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EXECUTIVE SUMMARY

The United Nations Regional Taskforce on Prevention of Mother-to-Child Transmission of

HIV met from 11-13 May 2004 in Bangkok, involving countries from East and South Asia and

the Pacific.

The meeting aimed to strengthen communication and cooperation among those working on

PMTCT in Asia and the Pacific through sharing country experiences and technical updates

from global experts. Specific attention was also given to issues related to increasing access to

antiretroviral treatment.

During the opening session it was emphasized that the response to the HIV/AIDS epidemic in

the Asia-Pacific region will be a litmus test for how the epidemic will progress globally and that

a continued focus on prevention is essential to stop the increase in HIV prevalence in many

countries. In particular, countries with low HIV prevalence and low populations should keep

their major focus on primary prevention.

During the update on HIV in the region it was shown that HIV is increasingly spreading

from high-risk behaviour groups including injecting drug users and sex workers, to populations

with low risk behaviour and who are in risk situations such as women whose husbands/partners

engage in risky sex or injecting drug use, or the unborn children of these women. As a

consequence the number of children infected with HIV is increasing. Prevalence rates among

populations with high-risk behaviour; how much the epidemic has spread into the lower-risk/

risk situation populations; and occurrence of risky behaviors among certain population groups

vary between and even within countries and one standard PMTCT approach for the whole

region is therefore not suitable.

A mother living with HIV, also a member of the Thai Network for people living with HIV, gave

a presentation on her personal experience of finding out she was infected and how to deal

with her HIV status during subsequent pregnancies. The involvement of people living with

HIV/AIDS during these kinds of meetings is important for participants to get exposure to

the reality of the people they are planning programs for, as well as the participation of

women affected.

Several presentations criticized the fact that many PMTCT programs have a narrow focus on

voluntary confidential counseling and testing (VCCT) and anti-retroviral (ARV) provision.

Participants were urged to support more comprehensive programs that also address primary

prevention (such as through counseling all HIV-negative women on HIV prevention), assisting

HIV-positive women to make an informed decision about future pregnancies, infant feeding

counseling for HIV-positive and -negative women, and support and treatment for women and

children affected by HIV/AIDS.

While provision of anti-retroviral therapy (ART) is receiving increasing attention, care, support

and treatment for mothers and children as part of PMTCT should go beyond ART and also
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include prevention and treatment of opportunistic infections, psychosocial support, nutritional

support and support for orphans and other children made vulnerable by HIV/AIDS. Countries

are encouraged to adapt international WHO guidelines for ARV prophylaxis and treatment

based on local circumstances such as funding availability and health care capacity.

Several speakers voiced concern about treatment for children. Disease progression in children

is normally faster than in adults. Treatment guidelines for children are not widely available and

pediatric formulations of many of the ARVs do not exist. Participants were therefore requested

to support the development of national pediatric guidelines. The Regional PMTCT Taskforce

should advocate for increased availability of pediatric drug formulations.

An essential component of a comprehensive PMTCT program is community mobilization.

Creating awareness on HIV/AIDS and PMTCT among the population at large will reduce fear,

stigma and discrimination; support the quality of counseling of pregnant women on PMTCT,

and increase uptake and demand for PMTCT services. While the importance of community

mobilization has been recognized in many reports and meetings, services and coverage

remain limited.

Many PMTCT programs in the region face inadequate funding. To increase funding for PMTCT

programs, program managers and others working on PMTCT should be more proactive in

trying to influence national HIV/AIDS project proposals to the Global Fund for HIV/AIDS,

Tuberculosis and Malaria (GFATM) and other funding sources including funding for HIV/AIDS

activities by their own governments.

On the future of the Regional PMTCT Taskforce it was agreed to continue the representation of

the East Asia, South Asia and Pacific regions, to meet approximately three times every two

years and to ensure that other UN agencies and NGOs are involved in planning and attending

meetings, as well as representatives of women affected by and living with HIV/AIDS.
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The meeting of the United Nations Regional Taskforce on Prevention of Mother-to-Child

Transmission of HIV was held from 11-13 May 2004 in Bangkok. It was convened by UNICEF and

involved participants from the East Asia and Pacific regions, along with participants from South

Asia, who were attending in a formal capacity for the first time.

A total of 40 representatives from 14 countries attended, along with 15 representatives of

11 national and supranational organizations (see Annex II). Representatives from CDC and

WHO, strong supporters of the Taskforce, could not attend the meeting because of conflicting

commitments.

The meeting aimed to strengthen communication and cooperation among those working on

PMTCT in Asia and the Pacific through sharing country experiences and technical updates

from global experts. Within the context of PMTCT programs, the broader issue of increasing

access to antiretroviral treatment (including the “3 by 5” Initiative) was also highlighted,

along with:

• Infant feeding

• A wider framework for care and support

• Advocacy for attention to pediatric formulations

• Counseling quality and support to counselors

The meeting agreed that the Taskforce should continue as a “joint” regional initiative,

including countries from East Asia, the Pacific and South Asia.  The meeting agreed that this

should be formalized at the next UNAIDS Regional Theme Group Meeting.

INTRODUCTION
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“By 2007, it is quite likely we will have 40 million more people living under the poverty line
as  a result of HIV/AIDS, excluding the major countries of Indonesia, China and India.”
- Tony Lisle

The meeting began with remarks from UNAIDS Intercountry Team Leader Tony Lisle and UNICEF

Deputy Regional Director Richard Bridle, both of whom stressed that, while much has been

accomplished in PMTCT across the region, much more remains to be done. They agreed that

the response to the HIV/AIDS epidemic in the Asia-Pacific region will be a litmus test for how

the epidemic will progress globally and that the key to reining in the explosive growth of

the disease is to keep efforts and resources focused on prevention.

Other major points made by Mr. Lisle were:

• Vibrant responses to the epidemic among some countries in the region have started

to wane.

• Commitment from political leaders is essential to keeping national responses strong.

• The ability of young people to receive meaningful services is absolutely critical to

response; but in many cases they are unable to do so.

• Women are disproportionately affected by the HIV/AIDS epidemic.

• Only 20% of the resources needed to effectively battle the epidemic in the region have

been mobilized.

• Public/private partnerships will be critical for an effective response.

Major points made by Mr. Bridle included:

• The region is facing three major threats: growing gross inequalities of wealth and resources,

increasing internal conflicts and the threat of HIV/AIDS.

• The growth of the HIV/AIDS epidemic is related to inequalities and conflicts.

• The epidemic, if unchecked, will rob countries of their new-found prosperity and prevent

poorer nations from achieving prosperity.

• While political commitment is still lacking, some countries have made significant progress,

for instance, China has made a dramatic turnaround in public health issues largely

because of SARS.

• While prevention is crucial, care must not be neglected nor efforts to reduce the stigma

associated with the disease.

OPENING REMARKS
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1. The Epidemic in Asia - Dynamics and Projections
Presented by Gregory Carl of EAPRO on behalf of Dr. Tim Brown of East West Centre/

UNAIDS/Thai Red Cross AIDS Research Centre.

“HIV growth is not inevitable... We know how to interrupt the chain of transmission in Asia.”

- Dr. Tim Brown.

A study conducted by Dr. Tim Brown that mapped the progress of the HIV/AIDS epidemic in

the Asia-Pacific region concluded that the numbers of those engaged in risky behaviors in

different countries varies, explaining different levels and intensities of the epidemic in various

countries. He expressed concerns that the high levels of HIV prevalence among high-risk groups

like intravenous drug users and commercial sex workers could result in the virus spreading more

widely among the general population and ultimately through mother-to-child transmission

to infants. Data shown from several countries in the region already indicate that this trend has

started. Despite some notable successes in stemming the growth of the epidemic, the

response in Asia has flat-lined. With today’s level of response, the epidemic in this region will

not be contained.

Dr. Brown outlined several solutions to blunt the growth of the epidemic. Among his key

points were:

• The most effective way to control generalized epidemics in Asia is to protect high-risk

populations such as intravenous drug users, commercial sex workers and their clients.

• Prevention programs should be expanded and refocused to ensure the availability of

condoms as well as new needles for intravenous drug users.

• Prevention programs must be carried out on a national scale.

Participants agreed that because of the varying levels and intensities of the disease in

different countries, Asia was facing several HIV/AIDS epidemics, not just one. Several noted

that critical data on young people and the epidemic are lacking, and that young people

must be engaged in the prevention process. Care must also be available, for without hope for

care, few people at risk will submit to testing. One participant added that unless the general

population could be shown the benefits of funneling resources to the marginalized groups

that make up the at-risk population, societies will not be willing to shoulder the cost of care

and prevention programs.

TECHNICAL PRESENTATIONS
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2. The perspective of HIV-positive pregnant women
Presented by Khun Junsuda Suwanjundee of the NGO/CBO

Network for HIV-positive women.

“When I learned I had HIV everything in my life was lost.” - Junsuda Suwanjundee

In a poignant and highly personal presentation, Junsuda Suwanjundee recounted her

experience of teenage intravenous drug use, learning she was HIV positive and dealing with

despair and rejection by family members, friends and society. She also explained her decision

to have a child despite being HIV positive and the risks, fears and joy of bringing a new life into

the world. The cornerstone of her ability to cope with the disease was finding others who were

in the same position, underscoring the absolutely crucial role that communities and support

groups play in assisting people living with HIV/AIDS.

Among key points made by Junsuda were:

• HIV is not just a biological but also a cultural issue.

• Governments, NGOs, support groups and HIV-infected people need to work together for

prevention to be successful.

• HIV-infected women want to make their own choices when it comes to having children.

• Quality pre-test and post-test counseling is vital.

All who heard Junsuda’s tale agreed that it succeeded in personalizing a subject that at times

can become coldly scientific. People such as Junsuda should be an integral part of Taskforce

meetings and any other meetings on HIV/AIDS to bring home the human element of the work.

Interpreters, if needed, should be provided on such occasions so that people living with

HIV/AIDS can express their feelings and experiences with as much eloquence as possible.

Junsuda’s story can encourage others to learn how to live with the disease. In conclusion,

Junsuda stressed the importance of family support in coping with HIV/AIDS and that it is

always better for a family to stay together.

3. Primary prevention during pregnancy and post-partum
Presented by Dr. Wendy Holmes, Health Specialist, International Centre for Health,

MacFarlane Burnet Institute for Medical Research and Public Health.

“The question of whether women are especially vulnerable to HIV during pregnancy has

been neglected.” - Dr. Wendy Holmes

Dr. Wendy Holmes’ findings suggested that women may indeed be more vulnerable to

infection during certain periods of pregnancy, delivery and thereafter. The reasons for this are

varied, including changes to a woman’s immune system during pregnancy, the quality of

care a woman receives while pregnant and a tendency for husbands to pursue extra-marital

sex during their wives’ pregnancies. Since people infected with HIV maintain an especially
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high viral load in the period following infection, pregnant women are at particular risk of

infection from husbands who become infected during extra-marital sex and then return to sex

within the marriage after delivery of a child. Dr. Holmes concluded that it is essential to step up

levels of counseling and involve men in the counseling process to protect women from

infection during pregnancy.

Other key points made by Dr. Holmes were:

• Women are more likely to receive a blood transfusion when pregnant or soon after

delivery.

• Women may be more likely to receive a possibly unsafe injection during ante-natal care.

• During pregnancy there are changes in the immune system to accommodate

the ‘alien’ fetus during gestation. Reproductive immunologists should work to increase

our understanding of these complex changes.

• Community PMTCT education programs should appeal to men’s sense of responsibility

towards the protection of their families.

Participants agreed that increased counseling for couples both during pregnancy and after is

vital for preventing HIV infections during those periods. However, many cultural roadblocks

remain, including taboos on discussing sexual practices and educating and encouraging

women to take control of condom use in their marriages. Responding to queries, Dr. Holmes

said this complex subject could be reduced to a simple message to husbands: that if you have

sex outside your marriage while your wife is pregnant or breastfeeding you risk the lives of your

wife and baby. She also stressed that counseling should be available even when testing is not.

4. Revised UN ARV guidelines for PMTCT
Presented by Dr. Ngashi Ngongo, Health Advisor, HIV Care and Support, UNICEF NewYork.

“When a woman is in labor, it’s not the appropriate time for counseling.” -

Dr. Ngashi Ngongo

In a technical presentation, Dr. Ngashi Ngongo of UNICEF New York updated and reviewed

the latest United Nations guidelines for antiretroviral treatments and regimens for pregnant

women to prevent mother-to-child transmission of HIV. A range of treatment options were

presented and analyzed for efficacy as well as subsequent resistance to ARV therapies. A total

of eight clinical scenarios were presented and discussed along with the current recommended

treatments for each.

Among the key findings raised by Dr. Ngongo were:

• Up to 50% of women with HIV/AIDS can pass on infection to their babies.

• Short course zidovudine for PMTCT is not associated with short-term clinical or lab

toxicities, altered disease progression or increased risk of congenital malformations.
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• The major short-term toxicity in infants is anemia, usually mild and reversible after

discontinuation of treatment.

• Severe neonatal anemia and neutropenia were observed with prolonged use of

AZT + 3TC (more than one month).

Three treatments were analyzed for ARV resistance following a short-course PMTCT

prophylaxis:

• Zidovudine: Multiple mutations required to confer resistance. Very low prevalence of

resistance reported, unlikely to impact of future Zidovudine treatment options.

• 3TC: Requires only one mutation to confer resistance. This occurs in up to 20% of cases of

treatment for longer one month (even when given in combination with Zidovudine) and

in up to 50% of cases where treatment is given for more than two months.

• Nevirapine: Requires only one mutation to confer resistance. There is a high prevalence

of Nevirapine resistance, even when used in combination with Zidovudine, and this risk

increases with multiple dosing (SA with single dose 39% and 67% with double dose).

Participants noted that the guidelines are now more in line with those used in industrialized

countries. They also raised concerns that the nevirapine resistance is too high to warrant its use

as part of ART. It should be realized that any guidelines issued by WHO are always conservative

guidelines based on scientific empirical evidence. It will not issue guidelines if the evidence

is not available or convincing. Several people related experiences where they had used

different treatment regimens and claimed to have better success. It was agreed that it is up

to countries to develop their national protocol based on, but not necessarily copying,

WHO guidelines.

5. Consultation on new UK Government HIV/AIDS strategy
Presented by Elizabeth Smith, Health and Population Adviser,

Department for International Development.

“What role should the government Her Majesty’s Government should play in the global

fight against HIV/AIDS?” - Elizabeth Smith

Smith stressed that the proposals she was putting forward were an opportunity for those in

the field to give feedback. They have yet to be adopted as policy. She stressed, however,

that Prime Minister Tony Blair and his government are deeply committed to supporting

the global effort to combat the spread of HIV/AIDS as the disease is a major threat to

development.

Some of the components of the strategy outlined by Ms. Smith were:

• Focusing on the poor

• Scaling-up evidence-based interventions
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• Building effective national responses

• Improving the efficiency and effectiveness of the international response

• Investing in long-term solutions

6. Introduction to HIV-NAT and Update of PMCT clinical trials
Presented by Dr. Chris Duncombe of HIV-NAT (The Netherlands, Australia Thailand

Research Collaboration)

“How do we see that people still get treatment when trials are done?” - Dr. Chris Duncombe

Dr. Chris Duncombe explained the role and activities of HIV-NAT, the latest World Health

Organization guidelines along with which combinations of anti-retrovirals are most effective

for infants and adults and when to administer them. He also updated participants on ongoing

and upcoming PMTCT trials and the new WHO guidelines on the use of ARVs in PMTCT.

The various trials highlighted by Dr. Duncombe all concluded that the more potent the ARV

regimen the lower the transmission rate from mother to child.

Other points made by Dr. Duncombe included:

• Concerns remain about drug safety, the safety of early weaning and drug resistance.

• SIMBA study results on the use of ARVs during the breastfeeding period are encouraging

but there are still many questions.

• Single-dose nevirapine programs should continue and be expanded, but at the same

time programs should also plan to introduce other ARV regimens.

• Recognize that single-dose nevirapine is the simplest regimen to deliver.

• The new WHO guidelines on the use of ARVs for PMTCT in resource-poor settings will be

available soon. National PMTCT teams are encouraged to familiarize themselves with these

guidelines (for more details see the Power-Point presentation in Annex IV )

A major issue raised by those who attended Dr. Duncombe’s presentation was what ethical

standards should be used in trials involving countries of different levels of development and

wealth. Dr. Duncombe agreed that ethics was a significant and complex issue. He explained

that in local studies in Thailand international standards according to the Helsinki Convention

were employed. The WHO guidelines are just guidelines. Ultimately, what regimens a country

follows depends upon what is feasible and affordable for that country.

7. Results of study, PHPT-2 and the links between PMTCT and PMTCT Plus
Presented by Dr. Gonzague Jourdain, MD, Harvard School of Public Health.

“High viral load is a risk factor for the selection of resistance mutations.” - Dr. Gonzague

Jourdain.

The results of a recent study conducted by PHPT, an international consortium of
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researchers from France, the United States and Thailand, regarding the efficacy of Zidovudine

(ZDV) and Nevirapine (NVP) was presented by Dr. Gonzague Jourdain of Harvard University.

The study asked, among other questions, whether a single dose of Nevirapine will compromise

the response to a subsequent NNRTI-based regimen. One of the main conclusions of the

research was that where or when Highly Active Antiretroviral Treatment (HAART) during

pregnancy is not feasible or desirable, Zidovudine and Nevirapine is the only regimen which

matches the efficacy of HAART during pregnancy to prevent vertical transmission. Some of

the important points made by Dr. Jourdain were:

• Maternal and infant zidovudine (28 weeks’ gestation) combined with intrapartum

Nevirapine decreases the risk of HIV perinatal transmission to levels comparable to HAART

during pregnancy (in settings where, in addition, elective C-Section is commonly used to

prevent transmission).

• Six months after initiation of therapy, median CD4 increase was similar among previous

nevirapine exposed and unexposed women.

• However women who initiated a regimen containing Nevirapine in the postpartum

period were less likely to achieve virological suppression (<50 copies/ml) at six months of

treatment if they had previously been exposed to a single dose of Nevirapine.

• Highly Active Antiretroviral Treatment (HAART) and prevention of opportunistic infections,

particularly PCP, should be proposed wherever possible if pregnant women are immuno-

compromised (CD4 count below 250-200 cells/mm3).

Attendees asked whether the regimens most commonly used in their countries, which differed

from the regimen advocated by Dr. Jourdain, are as efficacious. Dr. Jourdain replied that he

believed they weren’t. Nonetheless, he stressed that the structure for providing care was more

important than the specific regimen. The goal is to give the best regimen available and to be

flexible in what is prescribed because all women are not alike.

8. Impact of ‘3 x 5’ for parent-to-child transmission prevention and care
Presented by Dr. Wendy Holmes, Health Specialist, Centre for International Health,

Macfarlane Burnet Institute for Medical Research and Public Health, Melbourne,

Australia.

“Women are the ones most vulnerable and affected by the impact of the stigma of AIDS.”

- Dr. Wendy Holmes

With the World Health Organization’s goal of providing 3 million people living with HIV/AIDS in

developing countries with antiretroviral treatments by 2005 just around the corner, Dr. Wendy

Holmes reviewed the progress made towards achieving that target, what remains to be done

and what the program means for PMTCT. The need to reduce stigma and the role

poorly-trained health care workers play in increasing stigma was highlighted. Dr. Holmes urged

caution in rapidly implementing programs still being designed because of potential, unseen

side effects. She also urged that cynicism be guarded against because the goals of “3 x 5”

are unlikely to be met by the program’s deadline.

16



Dr. Holmes made several important points, including:

• Health care staff and counselors need training and guidelines to help them to respond to

questions and to manage HIV-positive women that become pregnant.

• There are hazards associated with introducing new, not well-tested programs without

sufficient preparation.

• “3 by 5” may divert resources and attention from efforts to prevent women becoming

infected during pregnancy and post-partum.

• ”3 by 5” may divert resources and staff from mother and child health/reproductive health

services that help to reduce the risk of MTCT when we don’t know which mothers

are infected.

• We need to harness the energy generated by the “3 by 5” initiative.

• We shouldn’t pretend that countries can expand access without increasing their health

care budget.

• Resist too hasty introduction and expansion of hospital or clinic-based PMTCT - prepare

carefully.

While agreeing with Dr. Holmes’ call for caution, most participants also expressed the absolute

need to take action now on HIV, whether or not meeting a certain program’s particular goals

is realistic or not. They believed the goals were useful in presenting a challenge to scale up and

accelerate national programs. “It’s a matter of human rights,” said one. ”We have to do

something today.”

9. Component four of the UN PMTCT strategy - care, support and treatment
of women, children and their families
Presented by Dr. Ngashi Ngongo, Health Advisor on HIV Care and Support for UNICEF

New York and Arjan de Wagt, Regional Project Officer - PMCT Plus, UNICEF EAPRO.

“Services are not all provided at one level. We need to see that people with HIV get

access to interventions wherever they are.” - Dr. Ngashi Ngongo

In a dual presentation, Dr. Ngashi Ngongo and Arjan de Wagt focused on the goals and

current difficulties of programs aimed at women, children and their families. Their major

message was that care and support for people living with HIV/AIDS should go beyond the

provision of treatment. Psychosocial care, health care and nutrition support are as important.

Dr. Ngongo concentrated on the link between PMTCT programs with overall HIV strategies,

and de Wagt raised issues of nutrition for those taking ARVs. Dr. Ngongo concluded that most

PMTCT programs are not linked to care and support strategies and that to be effective they

need to be. De Wagt showed that malnutrition and disease are locked in a vicious cycle, and

that he was particularly concerned about the effects of ARVs on people who are already

malnourished.
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Other points stressed by Dr. Ngongo were:

• It is not sufficient to focus only on PMTCT.

• It is not sufficient to focus on ART as the only component of care and support for people

living with HIV/AIDS.

• Service delivery has to be available at the household, community and health facility

levels.

• Care must be provided in a continuum.

• HIV-infected women and children born to HIV-infected women have particular health

care needs.

• PMTCT programmes can serve as an entry point to care for HIV-infected women and their

children, and a rallying point for enhanced prevention and care.

Key issues included in Mr. de Wagt’s presentation were:

• Certain micronutrients such as selenium given at four or five times the daily recommended

allowances seem to have a positive effect.

• At last stages of the disease, nutritional interventions can actually make the person more

comfortable.

• Practically nothing is known about the impact of ARV use in nutrition - compromised

populations and on the impact of ARVs on micronutrient status.

• No WHO recommendations are available yet on micronutrient supplementation and

therefore recommendations for micronutrient supplements for people living with HIV/AIDS

are the same as those who are not HIV infected.

• Limited scientific evidence (e.g. very few placebo controlled trials) results in difficulties

making evidence-based recommendations.

Participants raised a number of questions regarding the tendency for patients to demand

ART treatment as soon as they know they are HIV positive, even though their CD4 counts are

still low. Dr. Ngongo and de Wagt stressed that the toxicity associated with ARVs can have

harmful effects upon patients and so ART must be prescribed later in the development of

the disease. This needs to be clearly explained to patients. Other patients don’t want to take

the medicines because they fear the side effects. Mr. de Wagt responded that any decision

on when to initiate treatment requires a balance between the risk of opportunistic infection

and the side effects of the drugs. Proper information must be provided. The discussion

concluded with a consensus that more resources were needed to train health care workers to

deal with these dilemmas.

10. The PMTCT-Plus Initiative and global support
Presented by Dr. Katherine Bond, Associate Director of Health Equity for the Rockefeller

Foundation.

“We have to take [programs] from hospitals to the farms.” - Dr. Katherine Bond.
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Dr. Katherine Bond used the Taskforce meeting to unveil to those in attendance the

PMTCT-Plus Initiative, a more integrated approach to dealing with HIV/AIDS prevention, care

and treatment. The program focuses on resource-limited settings and provides long-term

HIV primary care services for women diagnosed with HIV in the context of perinatal

prevention programs, their HIV-infected infants and children, and family/household members.

The program is designed to be comprehensive and consists of antiretroviral therapy;

family-centered care; attention to clinical, psychosocial, and environmental issues; and an

emphasis on involvement of people with HIV and outreach to community resources.

Among the conclusions gained from the program, Dr. Bond cited:

• Multidisciplinary care works.

• Family-focused care works.

• Loss to follow-up is negligible (so far).

• ARV adherence is excellent (so far).

• Health care systems are strengthened, health care workers are enthusiastic.

• Stigma and discrimination are powerful barriers to care and treatment.

While praising the program, some Taskforce members questioned whether other health care

services might suffer because of the increased emphasis and funding of PMTCT-Plus because

in resource-poor environments overworked doctors and health care workers may choose to

treat the diseases for which they have the most funds. Questions were also raised about

control and sustainability of programs funded by overseas organizations. The concerns

were legitimate, Dr. Bond responded, and the program’s efficacy would be proven in its

implementation. Lastly, it was agreed that the role of religious leaders in promoting awareness

and reducing stigma would be of great value.

11. Voluntary counseling and testing (VCT) specific to the needs of preg-
nant women - WHO standardized  modules for VCT
Presented by Dr. Prawate Tantipiwatanaskul MD, Bureau of Mental Health Technical

Development, Department of Mental Health, Ministry of Public Health, Thailand.

“In some countries there are less than ten, in some only one psychiatrist for the whole

country.” - Dr. Prawate Tantipiwatanaskul

Thailand has long been a leader in the fight against HIV/AIDS and Dr. Prawate used the

occasion of the Taskforce meeting to outline his country’s program for Voluntary Counseling

and Testing as it relates to PMTCT. Dr. Prawate discussed the origins of the program, its

implementation, what has been learned and how other nations, particularly those without a

highly-developed health and mental health infrastructure, might learn from the Thai

experience.
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Key points raised by Dr. Prawate included:

• There is an increased demand for VCT.

• It is necessary to highlight the issues specific to the objectives and epidemiology of

local areas.

• It is imperative to include strategies for reducing disclosure related violence.

Meeting participants asked how the program was progressing and wondered how effective

it would be in settings where seeking or receiving mental health counseling stigmatizes

the individual. Dr. Prawate responded that if community leaders can be brought on board

then the reaction to mental health care changes and stigma is reduced. This has already

happened, he said, in northern Thailand. Well-trained and quality counselors, however, are

essential. Counselors should have a willingness to help, be good communicators and be

generally liked by patients.

12. PMTCT and PMTCT Plus - experiences from Thailand
Presented by Dr. Praphan Phanupak, Thai Red Cross AIDS Research Centre.

“You have to be committed. The country has to be committed. The process of

commitment is probably more important, because while the regimen is important, it keeps

changing.” - Dr. Praphan Phanupak

Thailand first established a limited PMTCT campaign in 1996 and it went national in 1999.

Dr. Praphan explained how Thailand implemented its programs, what it has learned and where

it is going. To date, more than 5,500 women have received Zidovudine and the program is

being extended into PMTCT-Plus. Its slogan is Treat the Parents, Prevent the Orphans and among

its aims are to enable women to inform their husbands and to get them tested and treated;

to get public acceptance that HIV patients need ART,  it works and is cost-effective; and to

prepare more hospitals for ARV use.

Other observations made by Dr. Praphan included:

• A vital element missing from the program is the restoration of the psychosocial status of

the infected individuals and their affected families.

• Poverty should not be a barrier or used as an excuse to do placebo-controlled trials.

• Maximal viral suppression or HAART should be ideal in preventing vertical transmission and

resistance.

• Patients should not be forced to have therapeutic abortions.

Admirable though Thailand’s program is, participants still wondered if adherence is a problem,

as it has proven to be in other countries. Dr. Praphan responded that indeed it is, but Thai

doctors and nurses are constantly talking to the patients to try and keep them in the program

and coming for treatment. That kind of effort requires a lot of money and personnel, and so

the UN should be making a bigger investment. Even poor countries can progress, Dr. Praphan
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said, by lobbying rich people and corporations to contribute. Even if only one child could be

included in the program, he said, that’s one child saved.

13. Issues of pediatric treatment
Presented by Dr. Jintanat Ananworanich, Pediatrician, Clinical Trials Coordinator, HIV-NAT.

“All children said they knew already they had HIV and no one told them. And that’s a

very bad thing, not to be ale to trust the caregiver.” - Dr. Jintanat Ananworanich

In treating children for HIV/AIDS Thai pediatricians have observed that the disease progresses

more rapidly in children, and that they have a higher viral load but better immune recovery

in response to HAART. If getting adults to adhere to therapy is difficult, Dr. Jintanat said it’s even

harder for children to cope with taking a large number of pills on a daily basis, so it is

incumbent upon caregivers to give positive reinforcement and come up with the best

treatments requiring the fewest number of pills taken the least amount of times. Despite

advances in treating the disease, poor attitudes and knowledge among health care workers

and non-acceptance by society are still the most difficult things facing children infected with

HIV/AIDS in Thailand, Dr. Jintanat said.

Other developments noted by Dr. Jintanat included:

• When it comes to telling children they have HIV, parents and caregivers are not well

prepared and often lie.

• Pediatricians have had very little experience with HIV-positive children surviving into teen

years. As more do survive, they are not sure what to do as far as treatment is concerned.

• Starting ARV is not always urgent, but opportunistic infections prophylaxis is.

Participants commented that treating HIV-infected children is a new challenge for most

countries. Some wondered why few countries have guidelines for various opportunistic

infections prophylaxes and why no drugs had been developed specifically for children with

HIV. One asked if any Thai children had died from drug toxicity. None have to date.

Responding to a question, Dr. Jintanat said the program’s policy was to tell children if

they have HIV, even though that may disclose the mother’s status in the process. While the

revelation can be emotional and involve a lot of crying, most said afterwards they were

happier that they knew.

14. Infant feeding and HIV - technical and program update
Presented by Mr. Arjan de Wagt, UNICEF EAPRO Regional Project Officer - PMTCT Plus.

“There is no way we’re going to reach our PMTCT goals if we don’t address the issue of HIV

transmission through breastfeeding.” - Mr. Arjan de Wagt

Breastfeeding saves lives. When it comes to PMTCT, that’s the conclusion reached by Mr. Arjan
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de Wagt in his presentation on infant feeding and HIV. One of the reasons for this is that not all

mothers receiving formula have enough time or resources for proper preparation, such as

sterilizing utensils or access to clean water, resulting in increased disease and mortality. A study

by Ruth Nduati in 2001 showed that breastfeeding increases the risk of mortality among

HIV-infected mothers, however study results including a recently published study from

Tanzania show that these findings are not confirmed and that breastfeeding does not have an

increased mortality risk for HIV-infected mothers.

Other points made by Mr. de Wagt included:

• Formula feeding can be done in poor countries, but some children will die because they

have been formula fed. Therefore it is necessary to compare the risk of formula feeding

with that of HIV transmission.

• Total risk reduction is not possible.

• Studies show that exclusive breastfeeding reduces risk of transmission compared to mixed

feeding.

• If you promote exclusive breast feeding in the general population then all children

benefit, not just HIV positive children.

• It is possible to promote exclusive breastfeeding on a large scale.

Stigma as an issue also came up in the discussion on breastfeeding, with one participant

asking if mothers who formula feed their children would be stigmatized. The possibility is there,

de Wagt noted, and so more needs to be done as far as counseling is concerned. Most agreed

that hygiene and sanitation should be recognized components of HIV interventions. But the

primary conclusion is that there is no one solution. The final decision is the mother’s after

understanding what it requires to breastfeed or formula feed. The most important thing is that

these women need support from health care workers and the community.
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Bangladesh

Presented by  Dr. Ivonne Camaroni, Project Officer, HIV/AIDS, UNICEF Dhaka.

Bangladesh has an estimated 13,000 cases of HIV/AIDS with 300 children infected, but

updated estimates are expected at the end of this year. Furthermore, increased funding from

the World Bank and the GFATM indicates increasing commitment from the international

community to help Bangladesh combat the disease despite the country’s limited resources.

Among other points made by Dr. Camaroni were:

• A low percentage of women attend antenatal care sessions.

• The challenge is how to reach pregnant women in vulnerable groups, such as sex workers

and intravenous drug users.

• Reaching pregnant migrant workers is also a major challenge.

• There are only two VCCT centers in Dhaka and almost none in the rest of the country.

• The country’s health infrastructure is still undeveloped.

• A UNICEF consultant carried out a feasibility study in December 2003 to guide the country

towards what PMTCT it can reasonably expect to undertake in the near future.

• Working guidelines are being developed for PMTCT and antenatal care programs

scheduled to be launched next year.

Cambodia

Dr. Koum Kanal, Director of the Ministry of Health and Chairperson of the PMTCT Working Group

delivered Cambodia’s country presentation.

Dr. Kanal related the following developments:

• HIV remains a serious national concern with 3% of adult males and 2% of females currently

living with the virus.

• Between the first appearance of the virus and 2002, the latest year for which statistics are

available, 259,000 people were infected and 94,000 died.

• At the current level of intervention, 20,000 people will die of AIDS each year, meaning major

care needs will continue throughout the next decade.

• By 2005, 12 operational districts among 68 functioning ones will have at least one facility

offering a full package of PMTCT services.

• PMTCT services will be scaled up to 25 operational districts by 2007.

Cambodia has had enormous success in getting husbands to participate in PMTCT counseling

and several participants asked what strategies had been used to achieve this. Dr. Kanal said

COUNTRY PRESENTATIONS
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that radio and television advertisements played a significant role, but also providing men with

the choice of being counseled together with their wives or having the option of seeing a

different counselor made a difference. Cambodia is also fortunate, he said, in that there are

few cultural barriers among men as far as talking about these issues.

China

The presentation on China was delivered by Dr. Linhong Wang, Deputy Director of the

National Centre for Women and Children’s Health, China Centre for Disease Control.

Key points made by Dr. Wang included:

• In 2003, China recorded 840,000 cases of people living with HIV/AIDS and 84,000 cases of

full-blown AIDS.

• Intravenous drug use accounts for the highest percentage of infections (61.6%) while

transmission from mother to child accounts for the lowest (0.3%).

• HIV/AIDS prevalence in China is increasing dramatically

• There is a lack of effective strategies on prevention and control

• The proportion of females living with HIV/AIDS is increasing.

• Traditional culture and discrimination affect the likelihood that a person will seek medical

services.

• Some of the constraints faced by China include poor awareness among local government

and target populations, low coverage of PMTCT (low antenatal care and hospital delivery

rates), a lack of high-quality counseling and the weakness of information systems.

• Goals for 2004-5 include scaling up PMTCT activity to 127 sites as part of the National Project

of Comprehensive AIDS Response and improving social awareness on PMTCT through

community mobilization, information and education capacity building.

India

The report was presented by Dr. Ranjit Singh Virk, MD Advisor HIV/AIDS, and Consultant PPTCT,

Epidemiologist and Specialist in Public Health & Nutrition.

Important points made by Dr. Ranjit were:

• Eleven percent of the world’s HIV-infected population is in India.

• Less than 50% of women aged 15-49 have heard of HIV/AIDS.

• India is ready to scale up PMTCT to a national program.

• Components of a scaled-up Indian program include primary prevention of HIV infection in

young women through information/education, family planning to prevent unwanted

pregnancies, voluntary counseling and testing, ARV prophylaxis and counseling on infant

feeding for informed choice.
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• Some of the challenges India faces in scaling up are maintaining quality, completing

the ‘PMTCT package’, addressing discrimination and stigma, reaching out to all women,

addressing infant feeding issues and integrating with the RCH program.

Responding to queries, Dr. Ranjit noted that 55% of Indian women breastfeed their babies and

that rapid testing for HIV has been implemented for more than a year. He added that only 26%

of men attend counseling sessions, as many are daily wage earners and can’t leave work.

Indonesia

Presented by Ida Bagus Putu Widiarsa, Ministry of Health, and Husein Habsyi, Vice President of

Yayasan Pelita Ilmu.

The presenters made the following points:

• With a population of 214 million spread across 13,000 islands, very little hard data about

HIV/AIDS is available in Indonesia.

• There were 2,746 cases of HIV and 1,413 AIDS cases as of March 2004.

• However, there are an estimated 90,000 to 130,000 people living with HIV/AIDS in Indonesia.

• As far as transmission is concerned, 55% of HIV/AIDS cases were transmitted by sexual

contact in 2003, while 30% were transmitted by intravenous drug use.

• From 1999 through 2001, more than 600 women attended HIV/AIDS and safe-motherhood

education courses, 574 attended pre-test counseling and 558 voluntary tested for HIV.

• Inadequate data on the magnitude of MTCT continues to undermine the design of

appropriate interventions to effectively address this program area.

Malaysia

Presented by Dr. Mahanim Md Yusof, MD, Ministry of Public Health and  Dr. Rohani Ismail, MD,

Ministry of Public Health.

Since 1998, 1,425,918 mothers attending antenatal clinics have been screened for HIV/AIDS

with 450 testing positive. A total of 419 babies were tested with 17 showing up positive.

Strategies outlined for Malaysia’s PMTCT program by Dr. Yusof and Dr. Ismail included:

• Early detection of HIV through screening using rapid test kits for antenatal mothers.

• Provision of counseling to infected mothers and partners.

• Institution of ARV to infected mothers and their babies.

• Early detection of HIV infection among babies born to HIV-infected mothers.

• Contact tracing of partners of HIV-infected mothers.
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Myanmar

Myanmar’s presentation was delivered by Dr. May Hla Nwe, Assistant Director of the AIDS/STD

program of the Department of Health.

With limited resources, Myanmar is working hard to deal with HIV/AIDS. As of March 2003, there

were 45,968 people who had tested HIV positive and 6,727 reported AIDS cases. Nonetheless,

there were an estimated 177,279 HIV-positive people in Myanmar as of March 2002. To date,

PMTCT is only available in a limited number of townships in the country.

Other points raised by Dr. May Hla Nwe included:

• In 2004, services will be expanded to an additional 10 townships with UNFPA support from

an existing total of 32 townships as part of a community-based PMTCT program.

• In 2003, institutional-based PMTCT started in five townships with support from WHO and there

are plans to expand to Yangon and Mandalay Division in 2004 with UNICEF support.

• There are plans to expand to a total of 57 townships with FHAM (Fund for HIV/AIDS in

Myanmar) funding during 2004-2006.

• Constraints faced by Myanmar include high acceptance for VCCT but low acceptance

for testing, problems with reaching pregnant women among mobile populations and that

fact that about 70% of Myanmar’s citizens live in rural areas.

Nepal

Presented by Dr. Sushila Shrestha, Senior Gynaecologist, Ministry of Health.

Due to security problems and the difficulty of obtaining accurate data, the Kingdom of Nepal

has so far produced only policy and operational guidelines to launch a PMTCT program in

the country.  It is hoped that with the results obtained from a situation assessment planned

during the year, a well-defined program will become operational.  There is very close working

collaboration between WHO and UNICEF in the country.  Opportunities that exist in the

country include:

• Increase in service outlets.

• Partnership.

• Availability of funds.

• Support groups.

• Interest groups.

Among the needs cited were:

• Experts to work with nationals.

• Equipment/drugs and reagents.

• IEC materials.

26



• Trained counselors.

• Service providers.

Papua New Guinea

The country report for Papua New Guinea was delivered by Joseph Kwaru Anang, HIV/AIDS

Consultant, UNICEF Papua New Guinea.

There are about 170,000 births per year in Papua New Guinea, and the rate of antenatal

coverage has reached 50%. It has been estimated that there are anywhere from 5,000 to

22,000 cases of HIV infection in Papua New Guinea, but the country has no formal death

notification system so reliable data are almost non-existent. Heterosexual transmission accounts

for most cases followed by perinatal transmission.

Other points included in Mr. Anang’s presentation were:

• Thirty to forty babies in Port Moresby General Hospital die each year from HIV/AIDS.

• Only three hospitals are currently implementing PMTCT.

• Four regional hospitals and 22 minor hospitals and health centers will initiate PMTCT by

the end of 2004.

• UNICEF is the only funding agent for PMTCT.

• Sixty patients will be on ARV by the end of 2004, and this will be scaled up to cover 3,000

patients by 2005.

• All pregnant women testing positive to HIV and meeting other criteria will receive ART under

the ‘3 by 5’ initiative.

Sri Lanka

Presented by Dr. Sarathchandra Wijemanne, Consultant Obstetrician & Gynaecologist, Family

Health Bureau.

Sri Lanka is a low prevalence country. Nonetheless, it understands the need to set up programs

to combat the disease before an epidemic emerges. To that end, in March 2003 it set up a

National Working Group on PMTCT.

The proposed interventions the working group is recommending in pilot project areas include:

• Strengthening of maternal and child health services.

• Intensifying advocacy and awareness on HIV/AIDS.

• Training of health care workers.

• Providing VCT.

• Using of ARV drugs for PMTCT.

• Maternal STI screening and treatment.

• Improved Obstetric Care.
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Thailand

Presented by Dr. Boonsang Boonamnuaykij, The 12th Health Promotion Center, Yala Province,

Department of Health, Ministry of Public Health.

Thailand’s campaign against HIV/AIDS has long been held up as a model for how developing

nations can successfully tackle the spread of this deadly disease. Nonetheless, there is a

constant need for vigilance. When it comes to PMTCT the magnitude of the problem is still

great. There are 900,000 women who give birth annually in Thailand, and 13,000 children born

at risk for HIV each year. Without intervention, 4,000 of these will contract HIV. This is despite

the fact that Thailand’s program has scaled up to national level.

To improve Thailand’s approach to PMTCT, Dr. Boonsang made the following recommenda-

tions:

• Enhance HIV prevention in antenatal and postpartum settings for HIV-negative women/

partners.

• Improve care of HIV-positive women and children.

• Meet the needs of orphans.

• Support research on better interventions.

• Share experiences with and learn from other countries.

GROUP WORK

To foster closer cooperation and exchange of ideas and to identify recommendation to assist

scaling up PMTCT interventions, meeting participants were divided into three groups and given

three aspects of PMTCT to work on as mini-Task Forces. Group 1 tackled the community

component of PMTCT, Group 2 addressed the issue of quality counseling and Group 3 looked

at strategies for low prevalence countries. Their recommendations were as follows:

Group 1
Strengthening the Community Component of PMTCT

• Use an integrated approach to community engagement.

• Identify resources/structures within the community.

• Create an enabling environment through involvement of political/community leaders.

• Increase access to appropriate information.

• Empower/build the capacity of communities.

Group 2
Quality Counseling

• Training needs to be continuous.

• Continued networking is important.

28



• A standard curriculum for training is required.

• Clear counseling guidelines need to be in place.

• Training should include counseling of illiterate mothers.

• Job security for trainers is needed.

Group 3
Strategies for Low-prevalence Countries

• Focus on primary and secondary prevention.

• Strengthen and integrate existing health systems – at all levels.

• Reduce discrimination and stigma – especially among health care workers.

• Lobby political leaders to understand that they can take action on PMTCT that is not (only)

ARV related.
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In a final discussion moderated by Mr. Ian Macleod, participants discussed what the meeting

had accomplished and what they would like to see on the agenda for future meetings, as well

as how the role of the Taskforce should evolve in the foreseeable future. They noted that at

present the Taskforce involves countries from two regions – South Asia and East Asia and the

Pacific – and countries at varying levels of PMTCT program development. There is also

currently little involvement of other UN agencies and key NGO partners. The field is also rapidly

evolving on technical levels.

Little agreement was reached on how to maintain communications and share knowledge

and experiences between Taskforce meetings. Some favored a website, others an e-mail

forum, yet some said existing mechanisms were sufficient and doctors and health care

workers were already extremely busy and had little time to devote to new information systems.

Most agreed, however, that the Taskforce should engage with other regional PMTCT networks

and link up with the Asia Pacific AIDS Conference.

Proposals put forward at the conclusion of the meeting were:

• Maintain the Taskforce as a two-region network.

• Break into two sub-networks: (a) countries with established PMTCT programs that are being

scaled up are scheduled to be scaled up; and (b) countries with new or developing PMTCT

programs. While some sessions could be held jointly for both groups (such as technical

updates), other sessions (particularly those designed to share experience or examine

program planning) could be in held in separate groups.

• Meet approximately three times per two years.

• Ensure WHO, UNAIDS and key NGO participation.

• Meetings should be a balance of expert technical updates; detailed program

interventions/guided discussions on one or two issues (with country presentations focusing

on these); and a study tour/site visit.

• Ensure key advocacy statements and plans emerge from the network.

FUTURE OF THE REGIONAL PMTCT TASK FORCE
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A number of recurrent issues and themes were raised by participants during presentations and

discussion sessions. They all centered on the need to do more. Among the areas that require

further action were:

• Services for Low-prevalence Countries – One issue that was discussed at several points

during the meeting was what PMTCT services to provide in low HIV prevalence countries.

There seemed to be consensus that while in many countries in the region the numbers of

children living with HIV is increasing, this does not necessarily mean that all countries should

start setting up full-scale PMTCT services. In particular, countries with a low prevalence might

want to focus their human and financial resources on primary prevention (including

primary prevention and support on reproductive health to HIV-positive women) instead of

the provision of VCCT and ARV services in all health facilities. The setting up of regional

facilities providing these full PMTCT services, or targeting the provision of these services in

areas with high-risk groups, could be more cost-effective interventions. What package of

services is provided will not only depend on the HIV prevalence in the countries, but also on

the human and financial resources that can be mobilized.

• Scaling Up Programs to National Levels – Programs need to be urgently scaled up to

national levels and planning for scaled-up interventions should be discussed even at the

onset of short-term pilot interventions.

• Reducing Stigma and Discrimination – More efforts need to be made to reduce stigma and

discrimination, whether this directed against breastfeeding, testing, counseling or those

living with HIV/AIDS. This will require more intensive community mobilization efforts and

involvement of male partners. Counseling of HIV positive women should cover how to deal

with stigma and the fear of stigma. While reduction of stigma and discrimination have been

mentioned for years as major obstacles for providing PMTCT services, so far PMTCT

programs have still not adequately addressed this issue.

• Quality Counseling – While in the past the emphasis was on making counseling and testing

services available, experience shows that more attention must be paid to the quality of

counseling and not just availability. Adequate and appropriate training, counseling aids,

job security and other incentives for counselors are required.

• Primary Prevention and Support on Reproductive Health for HIV-Positive Women – With

increasing attention to ART, Prong Four of PMTCT (care, support and treatment) is also

getting increasing attention. However, in particular, primary prevention and support on

reproductive health to HIV-positive women are still inadequately included in PMTCT

programs. More must be done to reach young people and make links between primary

prevention and existing PMTCT interventions

• Pediatric Formulations of ART – An increasing number of countries are planning or have

SUMMARY
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already started to roll out provision of anti- retroviral therapy for people living with HIV/AIDS.

There is a risk that the initiatives will not adequately target highly vulnerable population

groups like children. Members of the PMTCT Taskforce are encouraged to advocate at

country and regional level for the production of pediatric formulations of ARVs as at

the moment these are often not available.

• Comprehensive Care, Support and Treatment Initiatives – Where ARV treatment is provided

this should be part of a comprehensive package of care for all women and children

infected/affected by HIV/AIDS. Such initiatives should also be linked to program

initiatives for orphans and vulnerable children, which will require additional partnerships

with governments, NGOs and CBOs.

• Political Commitment and Leadership – While there seems to be an increasing political

commitment in the region towards dealing with HIV/AIDS, including the issue of PMTCT,

further strengthening of the political commitment and leadership from national and

religious leaders is required.

• Funding and Resources – More funds and resources must be mobilized if the epidemic is

to be contained. PMTCT country teams should ensure that PMTCT is adequately included

in national HIV/AIDS project proposals for GFATM and other funding.
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DAY ONE  (11 May, Tuesday)  - Progress on PMCT

08:30 - 09:00 Registration

09:00 - 09:30 Welcome and opening of the meeting, Richard Bridle UNICEF Deputy
Regional Director, and Tony Lisle, Team Leader, UNAIDS Intercountry Team

09:30 - 09:40 Self-introduction by participants

09:40 - 09:50 Review meeting agenda & logistics, Robert Bennoun & Arjan de Wagt

09:50 - 10:00 Group photograph

10:00 - 10:30   Morning break

Chair :  Ian Macleod

10:30- 11:20 The epidemic in Asia – dynamics and projections Gregory Carl, EAPRO
[presenting on behalf of Dr. Tim Brown, East West Centre/UNAIDS/Thai
Red Cross AIDS Research Centre  (30 minutes presentation, 20 minutes Q&A
and discussion)

Objective : update

11:20 - 12:00 Perspective of HIV+ pregnant women,  Khun Junsuda Suwanjundee,
NGO/CBO Network for HIV+ women 20 minutes presentation, 20 minutes Q&A
and discussion)

Objective : Sharing experiences of key people affected

12:00 - 13:30   Lunch

Chair: Prof. Dr. Praphan Phanuphak

13:30 - 14:20 Primary prevention during pregnancy and post-partum - Dr. Wendy Holmes,
Health Specialist, International Centre for Health, Burnet Institute. (20 minutes
presentation followed by 30 minutes discussion)

Objective : Strengthen integration of prong 1 and 2 into PMTCT programs.
Identify programmatic approaches for better linkages between primary
prevention and PMTCT programs

UN Regional Taskforce on Prevention of Mother to Child Transmission
Bangkok, 11-13 May 2004

ANNEX I : AGENDA
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14:20 - 15:10 Revised UN ARV guidelines for PMCT – Dr. Ngashi Ngongo, Health Advisor,
HIV Care and Support, UNICEF New York (25 minutes presentation followed
by 25 minutes discussion)

Objective : Technical update

15:10 - 15:40   Afternoon break

Chair : Rachel Odede

Country presentations: “Update on implementation – changes since 2003
Taskforce presentation, scale / coverage, role of different funding sources –
i.e. GFATM, impact / activities by 3 x 5 Initiative, sources of / action by key
technical assistance – national, UN and other”

Objective : Assessment of country experiences, program successes and
challenges in establishing and planning for scaling up interventions and
required support needs (technical and financial)

15:40 - 16:30 Countries with established PMCT programmes (Panel presentation - 3 x 10
minutes presentation followed by 20 minutes Q&A and discussion)
- Sri Lanka
- Malaysia
- Myanmar
Q&A and discussion

16:30 - 17:00 Countries establishing PMTCT activities (summary oral comment – “where
we are and where we want to be in 12 months”; “what are the major
challenges to achieving this?” “what – if any – support is needed?” 3 x 3
minutes followed by 20 minutes Q&A and discussion)
- Nepal
- Lao PDR
- Viet Nam

17:00 - 17:30 DFID draft HIV/AIDS strategy – Elizabeth Smith (15 minutes presentation
followed by 15 minutes Q&A and discussion)

Objective : Update on new strategy from key donor

17:30 - 17:45 Synthesis of Day 1 - end of Day 1 - Rapporteur

17:45 - 18:15 Coordination meeting [Robert Bennoun, Ian Macleod, Arjan de Wagt, Ngashi
Ngongo, Wassana]

continue : Day One
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DAY TWO  (12 May, Wednesday)  - Issues & challenges

Chair: Dr. Koum Kanal

08:30 - 09:10 Introduction to HIV-NAT & Update of PMCT clinical trials,  Dr. Chris Duncombe,
HIV-NAT (20 minutes presentation followed by 20 minutes discussion)

Objective : Update

09:10- 10:00 Countries moving to national scale PMCT programmes (3 x 10 minutes
presentation followed by 20 minutes Q&A and discussion)
- Thailand
- China
- India
Q&A and discussion

Objective : Assessment of country experiences, program successes and
challenges in scaling up interventions and required support needs
(technical and financial)

10:00 - 10:40 Results of study, PHPT-2, and the links between PMTCT and PMTCT+ including
issues related to Nevirapine resistance and further antiretroviral treatments -
Dr. Gonzague Jourdain (20 minutes presentation followed by 20 minutes Q&A
and discussion)

Objective : Technical update

10:40- 11:00 Morning break

Chair : Dr. Scott Bamber

11:00 - 11:40 Continued : countries with established PMCT programmes (Panel
presentation – 2 x 10 minutes presentation followed by 20 minutes Q&A
and discussion)
- Cambodia
- Papua New Guinea
Q&A and discussion

11:40 - 12:30 Implications of “3 by 5” for parent to child transmission prevention and care
– Dr. Wendy Holmes, Health Specialist, International Centre for Health, Burnet
Institute. (25 minutes presentation followed by 25 minutes discussion)

Objective : Identifying opportunities and roles of partners and UNICEF in
integration of 3 by 5 into PMTCT

12:30 - 14:00 Lunch
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Chair: Dr. Wendy Holmes

14:00 - 15:15 Component 4 of the UN PMTCT strategy - care, support and treatment of
women, children and their families - Dr. Ngashi Ngongo & Arjan de Wagt (40
minutes presentation followed by 35 minutes discussion)

Objective : Update and identification of strategic actions with regards to ART
and other care and support activities for people living with HIV/AIDS

15:15 - 15:30 Global support to PMCT – Dr. Kate Bond, Rockefeller Foundation

Objective : Summary update of support to PMTCT Plus

15:30 - 16:00 Afternoon break

Chair: Dr. Sarathchandra Wijemanne

16:00 - 16:45 VCCT specific to the needs of pregnant women / women of reproductive
age – WHO standardized modules for VCCT - Dr. Prawate Tantipwantanaskul,
Bureau of Mental Health Technical Development, MoPH  (25 minutes followed
by 20 minutes discussion)

Objective : Technical and programmatic update

16:45 - 17:00 Synthesis of Day 2- end of Day 2

17:00 - 17:30 Coordination meeting [Robert Bennoun, Ian Macleod, Arjan de Wagt, Ngashi
Ngongo, Wassana]

continue : Day Two
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DAY THREE  (13 May, Thursday)  -  PMTCT Plus, Pediatric Care, Scaling Up

Chair: Dr. Ivonne Camaroni

08:30 - 09:15 PMCT Plus - experiences from Thailand – Thai Red Cross AIDS Research
Centre, Dr. Praphan Phanupak, (25 minutes followed by 20 minutes
discussion)

Objective : Sharing experiences

09:15 - 09:35 Countries establishing PMTCT activities (summary oral comment – “where
we are and where we want to be in 12 months”; “what are the major
challenges to achieving this?” “what – if any – support is needed?”
2 x 3 minutes followed by 10 minutes Q&A and discussion)
- Indonesia
- Bangladesh

09:35 - 10:30 Pediatric treatment  - Dr. Jintanat Ananworanich, Pediatrician, Clinical Trials
Co-ordinator, HIV-NAT (25 minutes presentation followed by 30 minutes Q&A
and discussion)

Objective : Identifying opportunities for ensuring adequate attention for
pediatric treatment in 3 by 5 and other treatment initiatives.

10:30 - 11:00 Morning break

Chair: Dr. Ngashi Ngongo

11:00 - 12:15 Infant Feeding Arjan de Wagt (30 minutes presentation followed by
30 minutes discussion)

Objective : Technical and programmatic update on opportunities for strength-
ening prevention of MTCT through breastfeeding

12:15 - 12:30 Discussion and preparation for Group Work

12:30 - 14:00 Lunch

Chair: Dr. Scott Bamber

14:00 - 15:30 Group Work
[1] Key action to get effective participation of women affected into PMCT
Plus planning and programming
[2] Key actions to effectively improve pediatric treatment

Objectives : Identify key country level interventions for the integration of ART
and other care into PMTCT
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15:30 - 16:00 Afternoon break

Chair: Mr. Arjan de Wagt

16:00 - 16:30 Group summary reporting & discussion

16:30 - 17:00 Synthesis of meeting, key agreements, next meeting

Closure of meeting

continue : Day Three
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Bangladesh 1. Dr. Ivonne Camaroni Project Officer, HIV and AIDS, UNICEF
Dhaka

2. Dr. Ruhul Amin Professor of Paediatrics, Dhaka Shishu
Hospital

Cambodia 3. Dr. Kazuhiro Kakimoto Chief Advisor, JICA Maternal and Child
Health Project in Cambodia

4. Dr. Etienne Poirot Project Officer - HIV/AIDS, UNICEF
Phnom Penh

5. Prof. Koum Kanal M.D. Director, National Maternal and Child
Health Center

6. Ms. Elizabeth Smith Health and Population Adviser,
Department for International Development
(DFID)

China 7. Dr. Koenraad Vanormelingen Chief, Health & Nutrition, UNICEF Beijing
8. Ms. Wang Linhong Deputy Director, National Centre for

Women and Children’s Health, China CDC
9. Wang Kerang Program Officer, Ministry of Helath

India 10. Dr. Ranjit Singh Virk Advisor HIV/AIDS Training and Consultant
PPTCT & Senior Specialist in Public Health
and Nutrition, National AIDS Council Orga-
nization

11. Dr. Bir Singh Project Officer, Prevention of Parent to
Child Transmission of HIV, UNICEF India

Indonesia 12. Husein Habsyi Vice President, Yayasan Pelita Ilmu
13. Ms. Rachel Odede Project Officer - HIV/AIDS, UNICEF

Indonesia
14. Ida Bagus Putu Widiarsa Responsible for Obstretics & Gynaecologic

Care in “Sulianti Saroso” including ANC &
PMTCT, Ministry of Health

Japan 15. Dr. Yumi Mukoyama Medical Officer, Bureau of International
Cooperation, International Medical Center
of Japan, Ministry of Health, Labor &
Welfare

Lao PDR 16. Dr. Sivixay Thammalangsy PMCT Focal Point, Medical Administrative
Manager, MCH Hospital, Ministry of Health

Malaysia 17. Dr. Mahanim Md Yusof AIDS Officer, Pejabat Pengarah Kesihatan
Negeri

18. Dr. Rohani Hj Ismail AIDS Officer, Jabatan Kesihatan Negeri
Kedah

ANNEX II : LIST OF PARTICIPANTS

UN Regional Taskforce on Prevention of Mother-to-Child Transmission of HIV
11 - 13 May 2004 - Bangkok, Thailand

Country Team Name of participants Agency/Organizations
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Myanmar 19. Dr. Aye Aye Mon Project Officer, UNICEF Yangon
20. Dr. May Hla Nwe Assistant Director, AIDS/STD, the NAP, DOH
21. Dr. Aung Sein Medical Officer, AIDS/STD, the NAP

ROSA 22. Mr. Ian  MaCleod Regional HIV/AIDS Adviser, UNICEF Regional
Office for South Asia (ROSA)

Nepal 23. Dr. Sushila  Shrestha Senior Gynaecologist, Ministry of Health
24. Dr. Debendra  Karki National Operations Officer, World Health

Organization
25. Ms. Agatha  Pratt Chief of Health Programme, UNICEF Nepal

Papua New 26. Mr. Joseph Kwaru Anang HIV/AIDS Consultant,
Guinea UNICEF Papua New Guinea

Sri Lanka 27. Dr. Sudarshina Fernandopulle Programme Officer, Child Health,
Ministry of Health

28. Dr. Sarath Nihal Medical Officer in charge of STD/HIV/AIDS
Control Programme, Southern Province,
Ministry of Public Health

29. Dr. Aberra Bekele Head of Early Childhood Programme,
UNICEF Colombo

Thailand 30. Ms. Junsuda Suwanjundee Founder and chairperson of Power of Life
Organization Bangkok Thailand

31. Ms. Wonthong Rattanasongkram Power of Life Organization
32. Ms. Sumalee Jodsam Power of Life Organization
33. Dr. Scott Bamber Project Officer - HIV/AIDS,

UNICEF Office for Thailand
34. Ms. Jarunee  Jaturapornperm Technical Officer, Health Promotion Centre,

Region 4 - Ratchaburi
35. Dr. Gonzague  Jourdain Technical Expert, Perinatal,

HIV Prevention Trial
36. Ms. Patchara  Rumakom HIV/AIDS Program Specialist,

USAID Regional Development Mission/Asia
37. Dr. Boonsang  Boonumnuaykij Paediatrician, Health Promotion Centre,

Region 12 - Yala
38. Dr. Katherine  Bond Associate Director, Health Equity, The Rockefeller

Foundation
39. Ms. Somsong Teerapakulpisarn Nurse Coordinator, PMCT Plus Project,

Thai Red Cross AIDS Research Centre

Viet Nam 40. Dr. Pham  Bich Ha Project Officer PMTCT, UNICEF Hanoi
41. Ms. Duong Lan Dung Obstetrician, Central Hospital of Obstetrics

& Gynaecology
42. Prof. Tran Thi Phuong Mai Deputy Director, Department of

Reproductive Health & Director of PMTCT
Project, Ministry of Health

Country Team Name of participants Agency/Organizations
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Resource Team

EAPRO 43. Mr. Robert  Bennoun Regional Adviser - HIV/AIDS, UNICEF EAPRO
44. Mr. Arjan De Wagt Regional Project Officer - PMCT Plus,

UNICEF EAPRO
45. Mr. Gregory  Carl Regional Project Officer - Behaviour

Development & change/Lifeskills,
UNICEF EAPRO

46. Ms. Wanda Krekel Regional Adviser, Supply Division,
UNICEF EAPRO

47. Ms. Phongpan  Vannakit Consultant, UNICEF EAPRO

UNAIDS 48. Mr. Tony  Lisle Team Leader, UNAIDS South East Asia and
SEAPICT Pacific  Intercountry Team

Macfarlane 49. Dr. Wendy  Holmes Deputy Director, Macfarlane Burnet
Burnet Institute for Medical Research and Public

Health

UNICEF 50. Dr. Ngashi  Ngongo Health Advisor, HIV Care and Support,
New York UNICEF New York

TRC 51. Prof. Dr. Praphan Phanupak Director, Thai Red Cross AIDS Research
Centre

Ministry of 52. Dr. Prawate Tantipiwattanaskul Director, Department of Mental Health,
Public Health

HIV-NAT 53. Dr. Chris Duncombe Senior Trial Physician/Clinical Trials
 Co-ordinator HIV Netherlands Australia
Thailand Research, Collaboration

54. Dr. Jintanat Ananworanich Pediatrician, Clinical Trials Co-ordinator, HIV
Netherlands Australia Thailand Research,
Collaboration

Rapporteur 55. Mr. Robert Horn Consultant, UNICEF EAPRO

Secretariat 56. Ms. Wassana  Kulpisitthicharoen Project Assistant, UNICEF EAPRO

Country Team Name of participants Agency/Organizations
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Task Force on
Prevention of Mother-to-Child Transmission of HIV/AIDS

Objectives:

1. The interagency and intercountry Task Force on the Prevention of Mother-to-Child
Transmission of HIV/AIDS, will be a mechanism that supports countries in Asia with the
design and fine tuning of national measures to prevent and reduce mother-to-child
HIV/AIDS transmission.  It will also be a mechanism that support countries on viable ways
to care for mothers and children affected by HIV/AIDS.

2. The Task Force will work with countries to identify needs and priority areas of assistance,
provide technical guidance and information on funding, and devise a regional strategy
for MCT intervention in Asia.

3. The purpose of the Task Force will be to beef up actions by UNAIDS co-sponsors at country
and regional levels, UN Theme Groups, and at their request, intercountry- and country-
level programmes, on policy and technical interventions to reduce MCT as well as
mitigate its consequence.  The Task Force will have five major roles:

(a) Situation Assessment
Gather data on national and regional situation of MCT, analyze and conduct
comparative assessment of programme and progress of MCT in different
countries.  Serve as a resource reference on MCT issues in Asia, and develop
a database on contacts and technical resources as well as agencies and
organizations active in MCT; develop best practices on MCT.

(b) Technical Support
Develop a regional strategy for MCT that incorporates global MCT policies and
guidelines, but one that addresses situation in Asia with a view to influence
national and global strategies.  The process will involve:

i) Identifying country-specific needs;
ii) Identifying areas of MCT that require policy and technical advice, and

interventions;
iii) Providing technical support to the planning, management and implementa-

tion of MCT interventions;
iv) Developing regional guidelines, adapting global guidelines to conditions

unique to the region, and monitoring implementation in collaboration with
the UN Theme Groups, governments and NGOs

v) Proposing surveys and applied research plans on unresolved strategic and
technical issues.  The tasks can entail assisting research institutions to assess
funding needs, and utilizing findings to guide policy adjustments.

ANNEX III : TERMS OF REFERENCE
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(c) Coordination and Communication
Ensure outcome of meetings, data, findings and other information on MCT that will
help improve strategic responses in Asia as well as globally are shared among
concerned parties.   The Task Force’s role include:

i) Ensuring regular communications between the UN Theme Groups, co-
sponsors, technical resources, country programmes and agencies interested
in MCT issues.

ii) Maintaining close liaison with the Global MCT Task Force and MCT Steering
Committee, perhaps, through a joint membership.  That is, participation in
the global and regional discussions from both ends. This will include
communicating data and findings to the global MCT forums and ensuring the
exchanges of information between the MCT Task Forces are in place.

iii) Making periodic reports to the RCM Sub-committee on HIV/AIDS and other
regional organizations such as ASEAN to mobilize regional support for MCT
reduction and prevention.

iv) To promote communication of knowledge and learning outside
meetings, the Task Force should:

(d) Setting up and moderating e-mail discussion forum which serves as an updated
resource reference on MCT issues in Asia, disseminate technical and policy-related
information and facilitate dialogues on technical issues and the exchange of
experience.

(e) Link the discussion forum with other global MTCT web-site to encourage global
participation and information sharing.

(f) Resource Mobilization
Identify funding needs, facilitate preparations of country-specific funding
proposals, and draw up multi-country funding proposals to channel existing or new
global funds to Asia;

(g) External Relations
Devise and implement an outreach strategy to mobilize political support,
including that of ASEAN, for MCT interventions through:

i) Documentation and dissemination of MCT operational researches,
cost-effective and feasibility studies as well as best practices;

ii) Advocate policy changes to reduce MCT.  This includes analysis of social-
economic impact of existing policies, alternate policies to cushion the effects,
and what changes are needed at policy level;

iii) Draw on resources of the UN system, regional offices and committees of
various co-sponsors, to solicit political and institutional support for MCT
interventions.
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Membership:

4. The core regional members, representatives from regional UN agencies of UNICEF,
WHO, UNFPA and UNAIDS will identify and appoint Task Force members on the
recommendation and consultation with the UN Theme Groups and experts from
respective agencies.  Members are selected solely on professional merits, not on
nomination by the agencies or departments they represent.

5. Members are appointed on the basis of individual expertise and capacity to galvanize
support from their organization and that of their partners, to implement the MCT regional
strategy.

6. Members of the Task Force are selected from three categories:

i) Policymakers and programme managers;
ii) Technical experts in the field of MCT and HIV/AIDS;
iii) Representatives of UNAIDS co-sponsors.

7. Members of the Task Force shall participate in the meetings in their individual capacity.
They are responsible for sharing at the meetings and other discussion forums, information
on policies, programmes and new initiatives of the organizations with which they are
affiliated.

8. Initial membership is open to countries in the geographic coverage of Southeast Asian
Nations, with priority given to selected countries based on their worsening epidemics.
It could cover all of the ASEAN countries plus China, Papua New Guinea and India,
making a total of 13 nations.  The ASEAN members were Cambodia, Brunei, Indonesia,
Laos, Malaysia, Myanmar, Philippines, Singapore, Thailand and Vietnam.

9. No alternative or designated representative will be allowed for the meetings.  If deemed
necessary, the taskforce may invite for specific subjects, additional resource persons to
participate in the meetings as an ad hoc member.

Organization:

10. The Task Force should meet at least 2 times a year, or more as deemed necessary by
the core taskforce members.  Task Force meetings shall take place in Bangkok or any
other countries as appropriate.

11. UNICEF-EAPRO will serve as Secretariat of the Task Force, and will be supported in this role
by the regional core team members. It will organize meetings of the Task Force, provide
appropriate compensation for travel-related costs if necessary, and coordinate activities
of the Task Force.

12. UNICEF EAPRO will moderate communication among Task Force members outside
meetings through such channels the electronic mail, and through a special link-up with
the Discussion Forum established by the Nordal Coordination Mechanism.
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13. When needs arises and identified, UNICEF in consultation with the regional core team
members, can decide to second staff member or hire consultants to carry out functions
of the Task Force.

14. The UNICEF-EAPRO shall recommend to the Task Force, a suitable and qualified person as
Chairperson.

15. The UNICEF-EAPRO in consultation with the regional core members shall propose agenda
of the Task Force meetings.  UNICEF-EAPRO will invite members to the meeting and furnish
invitation with appropriate annotations and background documents.

16. The UNICEF-EAPRO/Secretariat will be requested to document the Task Force meeting
and if necessary, supported by seconded staff and consultants.  The report of the
meeting shall be circulated to each member of the Task Force as soon as possible, and
shall be made available to other concerned parties as deemed necessary.
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1. The Epidemic in Asia - Dynamics and Projects
- Gregory Carl

ANNEX IV : TECHNICAL PRESENTATIONS

49



50



51



52



53



54



55



56



2. The Perspective of HIV - positive pregnant woman
- Khun Junsuda Suwanjundee
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3. Primary prevention during pregnancy and post-partum
- Dr. Wendy Holmes
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4. Revised UN ARV guidelines for PMTCT
- Dr. Ngashi Ngongo
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5. Consultation on new UK Governmnet HIV/AIDS strategy
- Elizabeth Smith
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6. Introduction to HIV-NAT and Update of PMCT clinic trials
- Dr. Chris Duncombe

71



72



73



74



75



76



7. Results of study, PHPT-2 and the links between PMTCT
      and PMTCT Plus

- Dr. Gonzague Jourdain
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8. Impact of ‘3 x 5’ for parent-to-child transmission prevention
and care
- Dr. Wendy Holmes
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9. Component four of the UN PMTCT strategy - care, support
and treatment of woman, children and their families

- Dr. Ngashi Ngongo
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Nutrition care and support for people living with HIV/AIDS
- Mr. Arjan de Wagt
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10. The PMTCT-Plus Initiative and global support
- Dr. Katherine Bond
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11. Voluntary counseling and testing (VCT) specific to the needs
of pregnant woman - WHO standardized modules for VCT

- Dr. Prawate Tantipiwatanaskul
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12. PMTCT and PMTCT Plus - experiences from Thailand
- Dr. Praphan Phanupak
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13. Issues of pediatric treatment
- Dr. Jintanat Ananworanich
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14. Infant feeding and HIV - technical and program update
- Mr. Arjan de Wagt
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ANNEX V : COUNTRY PRESENTATIONS

CAMBODIA
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CHINA
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INDIA
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A.  Country Situation

Indonesia has a total population estimated at 214 million people (UNPOP 2001 estimates). The
HIV/AIDS epidemic is a concentrated epidemic in high risk groups. Initially related to sexual
transmission, parenteral transmission in IDUs has shown an eightfold increase in the last 6 years.
In surveys among IDUs in selected populations, seroprevalence has reached as high as 90% in
Jakarta and 53% in Denpasar, Bali. In female sex workers, the highest prevalence rates were
observed in Merauke, Papua (27%). As of March 2004, a total of 2746 HIV positive cases, 1413
AIDS cases and 493 AIDS-related deaths have been reported to the Ministry of Health (MoH).
Among the total number of AIDS cases, 78% were male, heterosexual transmission accounted
for 51% of AIDS cases, IVDUs for 26% and MSM for 9%.  As a consequence of limitations in the
national HIV/AIDS surveillance system, there is good reason to believe that the actual numbers
are significantly higher. In August 2002, A National Consultation estimated the total number of
PLWHA between 90,000 – 130,000 persons.

INDONESIA

Indonesia Response to
Mother to Child Transmission of HIV

By :

Dr. Ida Bagus Putu Widiarsa (Ministry of Health)

Husein Habsyi, Grad.PH (Yayasan Pelita Ilmu)

11 – 13 May 2004

Bangkok, Thailand
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Cummulative Number of Reported HIV-IVDV Cases in Indonesia

Source : CDC Ministry of Health

In December 2003, shortly after the launch of the global 3x5 initiative, the Minister of Health
requested WHO assistance to plan to provide antiretroviral treatment to 10,000 Indonesians by
2005.  Currently it is estimated that up to 15,000 people are in need of ART, and about 1,500
persons are receiving ART.  The initiative will be undertaken in six most affected provinces of
Jakarta, Papua, East Java, Bali, Riau, and West Java.

With regards to PMTCT in Indonesia limited data is available.  The limited information available
is from the Ministry of Health that indicate that between 2000 -2001, the HIV prevalence of
pregnant women, through voluntary and confidential counseling and HIV testing (VCCT) moved
from 1.5% - 2.7% in Jakarta. The Government also reported that prevalence among pregnant
women in Papua and Riau was 0.25%-0.35% (GoI, 2002).  Little is known about HIV prevalence
rates among antenatal women in other provinces. According to the Ministry of Health (MoH
2002) and National Family Planning Board (2002) 13 pediatric AIDS cases have been reported
so far in Indonesia. This may be under-estimation as no large scale studies have been con-
ducted in this area.

The majority of Indonesians, including pregnant women, are unaware of their HIV status due to
lack of access to and utilization of VCCT services. Understanding of HIV transmission modes,
including Mother-to-Child Transmission (MTCT), and prevention methods is still lacking among
many (Indonesian National AIDS Commission, 2001).  Inadequate data on the magnitude of
MTCT continues to undermine design of appropriate interventions to effectively address this
programme area. In addition, lack of clear policy and guidelines, trained counselors for PMTCT,
health workers limited knowledge about PMTCT and lack of community support groups for
people living with HIV/AIDS are major contributing factors to the slow pace of establishing
a PMTCT programme.

Limited access to antiretroviral drugs in general can also impact negatively on effort to imple-
ment PMTCT in Indonesia. High levels of HIV/AIDS stigma and discrimination, including fear of
rejection among people living with HIV/AIDS, continue to undermine efforts aimed at increas-
ing use of VCCT services, an entry point for PMTCT.  The VCCT sites in Indonesia are few and
currently in several of the major urban areas.  HIV testing including pre and posttest counseling
in other urban areas has been mainly via specific health care professionals or addiction treat-
ment facilities.

UNICEF Indonesia cognizant of the deficiency of information on current factors that may con-
tribute to MTCT of HIV and the potential for its prevention is proposing to conduct a rapidly

123



situation assessment and analysis in six GoI priority HIV/AIDS provinces. This will be done within
the context of “3X5” initiative with PAF funds from UNAIDS.

B.  Progress in PMTCT related interventions

Political Climate : The government of Indonesia (GoI) recognizes PMTCT as one of the
prevention priority for HIV/AIDS. This is reflected in the National Report on monitoring follow-up
to the Declaration of Commitment on HIV/AIDS which further endorses the country’s
commitment to initiate and expand PMTCT.  PMTCT is included as part of the national HIV/AIDS
prevention and care strategy in the government’s application for GFATM funds.  The Ministry of
Health and the National AIDS Commission have clearly stated their commitment to move PMTCT
into the national HIV/AIDS prevention plan.

Despite the above limitations, Indonesia has been preparing ground for PMTCT. Two pilot inter-
ventions in Jakarta and Merauke district in Papua were conducted between 1997-2001 by a
local NGO (Yayasan Pelita IImu) and WHO respectively.  With the modest support from WHO
(US$ 30,000 for 3 years), a pilot PMTCT project was initiated in Papua (high HIV prevalence
area) from 1997 to 2000.  A few health care providers were said to be trained on counseling
techniques.  The project faced a number of logistic problems including limited documentation
of the experience.

Pelita IImu PMTCT pilot project : Started in 1999 with a grant of US$ 29,300 from Becton Dickinson
to implement a pilot PMTCT project “Counselling and HIV Testing for Pregnant Women in
Drop-in Centres in Jakarta” for a period of two years ( 1999 – 2001). The project experience is
well documented.  The PMTCT services were integrated into the existing safe motherhood
services in 8 districts of Jakarta, two locations at each site – drop-in centres and through
mobile approach. The project strategies included information and education to pregnant
women and families through IEC materials, telephone hotline service and through motivation
workers, HIV Counselling and testing, support and care services – mainly perinatal care through
safe motherhood services, referrals to support mothers and babies. The project also ensured
collaboration with wide range of partners - public and private health care system (hospitals,
community health centres, private maternity clinics, midwives, pharmacies etc), NGOs,
counselors, community workers, mothers, child care workers, medical faculty, provincial and
district HIV/AIDS committees.

Key programme components consisted of antenatal care through routine safe motherhood
services, HIV counseling and testing, safe delivery – by women’s option - normal and
caesarean section, universal precaution procedures in the health care settings, infant feeding
for HIV-infected women – provision of free infant formula, by option EBF for 4-6 months and
referrals to PMTCT and maternity related services.

At the end of the two years Pelita IImu reported the following results:

• Increased interest by the community and pregnant women on PMTCT services. The
project managed to reach and mobilize an expanded group of people beyond the
pregnant women.

• Of targeted 574 women attended pre-test counseling, 558 voluntarily tested for HIV
(97.2%), 16 were found HIV positive (2.86%).

• Of 11 women who gave birth, 6 were through caesarian section and 5 chose normal
delivery.
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• 9 of 11 HIV-infected women received AZT and all opted for formula feeding. Free for-
mula was provided to 6 mothers who could not afford it.

• Regarding the spouses of 16 HIV-infected women, 5 are known HIV positive, 1 is nega-
tive and 10 have not been/no desire to be tested.

With funding from Global Fund the GoI in October 2003 commissioned Pelita IImu a local NGO
with experience in PMTCT to implement the PMTCT component of the GFATM first round in
some locations within slums of Jakarta.  The locations are Bukit Duri, Rawa Bunga, Jatinegara,
Tanah Abang and Petamburan with the possibility of expansion to other slum areas of Jakarta.
The two year intervention (2003-2005) is expected to reach 2000 pregnant women with total
funding of US$ 44,800 for the first year. Of 414 clients attended to since October 2003, 411
received pretest counseling for HIV and 373 got post test counseling. No HIV case was found
among this group.  In addition to the Jakarta slum-based intervention and with funding from
GFATM Pelita IImu also provides services to cases from referral around Jakarta such as from
Kramat 128 Hospital, RSPI – Infectious Disease Hospital, Dharmais National Cancer Hospital
and MSF Clinic in Jakarta.  Seven (7) HIV positive cases have been identified from these referral
centers.  The cost for two caesarian sections and infant formula has been borne by GFATM
funds. The project is expected to continue until 2005 during which experienced gained here
will be replicated in other parts of the country.

Cummulative Number of  HIV Woman Contacted to Pelita Ilmu

Source : Pelita Limu

Another notable progress is that the Government with support from WHO and USAID/FHI
developed national guideline on care, support and treatment for PLWHA. The issue of PMTCT is
extensively covered in the guidelines.  In  December 2003 GoI also facilitated a high level
advocacy meeting in Jakarta on PMTCT targeting key government ministries at national and
provincial levels – Ministry of Health, Food and Drug Administration, National Coordinating
Board of Family Planning programme (BKKBN), Ministry of Social Affairs, National Planning
Board (Bappenas), National AIDS Commission, 4 Provincial Health Services, Provincial
Hospitals, NGOs and religious leaders.  Pelita IImu is assisting these provinces to explore
feasibility for implementation of PMTCT interventions. With the commitment to “3X5” initiative
the GoI with financial support from AusAID has recently engaged in an aggressive training
programme for counselors to support VCCT activities in Jakarta, Bali and Papua.
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The issue of PMTCT features prominently in the National Guideline on World Campaign 2004
theme “Women, Girls, HIV, and AIDS”. The Ministry of Women Empowerment the lead
Government sector for this campaign has adapted for its logo for this campaign a mother
and baby.

C.  Future Programming

Favourable Conditions

• PMTCT is included as one of the prevention priorities in the National AIDS Strategy
2003-2007

• GoI has began implementation of the plans to provide PMTCT services through public
health care delivery system with support from the first GFATM round proposal.

• PMTCT national taskforce with the clear terms of reference has been established
with representation from various departments of Ministry of Health, Food and Drug
Administration, National Coordinating Board of Family Planning programme (BKKBN),
Ministry of Social Affairs, NGOs – Pelita IImu, Yayasan Mitra Indonesia, Spiritia, Family
Health International, WHO, UNICEF, UNAIDS and UNFPA.  The group provides guidance
on PMTCT related issues.

• In the area of service delivery it is reported that 88% of pregnant women have at least
one ANC visit. 69% have at least 4 AN visits. 75% households – access to safe water
while 61% household - safe sanitation. Percent of child deaths due to diarrhea is also
declining. 52% are practicing family planning.

Challenging Issues

The challenge for PMTCT in Indonesia is therefore to sensitise, mobilise and commit an array of
stakeholders and communities to create a supportive and enabling environment that
facilitates the implementation of interventions aimed at PMTCT. The development of technical
and organizational capacity of national counterparts to implement PMTCT intervention is
another challenge to be addressed if Indonesia is to expand the current interventions on PMTCT.
In order to implement effective PMTCT intervention, Indonesia will also need to address
the following challenges: low levels of condom use rate (10%); high levels of needle sharing
among IDUs.  In some areas, over 85% of IDUs are already infected with HIV; limited technical
knowledge and experience on PMTCT among national counterparts.

D.  Recommendations and Way Forward

Services General
• Consolidate and expand experience gained from Jakarta pilot to selected provinces

with high HIV prevalence.
• Conduct situation assessment and analysis in the selected locations in high

prevalence provinces to design PMTCT interventions.
• Develop clear plan of action, including all prongs: primary prevention, prevention of

unintended pregnancies, PMTCT core interventions and care and support.
• Review of existing policies, infant feeding (code of marketing of BMS, BFHI), VCCT etc.

to determine relevance of PMTCT. Health and Nutrition unit of UNICEF will support this
activity in 2004.

• Support development of training curriculum (PMTCT inclusive of VCCT, Infant feeding
etc.) and train health and social workers at national, provincial and district levels.

• Develop a communication strategy on PMTCT and roll out plan. Technical and
financial assistance are required to carry out the above recommendations.
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INDONESIA
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MALAYSIA
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MYANMAR
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NEPAL
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PAPUA NEW GUINEA
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SRI LANKA
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THAILAND
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ANNEX VI : GROUP WORK

Group 1 : Strengtheing the community component of PMTCT
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Group 2 : Quality Counseling
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Group 3 : Low Prevalence Countries strategies
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ANNEX VII : FUTURE OF REGIONAL PMTCT TASK FORCE
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