months) (CIII). 

• When a regimen that is not fully suppressive is used during pregnancy at presentation, adherence 
barriers, drug–drug and drug–food interactions, and HIV drug resistance should be carefully evaluated to 
determine whether a change in ART regimen is indicated. See Lack of Viral Suppression While on 
Antiretroviral Therapy in Pregnancy for additional guidance. 
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• If an ARV regimen is altered during pregnancy, the new regimen should include ARV drugs that are 
recommended for use in pregnancy (BIII) (see Table 6. What to Start: Initial Antiretroviral Regimens 
During Pregnancy When Antiretroviral Therapy Has Never Been Received and Table 7. Situation-Specific 
Recommendations for Use of Antiretroviral Drugs), and more frequent virologic monitoring is warranted 
until stable viral suppression is observed (CIII).  

• ARV drug-resistance testing should be performed prior to changing an ARV regimen when HIV RNA levels 
>200 copies/mL (AI for >1,000 copies/mL, AIII for 501–1,000 copies/mL, CIII for 201–500 copies/mL). For 
confirmed HIV RNA levels >200 copies/mL but <500 copies/mL, drug-resistance testing may be 
unsuccessful but should still be considered. See Antiretroviral Drug Resistance and Resistance Testing in 
Pregnancy. 

Please see Intrapartum HIV Care for guidance about use of intrapartum intravenous zidovudine prophylaxis 
and scheduled cesarean birth for instances when viral suppression on ART has not been achieved at birth. 

Rating of Recommendations: A = Strong; B = Moderate; C = Optional 

Rating of Evidence: I = One or more randomized trials with clinical outcomes and/or validated laboratory 
endpoints; II = One or more well-designed, nonrandomized trials or observational cohort studies with long-
term clinical outcomes; III = Expert opinion 

Management on Fully Suppressive Antiretroviral Therapy  

In general, when a fully suppressive antiretroviral (ARV) regimen is already being used when 
pregnancy occurs, the antiretroviral therapy (ART) regimen should be continued. The Panel 
on Treatment of HIV During Pregnancy and Prevention of Perinatal Transmission (the Panel) 
recommends that effective ART regimens should not be changed just because the regimen includes 
ARV drugs that are not Preferred or Alternative for use in pregnancy. Regimens that include an ARV 
drug with proven substantial fetal safety risk should be changed; however, no currently licensed ARV 
drug meets this criterion. Discontinuing or altering therapy could cause an increase in viral load, 
leading to disease progression, a decline in immune status, and an increased risk of perinatal HIV 
transmission.1 In a study from the French Perinatal cohort among 1,797 women with HIV RNA levels 
<50 copies/mL before 14 weeks of gestation, change in ARV regimen in 411 women due to safety 
concerns based on existing guidelines at the time of pregnancy did not result in loss of virologic 
control.2 However, among 662 pregnancies that were followed in Italy between 2001 and 2008, 
treatment modification during pregnancy was independently associated with HIV RNA level 
>400 copies/mL in late pregnancy (adjusted odds ratio [aOR] 1.66; 95% CI, 1.07–2.57; P = 0.024).1 
This highlights the importance of establishing potent and well-tolerated regimens prior to pregnancy, 
using Preferred and Alternative ARVs for use in pregnancy whenever possible, to maximize 
effectiveness and minimize the need for modifying treatment in pregnancy.  

Physiologic changes that occur during pregnancy may result in lower levels of certain ARVs, 
resulting in loss of virologic control with the potential for perinatal transmission. For patients who 
have achieved viral suppression and become pregnant while receiving regimens with a potential 
increased risk of virologic failure during pregnancy due to pharmacokinetic (PK) concerns 
(e.g., cobicistat [COBI]-boosted regimens, oral rilpivirine [RPV]) or regimens with insufficient data 
about dosing and/or safety in pregnancy (e.g., doravirine [DOR], oral two-drug regimens, long-acting 
injectables for HIV treatment [cabotegravir (CAB), RPV, and lenacapavir]), clinicians need to 
consider whether to continue the regimen or switch to a different regimen that is recommended for 
use during pregnancy3-5 (see Table 6. What to Start: Initial Antiretroviral Regimens During 
Pregnancy When Antiretroviral Therapy Has Never Been Received and Table 7. Situation-Specific 
Recommendations for Use of Antiretroviral Drugs During Pregnancy and When Trying to Conceive).  

For regimens with PK concerns or those with insufficient data about dosing in pregnancy, a shared 
decision may be reached to continue the suppressive regimen with frequent viral load monitoring 
(every 1–2 months, understanding that switching may be needed later in pregnancy and that 
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potential viral rebound may increase perinatal transmission risk and lead to cesarean birth), or they 
may elect to switch to a recommended oral regimen as soon as pregnancy is recognized. In these 
cases, the Panel emphasizes the importance of patient counseling and informed decision-making, 
including consideration of individual factors (such as ARV resistance or intolerance, or difficulty with 
adherence to other regimens) that may increase the risk of virologic failure with a switch to a new 
regimen. When choosing to switch any ART regimen in pregnancy when virologic suppression is 
already achieved, clinicians should closely monitor tolerability of the new regimen, evaluate for 
adverse effects, and perform more frequent viral load monitoring (i.e., every 1–2 months). For 
additional information, see Appendix C: Antiretroviral Counseling Guide for Health Care Providers. 

Cobicistat-Boosted Regimens  

Clinicians and patients should be aware that the use of atazanavir/cobicistat, darunavir/cobicistat, or 
elvitegravir/cobicistat (EVG/c) is associated with lower plasma drug exposures (both of COBI and of 
the drug being boosted) during the second and third trimesters of pregnancy due to the physiologic 
changes associated with pregnancy. These low drug exposures pose an increased risk of virologic 
failure in the second and third trimesters and potential perinatal HIV transmission. When one of 
these regimens is used during pregnancy at the time of presentation, providers should consider 
continuing the regimen with more frequent viral load monitoring (i.e., every 1–2 months) or switching 
to a different regimen that is recommended for use during pregnancy (see Table 6. What to Start: 
Initial Antiretroviral Regimens During Pregnancy When Antiretroviral Therapy Has Never Been 
Received and Table 7. Situation-Specific Recommendations for Use of Antiretroviral Drugs During 
Pregnancy and When Trying to Conceive).3-5 A multicenter, retrospective study of 134 pregnant 
women with HIV who received EVG/c-containing ART at any time during pregnancy reported that 
81.3% of study participants had viral suppression at birth (HIV RNA <40 copies/mL); among 
68 women who initiated EVG/c before pregnancy and continued receiving EVG/c through birth, the 
rate of viral suppression at birth was 88.2%. The perinatal HIV transmission rate was 0.8% in this 
study.6 If a COBI-containing regimen is continued, absorption should be optimized by taking the 
drugs with food and following instructions for administration (e.g., spacing administration of vitamins 
containing iron and calcium if used with EVG/c).  

Doravirine 

Data on DOR use during pregnancy are extremely limited and insufficient to make a 
recommendation for or against use in pregnancy. PK data on DOR in human pregnancy are 
available only from PK modeling data based on ex vivo studies of placental transfer.7,8 If pregnancy 
occurs with viral suppression while receiving regimens with DOR,  counseling should be provided 
about limited available data; see Doravirine. A shared decision should be reached about continuing 
DOR with frequent viral load monitoring (i.e., every 1–2 months) or switching to one of the Preferred 
or Alternative regimens. 

Oral Two-Drug Regimens 

Currently, limited data exist on the use of oral two-drug regimens in pregnancy (e.g., 
dolutegravir [DTG] plus lamivudine [3TC] and DTG plus RPV). However, for both DTG/3TC and 
DTG/RPV, there are data in nonpregnant persons showing noninferiority when compared to a 
standard three-drug regimen.9,10 The component drugs in each of the oral two-drug regimens (DTG, 
3TC, RPV) have well-described PK that are adequate in pregnancy, and the individual drug 
components are recommended as Preferred or Alternative ARV drugs by the Panel. The 
combination of  DTG/3TC is also now classified as an Alternative initial ART regimen for use in 
pregnancy when long-acting injectable CAB (CAB-LA) has not been used for pre-exposure 
prophylaxis (PrEP), HIV RNA ≤500,000 copies/mL, there is no hepatitis B virus coinfection, and HIV 
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genotypic resistance testing demonstrates sensitivity to 3TC (see Table 6. What to Start: Initial 
Antiretroviral Regimens During Pregnancy When Antiretroviral Therapy Has Never Been Received).  

Although PK data indicate that RPV plasma concentration is reduced during the second and third 
trimesters of pregnancy, the reduction is less than the reductions seen with the COBI-containing 
regimens described above, and there should be adequate exposure during most pregnancies. An 
observational study of 188 pregnant people on oral RPV as part of a three-drug regimen at birth 
found that 182 (96.8%) had viral load <200 copies/mL.11 Standard RPV dosing is recommended 
when used as part of a three-drug regimen, and viral load should be monitored frequently 
(e.g., every 1–2 months; see Rilpivirine, Table 7. Situation-Specific Recommendations for Use of 
Antiretroviral Drugs During Pregnancy and When Trying to Conceive). If DTG/3TC or DTG/RPV is 
used during pregnancy at the time of presentation and viral suppression has been successfully 
maintained, the two-drug regimen can be continued with viral load monitoring, but they are otherwise 
not recommended (see Table 7. Situation-Specific Recommendations for Use of Antiretroviral Drugs 
During Pregnancy and When Trying to Conceive). 

Long-Acting Injectable Cabotegravir and Rilpivirine  

Data on long-acting injectable CAB and RPV (LA CAB/RPV) are currently limited. A small number of 
patients without HIV who became pregnant while enrolled in the initial trials of CAB-LA for PrEP 
stopped the medication once pregnancy was recognized, usually in the first trimester. In these 
patients, the pharmacologic washout was similar in pregnant and nonpregnant adults.12,13 A 
secondary analysis of HPTN 084 included 30 patients on CAB-LA for PrEP who became pregnant 
and found no increased risk of composite poor pregnancy outcomes; the apparent terminal phase 
half-life of CAB in pregnant women was not significantly different from that in nonpregnant women.14 
A case report describing bimonthly LA CAB/RPV prior to and during a single pregnancy found that 
CAB concentrations during pregnancy were comparable to those for nonpregnant individuals; 
however, RPV was 70% to 75% lower. The mother’s HIV viral load remained undetectable 
throughout pregnancy, and the infant’s HIV RNA test was negative.15 In the HPTN 084 open-label 
extension PK substudy of 50 participants who took CAB-LA for PrEP before and during pregnancy, 
CAB-LA concentrations declined over the course of the pregnancy; however, drug levels remained 
above protocol-specific target levels.16 While data in nonpregnant adults suggest slower washout 
(and thus potentially higher CAB levels) with intramuscular CAB among people with obesity,17 this 
may not be applicable to the weight gain that is due to pregnancy, as the volume of distribution in 
pregnancy differs from that in obesity. Prior data have shown concern for lower concentrations of 
oral RPV in the third trimester,18 as above. A PK modeling study of LA CAB/RPV in pregnancy 
suggested that monthly CAB-LA could maintain antiviral efficacy throughout pregnancy, but that 
bimonthly administration may require careful clinical evaluation. However, monthly or bimonthly long-
acting injectable RPV in pregnancy may not adequately maintain certain target levels for antiviral 
efficacy in pregnancy.19  

Some patients who have achieved virologic suppression on LA CAB/RPV experienced previous 
challenges with oral ART, such that switching back to oral ART could increase the risk of virologic 
rebound. A shared decision should be reached about continuing this regimen with frequent viral load 
monitoring (every 1–2 months) or switching to one of the Preferred or Alternative three-drug ARV 
regimens in conjunction with an HIV expert. In light of the limited available PK data, expert opinion 
supports continuation of LA CAB/RPV with dosing every 4 weeks (as opposed to every 8 weeks) 
during pregnancy if there are barriers to oral ART adherence and if viral suppression is present at 
the start of pregnancy and maintained throughout pregnancy. 

When switching from LA CAB/RPV to an oral regimen in pregnancy, the timing of the switch must 
take into account the long half-life of the long-acting injectable formulation (median 5.6–11.5 weeks) 
with persistence of the drug for up to 12 months or longer.20 When LA CAB/RPV injections are 
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stopped, the Panel recommends initiating an alternative fully suppressive ARV regimen no later than 
1 month after the final LA CAB/RPV injection.21 Dosing recommendations, including guidance for 
switching to an oral regimen, can be found in the prescribing information.20,22 For additional 
information, see Optimizing Antiretroviral Therapy in the Setting of Viral Suppression and 
Discontinuation or Interruption of Antiretroviral Therapy in the Adult and Adolescent Antiretroviral 
Guidelines. 

When Full Suppression With Antiretroviral Therapy Is Not 
Achieved When Pregnancy Occurs 

People who are not fully suppressed and who are currently taking ART should be evaluated carefully 
for adherence barriers, drug–drug interactions, drug–food requirements, and HIV drug resistance, 
with every effort made to achieve rapid and full viral suppression through adherence interventions or 
medication changes (see Lack of Viral Suppression While on Antiretroviral Therapy in Pregnancy). 

When ART is used during pregnancy, ARV drug-resistance testing should be performed prior to 
changing an ARV regimen if HIV RNA levels are >200 copies/mL. If there has been any prior long-
acting CAB exposure (as part of ART or PrEP), the Panel recommends also performing an integrase 
strand transfer inhibitor genotype test. For HIV RNA levels >200 copies/mL but <500 copies/mL, 
drug-resistance testing may be unsuccessful but should still be considered (see Antiretroviral Drug 
Resistance and Resistance Testing in Pregnancy). 

https://clinicalinfo.hiv.gov/en/guidelines/hiv-clinical-guidelines-adult-and-adolescent-arv/optimizing-antiretroviral-therapy?view=full
https://clinicalinfo.hiv.gov/en/guidelines/hiv-clinical-guidelines-adult-and-adolescent-arv/discontinuation-or-interruption?view=full
https://clinicalinfo.hiv.gov/en/guidelines/hiv-clinical-guidelines-adult-and-adolescent-arv/whats-new?view=full
https://clinicalinfo.hiv.gov/en/guidelines/hiv-clinical-guidelines-adult-and-adolescent-arv/whats-new?view=full
https://clinicalinfo.hiv.gov/en/guidelines/perinatal/recommendations-arv-drugs-pregnancy-lack-viral-suppression-on-antiretroviral-therapy
https://clinicalinfo.hiv.gov/en/guidelines/perinatal/antepartum-care-arv-drug-resistance-testing
https://clinicalinfo.hiv.gov/en/guidelines/perinatal/antepartum-care-arv-drug-resistance-testing


Recommendations for the Use of Antiretroviral Drugs During Pregnancy and Interventions  
to Reduce Perinatal HIV Transmission in the United States C-56 

References 

1. Floridia M, Ravizza M, Pinnetti C, et al. Treatment change in pregnancy is a significant risk 
factor for detectable HIV-1 RNA in plasma at end of pregnancy. HIV Clin Trials. 
2010;11(6):303-311. Available at: https://pubmed.ncbi.nlm.nih.gov/21239358. 

2. Peyronnet V, Warszawski J, Sibiude J, et al. Does changing antiretroviral therapy in the first 
trimester of pregnancy for safety concerns have an impact on viral suppression? J Acquir 
Immune Defic Syndr. 2019;80(5):574-584. Available at: 
https://pubmed.ncbi.nlm.nih.gov/30649033. 

3. Crauwels HM, Osiyemi O, Zorrilla C, et al. Reduced exposure to darunavir and cobicistat in 
HIV-1-infected pregnant women receiving a darunavir/cobicistat-based regimen. HIV Med. 
2019;20(5):337-343. Available at: https://pubmed.ncbi.nlm.nih.gov/30873741. 

4. Momper JD, Best BM, Wang J, et al. Elvitegravir/cobicistat pharmacokinetics in pregnant and 
postpartum women with HIV. AIDS. 2018;32(17):2507-2516. Available at: 
https://pubmed.ncbi.nlm.nih.gov/30134297. 

5. van der Galieen R, Ter Heine R, Greupink R, et al. Pharmacokinetics of HIV-integrase 
inhibitors during pregnancy: mechanisms, clinical implications and knowledge gaps. Clin 
Pharmacokinet. 2018;58(3):309-323. Available at: 
https://pubmed.ncbi.nlm.nih.gov/29915921. 

6. Badell ML, Sheth AN, Momplaisir F, et al. A multicenter analysis of elvitegravir use during 
pregnancy on HIV viral suppression and perinatal outcomes. Open Forum Infect Dis. 
2019;6(4):129. Available at: https://pubmed.ncbi.nlm.nih.gov/31037241. 

7. Le MP, Pencole L, Peytavin G, et al. Placental transfer of doravirine, a recent HIV-1 NNRTI 
in the ex vivo human cotyledon perfusion model. J Antimicrob Chemother. 2021;76(9):2364-
2367. Available at: https://pubmed.ncbi.nlm.nih.gov/34151361. 

8. Bukkems VE, van Hove H, Roelofsen D, et al. Prediction of maternal and fetal doravirine 
exposure by integrating physiologically based pharmacokinetic modeling and human 
placenta perfusion experiments. Clin Pharmacokinet. 2022;61(8):1129-1141. Available at: 
https://pubmed.ncbi.nlm.nih.gov/35579825. 

9. Cahn P, Madero JS, Arribas JR, et al. Durable efficacy of dolutegravir plus lamivudine in 
antiretroviral treatment-naive adults with HIV-1 infection: 96-week results from the GEMINI-1 
and GEMINI-2 randomized clinical trials. J Acquir Immune Defic Syndr. 2020;83(3):310-318. 
Available at: https://pubmed.ncbi.nlm.nih.gov/31834000. 

10. van Wyk J, Ajana F, Bisshop F, et al. Efficacy and safety of switching to 
dolutegravir/lamivudine fixed-dose 2-drug regimen vs continuing a tenofovir alafenamide-
based 3- or 4-drug regimen for maintenance of virologic suppression in adults living with 
human Immunodeficiency virus type 1: phase 3, randomized, noninferiority TANGO study. 
Clin Infect Dis. 2020;71(8):1920-1929. Available at: 
https://pubmed.ncbi.nlm.nih.gov/31905383. 

11. Patel K, Huo Y, Jao J, et al. Dolutegravir in pregnancy as compared with current HIV 
regimens in the United States. N Engl J Med. 2022;387(9):799-809. Available at: 
https://pubmed.ncbi.nlm.nih.gov/36053505. 

https://pubmed.ncbi.nlm.nih.gov/21239358
https://pubmed.ncbi.nlm.nih.gov/30649033
https://pubmed.ncbi.nlm.nih.gov/30873741
https://pubmed.ncbi.nlm.nih.gov/30134297
https://pubmed.ncbi.nlm.nih.gov/29915921
https://pubmed.ncbi.nlm.nih.gov/31037241
https://pubmed.ncbi.nlm.nih.gov/34151361
https://pubmed.ncbi.nlm.nih.gov/35579825
https://pubmed.ncbi.nlm.nih.gov/31834000
https://pubmed.ncbi.nlm.nih.gov/31905383
https://pubmed.ncbi.nlm.nih.gov/36053505


Recommendations for the Use of Antiretroviral Drugs During Pregnancy and Interventions  
to Reduce Perinatal HIV Transmission in the United States C-57 

12. Delany-Moretlwe S, Hughes JP, Dadabhai S, et al. Long acting injectable cabotegravir: 
updated efficacy and safety results from HPTN 084. Presented at: International AIDS 
Society. 2022. Montreal, Canada. Available at: https://www.hptn.org/sites/default/files/inline-
files/220803%20IAS%202022%20HPTN%20084%20for%20HPTN%20website%20revised.p
df. 

13. Patel P, Thiagarajah S, Ford S, et al. Cabotegravir pharmacokinetic tail in pregnancy and 
neonatal outcomes. Abstract 775. Presented at: Conference on Retroviruses and 
Opportunistic Infections. 2020. Boston, MA. Available at: 
https://www.croiconference.org/abstract/cabotegravir-pharmacokinetic-tail-in-pregnancy-and-
neonatal-outcomes. 

14. Delany-Moretlwe S, Hanscom B, Guo X, et al. Evaluation of long-acting cabotegravir safety 
and pharmacokinetics in pregnant women in eastern and southern Africa: a secondary 
analysis of HPTN 084. J Int AIDS Soc. 2025;28(1):e26401. Available at: 
https://pubmed.ncbi.nlm.nih.gov/39748218. 

15. van der Wekken-Pas L, Weiss F, Simon-Zuber C, et al. Long-acting injectible cabotegravir 
and rilpivirine in a pregnant woman with HIV. Clin Infect Dis. 2024. Available at: 
https://pubmed.ncbi.nlm.nih.gov/38703388. 

16. HPTN 084 study demonstrates superiority of injectable cabotegravir to oral FTC/TDF for the 
prevention of HIV in cisgender women in sub-Saharan Africa [press release]. 11-9-2020 
2020. 

17. Yu Y, Bigos KL, Marzinke MA, et al. A population pharmacokinetic model based on HPTN 
077 of long-acting injectable cabotegravir for HIV PrEP. Br J Clin Pharmacol. 
2022;88(10):4623-4632. Available at: https://pubmed.ncbi.nlm.nih.gov/35949044. 

18. Osiyemi O, Yasin S, Zorrilla C, et al. Pharmacokinetics, antiviral activity, and safety of 
rilpivirine in pregnant women with HIV-1 infection: results of a phase 3b, multicenter, open-
label study. Infect Dis Ther. 2018;7(1):147-159. Available at: 
https://pubmed.ncbi.nlm.nih.gov/29335895. 

19. Atoyebi S, Bunglawala F, Cottura N, et al. Physiologically-based pharmacokinetic modelling 
of long-acting injectable cabotegravir and rilpivirine in pregnancy. Br J Clin Pharmacol. 
2025;91(4):989-1002. Available at: https://pubmed.ncbi.nlm.nih.gov/38340019. 

20. Cabenuva (cabotegravir extended-release injectable suspension; rilpivirine extended-release 
injectable suspension), co-packaged for intramuscular use [package insert]. Food and Drug 
Administration. 2025. Available at: 
https://www.accessdata.fda.gov/drugsatfda_docs/label/2025/212888Orig1s017lbl.pdf. 

21. Panel on Antiretroviral Guidelines for Adults and Adolescents. Guidelines for the use of 
antiretroviral agents in adults and adolescents with HIV. 2024. Available at: 
https://clinicalinfo.hiv.gov/en/guidelines/hiv-clinical-guidelines-adult-and-adolescent-
arv/whats-new. 

22. Vocabria (cabotegravir) [package insert]. Food and Drug Administration. 2025. Available at: 
https://www.accessdata.fda.gov/drugsatfda_docs/label/2025/212887s011lbl.pdf. 

https://www.hptn.org/sites/default/files/inline-files/220803%20IAS%202022%20HPTN%20084%20for%20HPTN%20website%20revised.pdf
https://www.hptn.org/sites/default/files/inline-files/220803%20IAS%202022%20HPTN%20084%20for%20HPTN%20website%20revised.pdf
https://www.hptn.org/sites/default/files/inline-files/220803%20IAS%202022%20HPTN%20084%20for%20HPTN%20website%20revised.pdf
https://www.croiconference.org/abstract/cabotegravir-pharmacokinetic-tail-in-pregnancy-and-neonatal-outcomes
https://www.croiconference.org/abstract/cabotegravir-pharmacokinetic-tail-in-pregnancy-and-neonatal-outcomes
https://pubmed.ncbi.nlm.nih.gov/39748218
https://pubmed.ncbi.nlm.nih.gov/38703388
https://pubmed.ncbi.nlm.nih.gov/35949044
https://pubmed.ncbi.nlm.nih.gov/29335895
https://pubmed.ncbi.nlm.nih.gov/38340019
https://www.accessdata.fda.gov/drugsatfda_docs/label/2025/212888Orig1s017lbl.pdf
https://clinicalinfo.hiv.gov/en/guidelines/hiv-clinical-guidelines-adult-and-adolescent-arv/whats-new
https://clinicalinfo.hiv.gov/en/guidelines/hiv-clinical-guidelines-adult-and-adolescent-arv/whats-new
https://www.accessdata.fda.gov/drugsatfda_docs/label/2025/212887s011lbl.pdf

	When Antiretroviral Therapy Is Being Taken When Pregnancy Occurs
	Management on Fully Suppressive Antiretroviral Therapy
	Cobicistat-Boosted Regimens
	Doravirine
	Oral Two-Drug Regimens
	Long-Acting Injectable Cabotegravir and Rilpivirine
	When Full Suppression With Antiretroviral Therapy Is Not Achieved When Pregnancy Occurs
	References



<<

  /ASCII85EncodePages false

  /AllowTransparency false

  /AutoPositionEPSFiles true

  /AutoRotatePages /None

  /Binding /Left

  /CalGrayProfile (Dot Gain 20%)

  /CalRGBProfile (sRGB IEC61966-2.1)

  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)

  /sRGBProfile (sRGB IEC61966-2.1)

  /CannotEmbedFontPolicy /Error

  /CompatibilityLevel 1.4

  /CompressObjects /Tags

  /CompressPages true

  /ConvertImagesToIndexed true

  /PassThroughJPEGImages true

  /CreateJobTicket false

  /DefaultRenderingIntent /Default

  /DetectBlends true

  /DetectCurves 0.0000

  /ColorConversionStrategy /CMYK

  /DoThumbnails false

  /EmbedAllFonts true

  /EmbedOpenType false

  /ParseICCProfilesInComments true

  /EmbedJobOptions true

  /DSCReportingLevel 0

  /EmitDSCWarnings false

  /EndPage -1

  /ImageMemory 1048576

  /LockDistillerParams false

  /MaxSubsetPct 100

  /Optimize true

  /OPM 1

  /ParseDSCComments true

  /ParseDSCCommentsForDocInfo true

  /PreserveCopyPage true

  /PreserveDICMYKValues true

  /PreserveEPSInfo true

  /PreserveFlatness true

  /PreserveHalftoneInfo false

  /PreserveOPIComments true

  /PreserveOverprintSettings true

  /StartPage 1

  /SubsetFonts true

  /TransferFunctionInfo /Apply

  /UCRandBGInfo /Preserve

  /UsePrologue false

  /ColorSettingsFile ()

  /AlwaysEmbed [ true

  ]

  /NeverEmbed [ true

  ]

  /AntiAliasColorImages false

  /CropColorImages true

  /ColorImageMinResolution 300

  /ColorImageMinResolutionPolicy /OK

  /DownsampleColorImages true

  /ColorImageDownsampleType /Bicubic

  /ColorImageResolution 300

  /ColorImageDepth -1

  /ColorImageMinDownsampleDepth 1

  /ColorImageDownsampleThreshold 1.50000

  /EncodeColorImages true

  /ColorImageFilter /DCTEncode

  /AutoFilterColorImages true

  /ColorImageAutoFilterStrategy /JPEG

  /ColorACSImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /ColorImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /JPEG2000ColorACSImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /JPEG2000ColorImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /AntiAliasGrayImages false

  /CropGrayImages true

  /GrayImageMinResolution 300

  /GrayImageMinResolutionPolicy /OK

  /DownsampleGrayImages true

  /GrayImageDownsampleType /Bicubic

  /GrayImageResolution 300

  /GrayImageDepth -1

  /GrayImageMinDownsampleDepth 2

  /GrayImageDownsampleThreshold 1.50000

  /EncodeGrayImages true

  /GrayImageFilter /DCTEncode

  /AutoFilterGrayImages true

  /GrayImageAutoFilterStrategy /JPEG

  /GrayACSImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /GrayImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /JPEG2000GrayACSImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /JPEG2000GrayImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /AntiAliasMonoImages false

  /CropMonoImages true

  /MonoImageMinResolution 1200

  /MonoImageMinResolutionPolicy /OK

  /DownsampleMonoImages true

  /MonoImageDownsampleType /Bicubic

  /MonoImageResolution 1200

  /MonoImageDepth -1

  /MonoImageDownsampleThreshold 1.50000

  /EncodeMonoImages true

  /MonoImageFilter /CCITTFaxEncode

  /MonoImageDict <<

    /K -1

  >>

  /AllowPSXObjects false

  /CheckCompliance [

    /None

  ]

  /PDFX1aCheck false

  /PDFX3Check false

  /PDFXCompliantPDFOnly false

  /PDFXNoTrimBoxError true

  /PDFXTrimBoxToMediaBoxOffset [

    0.00000

    0.00000

    0.00000

    0.00000

  ]

  /PDFXSetBleedBoxToMediaBox true

  /PDFXBleedBoxToTrimBoxOffset [

    0.00000

    0.00000

    0.00000

    0.00000

  ]

  /PDFXOutputIntentProfile ()

  /PDFXOutputConditionIdentifier ()

  /PDFXOutputCondition ()

  /PDFXRegistryName ()

  /PDFXTrapped /False



  /CreateJDFFile false

  /Description <<



    /BGR <>

    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>

    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>

    /CZE <>

    /DAN <>

    /DEU <>

    /ESP <>

    /ETI <>

    /FRA <>

    /GRE <>



    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)

    /HUN <>

    /ITA <>

    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>

    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>

    /LTH <>

    /LVI <>

    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)

    /NOR <>

    /POL <>

    /PTB <>

    /RUM <>

    /RUS <>

    /SKY <>

    /SLV <>

    /SUO <>

    /SVE <>

    /TUR <>

    /UKR <>

    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)

  >>

  /Namespace [

    (Adobe)

    (Common)

    (1.0)

  ]

  /OtherNamespaces [

    <<

      /AsReaderSpreads false

      /CropImagesToFrames true

      /ErrorControl /WarnAndContinue

      /FlattenerIgnoreSpreadOverrides false

      /IncludeGuidesGrids false

      /IncludeNonPrinting false

      /IncludeSlug false

      /Namespace [

        (Adobe)

        (InDesign)

        (4.0)

      ]

      /OmitPlacedBitmaps false

      /OmitPlacedEPS false

      /OmitPlacedPDF false

      /SimulateOverprint /Legacy

    >>

    <<

      /AddBleedMarks false

      /AddColorBars false

      /AddCropMarks false

      /AddPageInfo false

      /AddRegMarks false

      /ConvertColors /ConvertToCMYK

      /DestinationProfileName ()

      /DestinationProfileSelector /DocumentCMYK

      /Downsample16BitImages true

      /FlattenerPreset <<

        /PresetSelector /MediumResolution

      >>

      /FormElements false

      /GenerateStructure false

      /IncludeBookmarks false

      /IncludeHyperlinks false

      /IncludeInteractive false

      /IncludeLayers false

      /IncludeProfiles false

      /MultimediaHandling /UseObjectSettings

      /Namespace [

        (Adobe)

        (CreativeSuite)

        (2.0)

      ]

      /PDFXOutputIntentProfileSelector /DocumentCMYK

      /PreserveEditing true

      /UntaggedCMYKHandling /LeaveUntagged

      /UntaggedRGBHandling /UseDocumentProfile

      /UseDocumentBleed false

    >>

  ]

>> setdistillerparams

<<

  /HWResolution [2400 2400]

  /PageSize [612.000 792.000]

>> setpagedevice



