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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




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 featr,
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.



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 ll). 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.




“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.




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 wiling to shoulder the cost of care
and prevention programs.




Presented by Khun Junsuda Suwanjundee of the NGO/CBO
Network for HIV-positive women.

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

In a poighant 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.

Allwho 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.

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



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.

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 currentrecommended
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.




= 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.

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



= Building effective national responses
< Improving the efficiency and effectiveness of the international response
= Investing in long-term solutions

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 V)

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.

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




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.

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.



Dr. Holmes made several important points, including:

= Health care staff and counselors need training and guidelines to help them to respond to
guestions 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.”

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.




Other points stressed by Dr. Ngongo were:

= It is not sufficient to focus only on PMTCT.

= |t 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.

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.



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 desighed 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.

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.

= |t is necessary to highlight the issues specific to the objectives and epidemiology of
local areas.

= |t 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 wilingness to help, be good communicators and be
generally liked by patients.

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



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.

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.

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




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.



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:

= Alow 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.

= Atthe currentlevel 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
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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.

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.

< Goalsfor 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.

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. Ranijit 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.

< Indiais 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.



= 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.

Presented by Ida Bagus Putu Widiarsa, Ministry of Health, and Husein Habsyi, Vice President of
Yayasan Pelita lImu.

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.

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.




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:

= |n 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.

= |n 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 Myanmatr’s citizens live in rural areas.

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.
= |[EC materials.



« Trained counselors.
« Service providers.

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.

= Al pregnant women testing positive to HIV and meeting other criteria will receive ART under
the ‘3 by 5’ initiative.

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

SriLanka 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 STl screening and treatment.

= Improved Obstetric Care.




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.

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.

= |dentify 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.



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.







In a final discussion moderated by Mr. lan 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.







SUMMARY

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




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.




ANNEX | : AGENDA

UN Regional Taskforce on Prevention of Mother to Child Transmission
Bangkok, 11-13 May 2004
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 : lan 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
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continue : Day One

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

15:40 - 16:30

16:30 - 17:00

17:00 - 17:30

17:30 - 17:45

17:45 - 18:15

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)

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

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

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
Synthesis of Day 1 - end of Day 1 - Rapporteur

Coordination meeting [Robert Bennoun, lan Macleod, Arjan de Wagt, Ngashi
Ngongo, Wassana]



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)

Obijective : 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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continue : Day Two

14:00 - 15:15

15:15 - 15:30

15:30 - 16:00

16:00 - 16:45

16:45 - 17:00

17:00 - 17:30

Chair: Dr. Wendy Holmes
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

Global support to PMCT - Dr. Kate Bond, Rockefeller Foundation

Objective : Summary update of support to PMTCT Plus

Afternoon break

Chair: Dr. Sarathchandra Wijemanne

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

Synthesis of Day 2- end of Day 2

Coordination meeting [Robert Bennoun, lan Macleod, Arjan de Wagt, Ngashi
Ngongo, Wassana]



DAY THREE (13 May, Thursday) - PMTCT Plus, Pediatric Care, Scaling Up

08:30 - 09:15

09:15 - 09:35

09:35 - 10:30

10:30 - 11:00

11:00 - 12:15

12:15 - 12:30

12:30 - 14:00

14:00 - 15:30

Chair: Dr. lvonne Camaroni

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

Objective : Sharing experiences

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

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.

Morning break
Chair: Dr. Ngashi Ngongo

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

Discussion and preparation for Group Work
Lunch

Chair: Dr. Scott Bamber

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




continue : Day Three

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
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ANNEX Il : TERMS OF REFERENCE

Task Force on
Prevention of Mother-to-Child Transmission of HIV/AIDS

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.

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.

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;

i) Identifying areas of MCT that require policy and technical advice, and
interventions;

i)  Providing technical support to the planning, management and implementa-
tion of MCT interventions;

iv) Developing regional guidelines, adapting global guidelines to conditions
unigue 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.
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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.

i)  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.

i) 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:

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.

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

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;

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;

i)  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;

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



10.

11.

12.

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.

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.

Members of the Task Force are selected from three categories:

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

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
affiiated.

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.

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.

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.

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.

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.




13.

14.

15.

16.

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.

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

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.

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.




ANNEX IV : TECHNICAL PRESENTATIONS

1. The Epidemic in Asia - Dynamics and Projects
- Gregory Carl

The Epidemic in Asia —
Dynamics and Projections

Compilation of presentations by Dr. Tim Brown

East West Centre / UNAIDS / Thai Red Cross AIDS
Research Centre
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Early infections are strongly focused in

Asian epidemic dynamics —

What do Asian epidemics look like?

But if they all basically look like

5-20%

this, why do they differ so much

in severity and rate of growth?

Low or no risk
females

Low or no risk
males

At-risk groups are behaviorally linked
& their size reflects HIV potential

Explaining the differences 1

% clients
22% / 10%
13%

11%

9%

7%

5%

Country
Thailand
Cambodia
Japan
China
Philippines

HIV is a “behaviorally transmitted”
disease, and....

The level and intensity of HIV risk
behaviors vary around the region

Hong Kong/
Singapore

Number

4/ 1.8 million
0.5 million
3.2 million
34.0 million
1.6 million
0.1 million

The number at risk varies...

Percent adult male clients in various Asian countries

Year
199071997
2000
1999
2000
2000

Early
1990s

5 to 20% of adult males visit sex workers

...and this seems to relate to how
quickly an epidemic takes off

Rangoon, Burma

—— Guangxi, China

~— Hanoi, Vietham

& Vientiane, Lao PDR

— Papua, Indonesia
Riau, Indonesia
Bangkok, Thailand

—— Phnom Penh, Cambodia
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The frequency of risk varies...

Clients per week in different locations and types of sex work

® Karaoke based ® Streetbased » Hair salon m Massage ® Brothel based - Hotel

Source: US Bureau of the Census HIV Surveillance Database
and national surveillance systems
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Sources: Pisani etal 2001, Rogers et al 2002, Bangladesh BSS, Boonchalaksi & Guest 1994
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And frequency of risk relates to HIV

Comparative HIV in direct & indirect Thai sex workers

40

Percent HIv+

-
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— Direct sex workers — Indirect sex workers
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Explaining the differences 2

Epidemics grow at different rates and to

different levels in different sub-groups
Some transmission modes are more
efficient

The contribution of different sub-
populations varies from place to place

)

\i/ EAST-WEST CENTER

And other groups follow after...
“Waves” in the early Thai epidemic

Percent HIv+

A
2

—IDU Direct sex worker — Male STI/Client — Pregnant women

Source: Bureau of Epidemiology, Thai Ministry of Public Health
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Explaining the differences 3

The links between the different sub-
epidemics vary in strength around the
region

)

\i/ EAST-WEST CENTER

And other behaviors vary,
e.g, needle sharing
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Rangoon, Burma
—— Bangkok, Thailand
anoi, Vietnam
Jakarta, Indonesia
—— Manipur, India

Percent HIV+
- W s o
23333

Source: US Bureau of the Census HIV Surveillance Database
and national surveillance systems
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...and this pattern is seen repeatedly
IDUs come up first, followed by other groups

Percent HIV+
-
<

o

0
95 96 97 98 99

Source: US Bureau of the Census HIV Surveillance Database
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IDUs visit sex workers...

Percent of injectors visiting sex workers in last year*

Percent visiting sex workers

F, casrowest ot =)
- e,



MSM also have sex with women...

Percent of MSM reporting female partners
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Percent with female partners

PhnomPenh  MSW Bangladesh Beijing Vietnam

Sources: Rodolph et Choi e
mont nonths, Beling
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Explaining the differences 4

Epidemics don't take off until HIV is
introduced....

And HIV is introduced at different times,
even within the same country

\i/ EAST-WEST CENTER

Explaining the differences 5

Behaviors are changing in the region

\i/ EAST-WEST CENTER

But in others it remains low...
Consistent condom use in various populations

i I

60

ippines RFSW_ Philippines MSM ——China FSW —&—Jakarta Brothel
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..and furthermore

Some sex workers inject drugs

Some male sex workers visit female sex
workers

Many high risk men and women have
lower risk partners

\i/ EAST-WEST CENTER

HIV “introductions” at different times
HIV among IDUs in different Chinese provinces

9, 8Jel 8ous[eAald

Source: Zheng Xiwen MAP Meeting Melbourne 2002
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In some places condom use climbs...

Consistent condom use in Cambodia over time

% reporting always use condom in sex
‘work

98 99 00
Direct FSW -~ Military —&—Police ——Moto drivers

Source: Cambodian Behavioral Surveillance System
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Needle sharing remains high...

100

% shared needle
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And programs for MSM are almost
non-existent despite high HIV
And risk remains high:

HCMC 60% no condom at
last anal sex

Bangkok 21% no condom
with last casual partner

Jakarta 53% unprotected
anal sex last month

Explaining the differences 6

Other biological factors vary
Circumcision in the male population

STls vary around the region and we know
this can increase HIV transmission

Percent HIV+

Phnom Penh 67% in last
month had not used condom
with a non-regular partner
Bangladesh 96.5% no
condom at last anal sex with
non-paying partner

ani et al 2004, Girault et al 200

\i/ EAST-WEST CENTER
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STls occur at various levels...

Percent of sex workers positive for gonorrhea C]early all Asian epldemlcs are NOT alike

Substantial diversity from country to country
Level of risk & rate of growth
Relative contribution of different at-risk pops
Linkages among the sub-epidemics
Time of HIV entry into at-risk pops

Evolution of risks over time and effectiveness of
responses

Other biological factors (STl and circumcision)
Country-specific assessments needed, but
current knowledge is limited

Percent with gonorrhea

2002, T
an 1 , Rahman et al
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However,

Epi evidence shows many lower
risk Asian countries are today
entering the faster growth
period...

But HIV growth is not inevitable...

We know how to interrupt the

.- andlin most placesithe |DU chain of transmission in Asia...

epidemics that may seed sex work
epidemics are well underway

Q0
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Thailand shows that the course of Asian Impact of increasing condom use 40%, 50%,
epidemics can be changed 60%, 70% and 80% starting in 2005

4

Percent HIV+

Number of current infections in millions

Y 3 3
FCIC S M S S A

No Intervention —Client decrease
—Condom use increase — Thailand observed 30% —40% —50% —60% —70% ——80% condom use in sex work
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Impact of increasing condom use in
infections averted by 2015 But, despite these notable
1400000 successes, the response to HIV in
Asia today is flatlined....

1200000
1000000
800000
600000
400000

200000 the epidemic is alive and well...

o

Number of adult infections

New infections Averted infections

0% m60% m 7 0% condom use level

)
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HIV among IDUs remains high and ...emerging around the region
new IDU epidemics are emerging... New IDU epidemics in many places

80
70
60
RangeeniBunm Kunming, Yunnan
50 0,5 |-G uangxi Province
i Guangi, china |——Thai Nguyen, Vietnam
40 —&— Bangkok, Thailand ——Kien Giang, Vietham
—+Hanol, Vietmam ——Can Tho, Vietnam
|——Jakarta, Indonesia - |—#—Ho Chi Minh City, Vietnam
|~ Central A, Bangladesh

S & P 93 94 95 96 97 98 99 ‘00 ‘01 '02

Source: US Bureau of the us HIV Surveillance Database and Indonesia national surveillance Source: US Bureau of the Census HIV Surveillance Database
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Outside of Thailand and Cambodia And not in just a few places...
HIV among sex workers increases... Continuing HIV increases among sex workers

50
45
40

Rangoon, Burma 35 Mandalay, Bunma
—#- Guangxi, China 30 |~8-Haiphong City, Vietnam
[—<Hanoi, Vietham 25 L —&—Ho Chi Minh City, Vietnam
» Vientiane, Lao PDR |~—Thanh Hoa, Vietnam
~&~ Papua, Indonesia 20 |—#-Guangx, China
—— Riau, Indonesia 15 & Kunming, China

10

93 94 95 96 97 98 99 '00 ‘01 ‘02 92 93 94 95 96 97 98 99 ‘00 ‘01

Source: US Bureau of the Census HIV Surveillance Database Source: US Bureau of the Census HIV Surveillance Database
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...ultimately HIV finds wives & children

Al somanyclient iniasie Growing ANC prevalence around the region

Country % clients Number Year
Thailand 22%1/10%  4/1.8 million  1990/1997
Cambodia 13% 0.5 million 2000
|=—¢—Ho Chi Minh City, Vietnam
NETEN] 11% 3.2 million Hanoi, Vietnam

|~8-An Giang, Vietnam

China 9% 34.0 million [ Beoo, Buma

|—<Mandalay, Burma
—+—Rangoon, Buma

Philippines 7% 1.6 million
Hong Kong/ 5% 0.1 million
Singapore

¥
92 93 94 95 96 97 98 99 '00 ‘01

5 to 20% of adult males visit sex workers Source: US Bureau of the Census HIV Surveillance D

)

\i/ EAST-WEST CENTER

)

\i/ EAST-WEST CENTER




Infections in at-risk groups eventually reach lower
risk women and children
Percent of new infections in Cambodia through different routes
100%

80%

Mother to child

60%
= From spouse or
extramarital

40% = Through sex work

20%
0%

1990 1995 2000 2005

Source: Cambodian Working Group on HIV Projection
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...and we see it in Guangxi,
China...

95 96 97 98 99

Source: US Bureau of the Census HIV Surveillance Database
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National seroprevalence obscures localized epidemics (line
showing national; 2 or 3 bars to show local hot spots:
Prevalence among ANC)

eap
Bariteay Mea

e
Chiang Mail

wirce: Epidemiological Fact Sheets 2002 upda
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Preventing an IDU epidemic slows or

averts a sex work epidemic...
Projected epidemic in Jakarta with and w/o IDUs
120,000

100,000
80,000
60,000
40,000
20,000

0
1985 1990 1995 2000 2005 2010

—With no IDU epidemic Allinfections —IDU infections
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We see this chain around the region
in the data from Ho Chi Minh City...

90
80
70
60
50

40
30
20
10
0
92 93 94 95 96 97 98 99 ‘00 ‘01

Source: US Bureau of the Census HIV Surveillance D
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Even in Thailand & Cambodia, wives
& children are still being infected...

Source: US Bureau of the Census HIV Surveillance Database
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We understand the way Asian
epidemics play out....

Thus the most effective way to
control population-at-large
epidemics in Asia is protecting at-
risk populations ....
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Promoting safer sex for clients and FSW with
high coverage turns epidemics around...

Thai epidemic with
40% condom use ‘
in sex work & 3
20% of men as clients ——
Thai epidemic with |
85% condom use
in sex work &
10% of men as clients

Current HIV Infections in millions

& &
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Group on HIV Projection h behavior change  Without prevention
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But high coverage is essential ...and yet high coverage is sorely

if this is to succeed.... lacking in Asia...

In a country with 10% clients and an IDU epidemic in 1990, Sex workers vs. number reached in Indonesia last year
epidemic course depends on % condom use in sex work 35,000

30,000

-

25,000
20,000

Y

15,000
10,000
5,000

0
& $ & N Jakarta East Java North Sulawesi
5 & ) )

o Estimated number of sex workers
Condom use in sex
work 1990 20%—40%—60%  80%| sqyrce: TBrown, EWC B Estimated number reached by NGO last year (sex worker reports)

Source: Indonesian national population size d BSS data

o, s

Percent adults living with HIV

)

And it's not just Indonesia, coverage in many
Asian countries remains critically low...

In Laos, several groups, including migrants traveling to

neighboring Thailand, have little prevention exposure
100

Even when government coverage is
factored in, coverage remains low...
Coverage of high risk males and clients in Indonesia

3,012,906
3,000,000

DHigh risk men
2,500,000 BClients

2,462,076

% receiving HIV info from anyone in the past 6 months

2,000,000 454

1,500,000
1,000,000

500,000
78938 31,575 109,815 43925 36,605
Ak Miitary  Police Mal Female  Factory
migrai migrants  workers

rce. Lao behavioral surveillan JFHI

Population Estimated NGO coverage, Estimated government NGO coverage,
BSS reports coverage, BSSreports  programme reports
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In Vietnam, where HIV is rising fast, Truckers & sex workers have high STI
coverage of migrants is dangerously low... exposure, but low use of services...

% male migrants reporting HIV peer education % in Vietham reporting ever had
B % male migrants receiving a condom STI referral or exam

Hanol Hal Phong Da Nang Ho Chi Minh City

Hanoi Hai Phong DaNang Ho Chi Minh City Truckers m Sex workers

Source: 2001 BSS, Vietnam; FHI g ietnam; FHI
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The number of children orphaned by

But with today’s coverage, we will e

NOT contain most epidemics in this
region....

5,000,000
4,000,000

3,000,000

We are failing to apply lessons 2,000,000
learned, and the consequences are 1,000,000
serious.... 0

.

N o s
8 & Q
» » »

Source: Children on the Brink 2002
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And every percentage point in the
larger countries of Asia is serious...

Country Adult 1% adds this to
population global pandemic

China 733 million 7.3 million
India 567 million 5.7 million
Indonesia 132 million 1.3 million
Bangladesh 78 million 780,000
Pakistan 76 million 760,000

Vietnam 47 million 470,000

Source: US Bureau of the Census 1549 populations

Expand & refocus prevention programs

Emphasize CNN

Keep the focus in Asia on prevention with two
key priorities (CNN)

Condoms (for clients & sex workers, MSM, IDUs)

New needles (harm reduction)
Early prevention with high coverage for IDUs
and MSM buys time for sex work programs
Programs for sex workers AND clients must be
brought to national scale ASAP

Main reason for non-use of condoms is the clients

F, casrowest ot s

Move beyond boutique projects...
Mobilize the resources for good coverage

We need national coverage, not just the cities
Work with governments, not just NGOs
Expand for full geographic coverage... starting from

highest prevalence areas
Achieving coverage requires more resources
National & community resources needed

Insist on local resource mobilization as condition for
international assistance

This is not the time to be scaling back in Asia

F, casrowest ot s

F, casrowest ot s

@

F, casrowest ot ey =)

@

But this will not happen in other
Asian countries unless we
achieve better focus and greater
coverage...

So what should we do?

@

Refocus some international resources to

leverage substantial coverage

Use some resources to
Critically evaluate current national responses
Determine where impact is largest
Advocate for better focus, more resources & higher
coverage
Redirect international resources where they’ll
have maximal impact
Appropriate populations
Narrower country focus

)

Source Presentations

Why Are Asian HIV Epidemics Different? Exploring Program &
Policy Implications of HIV Diversity, March 2004

Why Do HIV Epidemics in the Countries of Asia Differ?
Possibilities and alternatives, March 2004

What Drives Asian Epidemics? The Asian Epidemic Model — a
tool for exploring national epidemics, March 2004

What Really Matters? Exploring the dynamics of Asian HIV
epidemics, March 2004

| Heard That It's Over! Where are Asian epidemics going in the
future? March 2004

Flatlined...The Asian Response to HIV, February 2004

(&



2. The Perspective of HIV - positive pregnant woman
- Khun Junsuda Suwanjundee

The Importance of VCT from a My Background - A Tough
positive women’s perspective Time
Omm Junsuda A drug injecting rebellious youth
Fgg:vi?roafﬁfggr';ziggg;\f tested for HIV against my knowledge
Bangkok Thailand aged 18

my serostatus was made common
knowledge to those in the hospital

I lost my job and got kicked out of my
home and for a time was literally living on
the street and sleeping rough

Bar ]
or

FHI Satellite on VCT FHI Satellite on VCT

Voices & Choices

An ongoing project in conjunction with Raks

Moving Forward Thai foundation and ICW
Since being involved with PWA peer In 1999 around 2% of women receiving
support group in Bangkok my life has anti natal care tested positive for HIV in
changed completely Thailand
I now head an organisation called Power The V & C project provides clear
of Life which has a number of ongoing information on related issues to help
pwa driven projects in Thailand these women

Health care works attitudes need much
room for improvement

Bar
Cor

FHI Satellite on VCT FHI Satellite on VCT

Whistle Baby Home Issues surrounding VCT F’ (N
‘Verb&\g M
. . . We know that VCT is proven to be

PrOY[des a supportive er.WIro.nment for effective in changing behavior however:
positive women and their children Mandatory testing is happening more than ever in my
Child care and support services for :g;r:)t];yslincluding schools, universities and even the
children under 3 years old People have a lack information about their human
Peer support groups rights
Health Advice and counseling gzggig 2?‘3h';?r'”ﬁl\t/”;§i:way SRRESEHEAIS
Referral and advice concerning presenting Men cannot ordain asa monk after testing positive
problems for HIV

FHI Satelite on VCT FHI Satelite on VCT r“‘

Confidentiality is essential A Way Forward
Information must be put across in a language Encourage more people living with HIV to
that is easily understood put a face to AIDS
Often women attending ANC have poor levels of Involve us in policy decisions, project
education ‘

implementation, education and care

All sectors of civil society involved as
equal players in the response to AIDS

Attitudes of health care workers have a direct
impact on the client’s decision making

Must listen and learn from PWA make us a part

of the solution not the problem Requires time, strong commitment and a
great deal of support and encouragement

Bar
Cor

FHI Satellite on VCT 2002




Necessary Conditions
e —e

.~ good quality pre- & post-test counselling

. early referral to peer support

. help with disclosure to family members

~ fulfil physical and emotional needs

© encouragement to remain productive

* provided with skills:

~ counselling, public speaking
© writing funding proposals

Barcelona World AIDS

FHisatlit on PRANAGING OWN-Organisations

Capacity Building

© more people to put a face to AIDS
~ human rights violations reduce
- society takes on greater responsibility
~ generates enabling environment for families of
HIV-positive people
~ more people speak out

- AIDS-competent communities increase

Barcelona World AIDS
FHI Satellite on VCT Conference July 2002

“We just happen to have HIV”
i T T T e e e

% Give women equal
choice and rights to
make their own
decisions

7 Being a positive
woman doesn’t mean
your life is worthless
or than you cant lead
a normal life like
everyone else

Barcelona World AIDS
FHI Satellite on VCT Conference July 2002




AIDS and Myself

14 years ago, I did
not understand
AIDS - I did not
think it applied to
me.

I did not know
about my rights in
terms of having my
blood tested - I had
my blood tested 2
times

The Power of Life Group

[NeedS] Formled PaL becagsi we needed tg rgakeb
people understand that PWAs needed to be
= Problem: —W = No home, no and could still be productive in society

death is not job, no In our PWA group, we had could think and talk

Now...... nothin more freely because we shared similar

Need « y \ problems
= Nee y \ We needed to work because we wanted others

information to see that we could work and live successfully
about AIDS Answer for today - PWA groups needed more than just support
or tomorrow In the future, we want to be equal to others in
Basic Needs: Friends, Living and society

doing activities together in regular

Women Facing Problems
ErelemeracingiHIVAnRieciet omer; Alone

Receive news during pregnancy (telling = Needs of the wo ]
your partner, making decisions concerning = *Emotional support

your child) 7 f .
Information received from health workers = *Updated information on HIV

concerning pregnancy and abortion = *Support/help with present
Emotional and social problems problems
Being left behind, death and sickness = *Support on child issues

= *Advice on; planning her own and
her child’s life and future, telling
other about her HIV infection

Whistle Home Why the name “Whistle Home”?

. < . The home was opened to support the many women who
Child care services for children under 3 face a similar problem, a problem that affected their child;
years of age. there were no NGOs specifically offering help and support

for the children born to HIV infected mothers. No one
Peer EUpport group_s. seemed to really understand or care.
Advise and counseling. We devised a symbol ‘a whistle made out of clay’; children
Health advice and support, liaison with can't speak out and dont understand why it is they face

the hospitals for optimal health care. problems like rejection or being avoided. They need
< . someone to blow the whistle for them, an adult who

Referral and advise concerning understands their problems. Their needs are no different
presenting problems. from the needs of other children, they need love, care,
educational opportunities, and they need a society that

understands and accepts them.

They need a life just like any other child.




Voices & Choices

MEETING THE NEEDS OF CLINICAL TRIAL PARTICIPANTS: A
SURVEY OF CLINICAL TRIAL PARTICIPANTS CONDUCTED BY HIV
SUPPORT GROUP LEADERS

Issue

HIV positive persons enrolled in clinical trials for drug
therapies are raising questions concerning the lack of
information provided to them and inadequate follow-up
after the completion of drug trials.

Project Description

Twenty interviews were conducted and 100 questionnaires
were answered among HIV positive persons who had
been enrolled in clinical trials, uestions examined
their level of satisfaction with information provided
prior, during and after the trials, as well as the
enroflee’s degree of involvement in decision making.

Results

A significant number of clinical trial participants expressed
dissatisfaction with the information they received. They felt that
the drug therapy offered throu?h clinical trials was their only
choice in order to prolong their life. They particularly felt there
were limited treatment options available on a continual basis,
and therefore were willing to take the drug therapy for the
limited time period. Problems arose when drug trials were
completed and participants had to continue taking these costly
drugs at their own expense. Some of the participants had their
periods of therapy reduced without explanation. They felt the
drug companies should be responsible supplying the drug
therapies throughout their life, since clinical trial participants
were relatively few in number and were risking their health to
garticipate in the drug trial. They were also aware of drug trials
eing conducted in developed countries where trial participants
were provided the drugs on a life-long bases, even after the trial
was completed. Pregnant women in the studz felt that they
should receive equal” attention as that %iven o their unborn
cgilgren because they wish to spend their lives with their
children.

Voices and Choices
Did survey in 3 regions: Chiang Rai,
Khon Kaen, and Bangkok
Trained female PWAs to do junior
research
Did 2 group discussions with HIV+
men
Did 100 surveys and 20 interviews
with HIV+ women
Asked questions about their lives,
sicknesses, who and where they go
when they need help, access to

Questionnaire

same happiness
as other people




3. Primary prevention during pregnancy and post-partum
- Dr. Wendy Holmes

TCT of HIV - Primary Prevention TCT of HIV - Primary Prevention

The best way to stop children getting HIV is
to stop men and women getting infected.

Preventing women becoming infected
late in pregnancy and post-partum is
especially important.

Centre for International Health
Macfarlane Burnet Institute
for Medical Research and Public Health

May 2004

G ]
CT of HIV - Primary Prevention

Ll S o Artention e ben foused o
preg [FEEE ’ interventions that depend on
knowledge of a woman's HIV
Why are such infections especially significant in status:
relation to mother-to-child transmission?
+ Antiretroviral prophylaxis
What strategies can we implement to prevent + Replacement of breastfeeding

women becoming infected during pregnancy and

the post-partum period? + Elective caesarean section

o o

MTCT of HIV - Primary Prevention MTCT of HIV - Primary Prevention

Clinical lati . Interagency Task Team on Preventing HIV in Pregnant Women,
fledi¥ e PopddIICI peESPective Mothers and their Children.

Policy has been
influenced primarily
by clinical trial
researchers and childbearing age

clinicians. 2. Prevention of unintended pregnancies among HIV infected

Four-prong approach to prevent HIV infection in babies:
1. Primary prevention of HIV in young people and women of

women

Naturally they tend to
focus on how best to
reduce the risk of MTCT to her infant

for the HIV positive 4. Care and support for HIV-infected women, their infants and
pregnant woman. their families

o o

3. Prevention of transmission of HIV from an infected woman

TCT of HIV - Primary Prevention TCT of HIV - Primary Prevention

There are studies that explore:
+ impact of HIV infection on the fertility of women Most studies in Africa show that HIV prevalence is
+ effect of HIV infection on pregnancy outcome higher in women without children
« impact of pregnancy on the natural history of HIV infection
+ relationship between results of sero-surveillance - but HIV infection lowers fer"rilify in women
surveys of pregnant women and rates of HIV prevalence in - and there are confounding factors
general population
Judith R. 6lynna JR, Buveb A, et al. Factors
) ’ ) - . influencing the difference in HLV prevalence between
infections, such as bacterial vaginosis, STIs and malaria s S
antenatal clinic and general population in sub-Saharan
Africa. AIDS 2001, 15:1717-1725.

+ susceptibility of HIV positive pregnant women to other

But the question of whether women are especially vulnerable to
HIV during pregnancy has been neglected.

o o




MTCT of HIV - Primary Prevention

Cohort studies - such as:

+ Senkoro et al; Mwanza, Tanzania

+ Carpenter L et al; Masaka, Uganda

+ Gray et al; Rakai, Uganda

+ Quinn TC et al; Rakai, Uganda

+ Nelson K et al; Northern Thailand

examine variables such as: - frequency and type of sex
- evidence of STDs / discharge
- viral load
- CD4 counts
- circumcision
- age

but don’t mention pregnancy...

G

MTCT of HIV - Primary Prevention

In a paper that asks "Why do young women have a much higher
prevalence of HIV than young men?" the authors note that

“marriage was a risk factor for HIV" and that

"HIV prevalence was very high even among women reporting one
lifetime partner and few episodes of sexual intercourse”

But the paper does not contain the word ‘pregnancy’.

rt, B. et al the Study Group on the Heterogeneity of
hy do young women have a much higher
prevalence of HIV than young men? A study in Kisumu, Kenya and Ndola, Zambia™
[The Multicentre Study of Factors Determining the Different Prevalences of
HIV in sub-Saharan Africa] AIDS. 2001 Aug:15 Suppl 4:551-60.

G

Why might women be especially vulnerable to
infection when pregnant and post-partum?

There are social, medical and physiological reasons

G

MTCT of HIV - Primary Prevention

Physiological changes may increase susceptibility:

During pregnancy cervical ectopy is more common,
which'is associated with increased transmission of
HIV

There is a higher concentration of SIV-infected cells
in the cervical sub-mucosa compared to the vagina
sub-mucosa following vaginal innoculation of SIV in
monkeys

Moss GB et al. Association of cervical ectopy with heterosexual
transmission of human immunodeficiency virus; results of a study of
couples in Nairobi, Kenya. J Infect Dis. 1991;164:588-591

Zhang Z-Q, et al. Sexual transmission and propagation of simian and
human immuonodeficiency viruses in two distinguishable populations of

CD4+ T cells. Science 1999;286:1353-7

‘o

MTCT of HIV - Primary Prevention

But Miotti et al noted:

"The observation that seroconversion was highest
during the first year of enrollment with a declining
trend in subsequent years suggests that women are at
highest risk during the postpartum period.”

Miotti P, et al. Rate of new HIV infection in a cohort
of women of childbearing age in Malawi. AIDS Res
Hum Retroviruses 1994, 10 (suppl 2):5239-5241.

G

MTCT of HIV - Primary Prevention

Results of prospective studies of HIV negative women

on and year of study | HIV neg | Incidence observed (per 100 Max expected
women | penson-years) Incidence (per
1 )
Bl 21 during ANC and PP in 1990
1991

372 17 during ANC 2
>13 during 0-6 months PP
9.0 during ANC
m .2 during 0-6 months PP
7.2 during 0-6 months PP
4.2 during 7-18 months PP
Rakai, Uganda, 1994-96 1305 | 3.2 during pregnancy _

Lusaka, Zambia, 1957-68 3.0 during first year PP

Eugiistiute st et al. International Journal of STD & AIDS 2002;13( 7-666

TCT of HIV - Primary Prevention
Increased likelihood of exposure to HIV:

+ Men may be more likely to have sex outside the
marriage when their wife is in late pregnancy or post-
partum. They then have a post infection peak in viral
load so that they are very infectious when they
resume sex with their wives.

Women are more likely o receive a blood transfusion
when pregnant or soon after delivery

Women may be more likely to receive an unsafe
injection during ante-natal care

G

MTCT of HIV - Primary Prevention

The single layer of cervical
columnar cells of the
endocervix is more easily
crossed by the virus than
the several layers of cells
of the squamous vaginal
endothelium.

Colummar
Epithelium

e —
junction

G




CT of HIV ~ Primary Prevention

Increased blood flow and hormonal effects may make it easier
for HIV to cross the mucosal lining of the vagina or cervix.

There is a change to non-keratinizing squamous epithelium in the
vagina during pregnancy.|

Progesterone and estrogen affect HIV vaginal transmission|
Postmenopausal women and women who use injectable, progestin-
based contraceptives are at increased risk of HIV infection.

It seems likely that progesterone increases risk, while estrogen
decreases risk|[5]. What happens during pregnancy?

Schaller 6. Changes in keratin expression of human vaginal epithelium
during different female generation phases. Polyclonal antibody studies.
Gynecol Obstet Invest. 1990;29(4):278-81.

Smith SM, et al. Estrogen protects against vaginal transmission of
simian immunodeficiency virus. J Infect Dis. 2000 Sep;182(3):708-15.
Marx PA, et al. Progesterone implants enhance SIV vaginal transmission
and early virus load. .Naf Med. 1996 Oct;2(10):1084-9.

MTCT of HIV - Primary Prevention

The incidence and severity of Donovanosis and other STIs may
be increased in late pregnancy|12 ], increasing susceptibility to
HIV [13]

Pregnancy increases reactivation of CMV - it is not known
whether this happens with other herpes viruses such as herpes
ﬂ;ﬂ\?lex. Herpes simplex seems tfo increase susceptibility to

| O'Farrell N. Donovanosis (granuloma inguinale) in pregnancy. Int J STD
AIDS. 1991 Nov-Dec:2(6):447-8.

3] Brabin BJ. Epidemiology of infection in pregnancy. Rev Infect Dis
1985:7(5):579-603
Glynn, J. R.: Caraél, M.; Auvert, B. et al "Why do young women have a much
higher prevalence of HIV than young men? A study in Kisumu, Kenya and Ndola,
Zambia" AIDS. 2001 Aug:15 Suppl 4:551-60.

G

MTCT of HIV - Primary Prevention

Shifts in the maternal immune system

During pregnancy there are changes in the immune
system to accommodate the ‘alien’ fetus dur
gestation

Increasing our understanding of these complex
changes is a fertile field for reproductive
immunologists

G

MTCT of HIV - Primary Prevention

There are changes at different stages of gestation
- from implantation, growth and development of the fetus, through
to onset of labour and expulsion of the baby.

Th1CD4 -> Th 1 type cytokines - proinflammatory - kill intracellular
parasites
Th2 CD4 -> Th 2 type cytokines - anti-inflammatory

During pregnancy there is a skewing towards the TH2 response
- with some suppression of cell-mediated immunity

G

PMTCT of HIV - Primary Prevention

Bacterial vaginosis and candidiasis increase vulnerability to
infection[5]]17], and are more common during pregnancy|

BV associated with higher levels of pro-inflammatory cytokines
in the cervical secretions[10].

BV and candidiasis cause micro-ulcerations in the epithelium,
r/hhich could expose susceptible target cells in the submucosa to
e virus| |

Taha TE, et al. Bacterial vaginosis and disturbances of vaginal flora: association
with increased acquisition of HIV. AIDS. 1998 Sep 10;1;(13):1699-706

Cauci S, et al C: lation of local interleukin-B with immunoglobulin A against
Gardnerella vac s hemolysin and with prolidase and sialic?nsc levels in women
with bacterial vaginosis. T Infect Dis. 2002 Jun 1:185(11):1614-20.

Galask RP. Vaginal colonization by bacteria and yeast. Am I Obstet Gynecol. 1988
Apri158(4):993-5.

Sturm-Ramirez K, et al. High levels of tumor necrosis factor-alpha and
interleukin-1beta in bacterial vaginosis may increase susceptibility to human
immunodeficiency virus. J Infect Dis. 2000 Aug:182(2):467-73.

| Pope M, et al. Transmission, Acute HIV-1infection and the quest for strategies
to prevent infection. Nature medicine 2003; 7-852

MTCT of HIV - Primary Prevention

Pregnancy decreases immunity to malaria, and possibly
other parasitic infections . Might malaria or
helminthic infections increase susceptibility to HIV
infection?

Tissue damage to cervix and vagina associated with
delivery may increase susceptibility post-partum.

Brabin BJ. Epidemiology of infection in pregnancy. Rev Infect
Dis 1985,7(5):5679-603

Harms 6, Feldmeier H. HIV infection and tropical parasitic
diseases - deleterious interactions in both directions? Trop Med
Int Health. 2002 Jun;7(6):479-88.

G

MTCT of HIV - Primary Prevention

There are changes in the immune system at different levels

Systemic changes

Changes in
\ the cervical
and vaginal

environment

G

MTCT of HIV - Primary Prevention

Might the shift to Th-2 type responses (if it is real) increase
susceptibility to HIV?

Bentwich et al investigated immune responses of helminth-
infected Ethiopian migrants to Israel. They also have a
predominantly Th-2-type immune response.

PBMC from HIV negative Ethiopians showed increased
susceptibility to HIV infection.

Bentwich Z, Weisman Z, Borkow G, Galai N, Kalinkovich A.
Helminthic infections and pathogenesis of AIDS. Conf Retroviruses
Opportunistic Infect. 1999 Jan 31-Feb 4;6th:81 (abstract no. 74).

G




TCT of HIV - Primary Prevention

Complex changes in the immune system during pregnancy

Generalised
inflammatory
response

T cells
Monocytes
Granulocytes

Innate arm Adaptive arm

T Luppi P. How immune mechanisms are affected by pregnancy
Vaccine 2003;21:3352-3357

TCT of HIV - Primary Prevention

What are the implications of the changes in immune function for
susceptibility o HIV?

HIV can pass through the cells of the intact mucosa to infect
susceptible CD4+ T cells and dendritic cells in the sub-mucosa.

These cells facilitate production of virus and its rapid
dissemination within the host.

Local changes in function of immune cells and cytokine production
in the vagina and cervix may increase the likelihood that HIV will
reach target host immune cells.

We don't know whether activation of the immune system, which
might cause more rapid dissemination of the virus, would increase
the risk of infection with HIV.

Pope M, Haase A. Transmission, acute HIV-1 infection and the quest
megies to prevent infe . Nature Medicine 2003;9(7):847-852.

TCT of HIV - Primary Prevention

Role of primary infection important for PTCT early in the epidemic?

babies

: HIV incidence HIV prevalence
wives

N
Infrequent
clients )

Clients Women
of in sex
FSWs work

Jacquez J, et al. Role of primary infection in epidemics of HIV
infection in gay cohorts. J Acquir Immune Defic Syndr 1994;7:1169-84.
Koopman J, et al. The role of early HIV infection in the spread of HIV
through populations. J Acquir Immune Defic Syndr 1997;14:249-58.

TCT of HIV - Primary Prevention

Community
education about
PTCT - appeal to
men's sense of
responsibility

to protect

their family

Provide
condoms
in the
| workplace
= - and explain
how to use

o = them

TCT of HIV - Primary Prevention

Pro-inflammatory cytokine concentrations in cervico-vaginal
fluids increase exponentially as gestational age increases, and
are especially high in labour.

This may increase susceptibility to HIV because they can up-
regulate local HIV replication. [1

Tanaka ¥Y; Narahara H; Takai N; Yoshimatsu J; Anai T; Miyakawa I.
Interleukin-1beta and interleukin-8 in cervicovaginal fluid during
pregnancy American Journal of Obstetrics & Gynecology. 179(3 Pt
1):644-9,1998 Sep.

Sturm-Ramirez K, Gaye-Diallo A, Eisen G, Mboup S, Kanki PT. High
levels of tumor necrosis factor-alpha and interleukin-1beta in bacterial
vaginosis may increase susceptibility to human immunodeficiency virus.
J Infect Dis. 2000 Aug;182(2):467-73.

o

MTCT of HIV - Primary Prevention

Why are such infections especially significant in
relation to mother-to-child transmission?

Maternal viral load is the most important influence on

risk of transmission reE—————

Viral load is high soon
after infection and
again, often years
later, when the
woman develops
HIV-related signs
and symptoms

o
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*Counsel men pre-
marriage

*Encourage planning
for pregnancy

*Counsel discordant
couples
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MTCT of HIV - Primary Prevention

Introduce a routine ‘couple visit'
Counsel fathers after

as the second ante-natal visi Aeivery: ol el ds oo
+ Discuss and test for TB and - \ - T [ Train midwives/drs to reduce
STIs ) need for transfusions, use
- Discuss warning signs in labour, strict transfusion criteria
and plans for emergency transport and safe injection practice
+ Counsel the father about the risk
to his baby if he has unprotected

sex now or after the birth
Counsel women / couples
when they test negative

( “ : ( for HIV during pregnancy

+ Provide condoms

Parent to child transmission of HIV: prevention and care
Primary prevention econdary prevention
(prevent infection of women and men) (prevent HIV passing from positive women to infants)

Non-specific fpﬁ::g:‘ct I p based T
;’F‘.ﬁ;‘gﬁm"s infections during (Do nat depend on (depend on knowledge of
transmission pregnancy, at delivery, testing during women's HIV status)
between men and and during lactation) pregnancy)
women) Assist HIV positive women
« Introduce as routine an * Prevent unwanted to avoid unwanted
« Peduce stlgma evemng"cnuple" visit as pregnancies pregnancy
S hiee the second ante-natal visit, | = Encourage women
:Dmmunity resilience « Counsel fathers after with any chronic Pravide VCT for pregnant
& capacity for delivery, and provide iliness to avoid women. Forthose HIV.
hehaviour change condoms pregnancy until well positive offer:
B e seoess iy « Train midwives/drs ta for 6 manths » Antiretroviral prophylaxis
quality VCT reduce need for « Improve health of + Counselling to assist
et itton transfusions, implement pregnant women women to make a choice
- Promote and strict transfusion criteria + Reduce risk of between exclusive breast
dlatibite condoms and safe injection practice MTCT at delivery or replacement feeding,
« Imprave treatment « Community education » Reduce risk of and ro!\ow up support
o STIs about PTCT, especially transmissian through - Elective Caesarean
« Behaviour change addressing men breastfeeding - section (if feasible)
communication with « Counsel discordant promote exclusive = Counselling re
youth l:gup\es : ; ; ﬁre?‘;ﬂeed&ng. train :err‘mma‘)non of pregnancy
- - Y -Counsel wornen / couples ealth workers if legal
Tamil Nadu’ India c:;‘[;d;[:ii;rzif;g o when a woman tests neg » Post-partum counselling
for HIV during pregnancy re contraception choices

(oot sire

up support for infe

The policy landscape is confusing Haptdanes ad and
impact of the

rapid d
anti-HI!

rapid cha il

attitud nowledge and behaviours




4. Revised UN ARV guidelines for PMTCT
Dr. Ngashi Ngongo

Revised ARV guidelines for
treatment in pregnant women and
for preventing mother to child
transmission of HIV

Dr Ngashi Ngongo
UNICEF HQ
Bangkok May 2004

4_(,: ad

For every child
Health, Education, Equality, Protection
ADVANCE HUMANITY

unicef@

Magnitude of the problem:
Up to 50% of women with HIV/AIDS can
pass on infection to their babies

7Early Early Postpartum Late
Antenatal (0—6 months) Postpartum
(<36 wks) (6-24 months)

Labor and Delivery:\

Antenatal
(36 wks to labor)
5-10% 10-20% 10-20%
adapted from de Cock et, 2000

X unicef@&®

Global goals

PMTCT Targets Expected Coverage
50% of pregnant women
20% reduction by 2005 ha"’.“g aecessto EMICT
services
7 80% of pregnant women having
0,
SD3eecuction by 2010 access to PMTCT services

Sources: UNGASS on HIV/AIDS 2001 and Interim repart of Millennium > f
Praject task force 5 unice

A

Safety of ARV drugs in pregnancy

Nucleoside Reverse Transcriptase Inhibitors

+ Short course ZDV for MTCT not associated with
short-term clinical or lab toxicities, altered
disease progression or increased risk of
congenital malformations

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
(>1month)

.

unicef&®

QOutline of the presentation

+ Background
~ Global goals
— Efficacy of current regimens

+ Safety of ARV drugs in pregnancy
« Concerns about resistance

+ Recommended guidelines

unicef&®

Efficacy of current ARV regimens

Study Drug Reginen | Mean Efficacy
D4
‘Thai CDC short-course ZDV trial, | ZDV from 34 411,427 | At 6 months: 50.1% efficacy
No breastieeding weeks.
No PP dose
(mother oriy)
DITRAME / ANRS 049 tral, ZDV from 34 535,568 | At 6 months: 38%efficacy;

Céte d Ivoire, Burkina ‘weeks plus 1- At 15 months: 30%efficacy
Faso(16, 17) week PP A 24 months: 26% efficacy
Breastfeeding (mother ozly)
PETRA trial, ANC/P/PP 445,475, | At 6-Bweeks: 63%, 42% and 0%,
South Aftica, Tanzania and ZDV+3TC vs. 440, respectively
Uganda(0) IP/PP 435 | At 18months: 34%, 18% and 0%,
Breastfeeding ZDV+3TC s, (plac | respectively
IP ZDV+3TC ebo)
vs. placebo %
HIVNET 012 tral, NVP vs. ZDV 426,461 | A1 14-16 weeks. 47% efficacy
Uganda(7, 8) At 18 months: 41% efficacy

X unicef@&®

Two are better than one

Study Drug Regimen Mean CD4 Efficacy
‘Thai Perinatal HIV ZDV from 28 weeks, IP WA | VTR as follows:
Prevention trial, and -week PP to Groupa 2.0%
Thailand (PHPT-2) hoth mother and Group b: 2.8%
No breastfeeding infant plus Group ¢ 6.3% (Stopped because of high
a) NVE-NVP OR VIR)
) NVP-Placeha OR.
) Placebo-Placebo

DITRAME Plus / ANRS | ZDV from 36 weeks, NVP 378 VTR at 6 weeks: 6.4%
1201.0 trial

nnzduses!umduf

Abidfan, Cote
' Ivoire(23) lnm D) NVP plus 1-
week
NVAZ trial Mothers: late comers NIA VTR at 6-8 weeks 15.3% vs. 20.0% with
Malawi(25) Infants: NVP + |-week ZDV only (26% efficacy).
Breastfeeding ZDV versus NVP VTR at 6-8 weeks in infants who were
alone negative at birth 7.7% and 12.1%,
respectively (36% efficacy)
French AZT+3TC / Mother: ZDV+3TC from 426 | VTR 1.6% [437 infants]; 5-fold lower than
ANRS 075 trial 32 weeksand . No in historical controls receiving ZDV

unicef &

France(21) PP only
i Infant: 6-week ZDV+3TC

ARV resistance following short course

v I\/ITCT prophylaX|s

s ZDV.

~ Multiple mutations required to confer resistance. Very
low prevalence of resistance reported, unlikely to
impact of future ZDV treatment options

« 3TC:
— Requires only one mutation to confer resistance

— Frequent with treatment above month (up to 20%)
even when given in combination with ZDV, and more
(up to 50%) if used for more than 2 months

X unicef@&®
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ARV resistance fo||owing short course ARV resistance following short course MTCT

MTCT prophylaxis s MRS,
Non e e Non Nucleoside Reverse Transcriptase Inhibitors
« NVP:
— Requires only one mutation to confer e L
reSIStance Exposed with Resistance 68% 38%
— High prevalence of NVP resistance, even when O — =
used in combination with ZDV: 17-39% in
L . Not exposed 85% 4%
mothers and 33-53% in infants (Cl 33%, Thai

17%, Uganda 36%)

Conclusion: a) Median CD4 increase in the three groups similar (100/mL)
i RISk increases with mUItlp!e dosing (SA with b) Viral response reduced if treatment started within 6 months
single dose 39% & 67 % with double dose) after delivery
} Unl cef@ } Source: The Thai Perinatal HIV Prevention trial PHPT-2 Study Unl cef@

Scenario 1: Non-pregnhant women of child
bearing age

Revised ARV guidelines for PMTCT

HIV-infected women
‘With indications for
initiating ARV treatment

First-line regimens:

) L. i ZDV/d4T+3TC+NVP

Eight (8) clinical scenarios
(Non-pregnant women who

may become pregnant)

(EFV should be avoided)

X unicef@® X unicef@®

Scenario 2: Women on treatment who become

Scenario 3: Pregnant women who have indications

pregnant for ARV treatment
HIV-infected ‘Women HIV-infected ‘Women
Women receiving « Continue current ARV regimen pregnant women « First-line: ZDV/d4T +3TC+NVP
ARV treatment « If contains EFV, substitute with NVP with indications for |* No EFV if during first trimester
or PIif in the first trimester. ARV treatment « Ifpossible, consider delaying initiating

who become « Continue same during/after delivery ARV treatment until after first trimester,
pregnant

Infants Infants

« single-dose NVP + 1-week ZDV OR « single-dose NVP + 1-week ZDV OR

¢ l-week ZDV OR * l-week ZDV OR

¢ single-dose NVP + single-dose NVP

X unicef@® X unicef@®

Scenario 4: Pregnant women who have NO indications

Scenario 5: Pregnant women who have indications

for ARV treatment for ART where there is no treatment

HIV-infected pregnant
women without
indications for ARV
treatment

Women

« First line: ZDV starting at 28 weeks +
single-dose NVP at onset of labour

Infants

« Single-dose NVP plus 1-week ZDV ?

Alternative regimens:

e ZDV alone (Mother: from 28 weeks,
Infant: 1-week)

« ZDV+3TC (Mother: from 36 weeks +
1-week PP, Infant: 1-week)

« Single-dose NVP to mother and Infant

P

unicel @

HIV-infected pregnant
women with
indications for ARV
Treatment, BUT ART
is not available

Same as Scenario D

Give the most potent ARV regimen
available

A

unicef&®
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Scenario 6: Pregnant women who have indications
for ART where there is no treatment

Pregnant women of
unknown HIV status
at the time of labour
or known HIV-
infected women in
labour who did not
receive ARV

 Ifthere is time, offer VCT

« if positive initiate intrapartum ARV
prophylaxis.

« If there is no time for VCT, offer it as
possible postpartum and follow the
recommendations in Situation H.

Recommended regimens

* Single-dose NVP: if imminent delivery
is expected do not give the mother dose

* ZDV+3TC to mother (in labour and 1-
week PP) and infant 1-week ZDV+3TC

A

unicef&®

Scenario 8: Women with indications for treatment

who did not initiate it during pregnancy

HIV-infected women
with indications for
ARV treatment who
did not initiate
therapy during

pregnancy.

“Initiate ART as soon as possible
Follow recommended guidelines

short-course ARV MTCT-prophylaxis
does not affect the choice of first-line
regimen.

Thank 0

unicef&®

yand God bless

unicef&®

Scenario 7: Infants born to women who did

not receive any ARV

Infants born to
HIV-infected
women who did
not receive ARV
during ANC and
delivery

Infants

*Single-dose NVP as soon as
possible after birth PLUS

“1-week ZDV

(preferably within 2 days after birth)

A

unicef&®

Way forward

« Initiate national dialogue with
key stakeholders to review
current national guidelines

unicef&®




5. Consultation on new UK Governmnet HIV/AIDS strategy

- Elizabeth Smith

Consultation on new UK

Government HIV/AIDS Strategy

UNICEF Regional Taskforce on Prevention of
Mother to Child Transmission
Bangkok 11 — 13 May 2004

X UK Department for International Development

X in the global fight against HIV/AIDS ?

New UK Government strategy on HIV/AIDS

> Significant developments since last DFID HIV/AIDS strategy in
1

> Call for Action was the first step in an intensification of effort by
HMG

> New strategy will set out how the UK will work with international
and developing country partners in the global fight against
HIV/AIDS

> Consultation Document is not a statement of Government policy
but rather opportunity to encourage feedback and ideas on what
should become policy

> Primary question being asked is what role should HMG be playing

UK Department for International Development

A major threat to development

»The global response to date has been inadequate; we are not on
track to achieve the MDGs or contain the epidemic

>No region of the world is unaffected — both advanced and
emerging epidemics pose a significant threat

> Prime Minister has declared his strong commitment and the whole
of the UK Government is geared to support the global effort

»The UK is committed to continue working within the international
framework for action and towards the UNGASS and MDG targets

X UK Department for International Development

X UK Department for International Development

Five key themes

. Focusing on the poor

. Scaling-up evidence based interventions

. Building effective national responses

. Improving the efficiency and effecti of the international r

g in long-term soluti

1. Focusing on the poor

2. Scaling-up evidence based interventions

> Support HIV/AIDS programmes that help reduce the causes and
effects of poverty

> Scale up efforts to address gender inequalities caused by
HIV/AIDS

> Support strategies that promote an equitable response to
HIV/AIDS

> Work to reduce stigma and discrimination related to HIV/AIDS

X UK Department for International Development

} senvironment and natural resource management

> Strengthen the effectiveness and coverage of prevention efforts,
including:
“focused and targeted interventions, e.g. sex workers, men who have sex with
men
sincreased access to confidential voluntary counselling and testing

> Support efforts to provide increased - and eventually universal -
access to treatment and care

> Develop strategies to address the socio-economic impacts of
HIV/AIDS on:
+young people affected by AIDS
«the labour force
~orphans and children made vulnerable by AIDS
~social stability, conflict and security
«food security

UK Department for International Development

3. Building effective national responses

4. Improving the efficiency and effectiveness of the

international response

> Adopt a range of approaches to delivering HIV/AIDS aid

»Work with country governments to strengthen and improve access
to health services

» Mainstream HIV/AIDS programmes into all sectors, e.g.
education, agriculture

> Strengthen human capacity for service delivery

> Work with civil society and private sector to support their role
within multi-sectoral strategies

> Adapt to the challenge of working in difficult environments

X UK Department for International Development

X UK Department for International Development

»Take a lead in pr ing better har
sworking with UNAIDS, we will mobilise support for implementing the "Three
Ones" principles

> Ensure that macroeconomic policies support effective responses

> Increase the capacity of countries to absorb new funding

N O




5. Investing in longer-term solutions

DFID in Asia — responding to HIV/AIDS

> Ensure stability and sustainability of commitment and resources
for scaled up responses

> Support research aimed at developing best-practice and better
HIV treatments and diagnostics for poor people, children and
women

> Accelerate progress towards developing new technologies for
prevention and tr — including i and microbicides

} UK Department for International Development

> Commitments in:

> Bangladesh
»Burma

» Cambodia
> China

> India
>Nepal

» Pakistan

> Vietnam

> Asia Regional

} UK Department for International Development




6. Introduction to HIV-NAT and Update of PMCT clinic trials

- Dr. Chris Duncombe

Introduction to HIV-NAT & Update
on PMCT Clinical Trials

Chris Duncombe

HIV-NAT
The Netherlands, Australia, Thailand Research Collaboration
May 2004

chris.d@chula.ac.th

Thai Red Cross AIDS Research Centre
National Centre in HIV Epidemiology and Clinical Research
International Antiviral Therapy Evaluation Centre

Thai Red Cross AIDS Research Centre @

Milestones

HIV-NAT concept

start of operations

1%t patients enrolled on study

1%t presentations at international meetings
15t Bangkok symposium in HIV medicine
UNAIDS collaborating centre

new building and facilities

15t publications

More than 1,800 adults & children on 16 studies

Overview

HIV-NAT
Update on antiretrovirals

Ongoing and planned PMCT trials

New WHO guidelines for PMTCT

HIV-
The Iletherlands ~ustralia | hailand
Research Collaboration

Mission and Objectives

» Conduct clinical studies according to
international good clinical practice (GCP) guidelines

»Improve access to antiretroviral therapy for
PLHA in Thailand

» Educate and train healthcare workers

HIV-NAT Study Sites

!

THAILAND

10 sites

9
Provincial
sites




HIV-NAT Drug Fund

Currently 16 studies May 2004
Tipranavir

10 Adult studies Saguinavir PK
017
8 Pediatric studies

indinavir down dose:
HIV-NAT 006
STACCATO Therapy interruption

5
g
! I

HIV-NAT 009
44T ER
Atazanavir
ESPRIT IL-2

1996 1997 1998 1999 2000 2001 2002 2003 2004

Adult Research

Structured therapy interruption

Can ARV be given on/off?
Interleukin-2

Does immunotherapy work?
Dose reductions of ARV in Asian
populations
Vaccine for A/E strain HIV (Thailand)

L2

B \NGKOK SYMPOSIUM
ON HIY MEDICINE

QUEEN SIRIKIT NATIONAL CONVENTION CENTER '
IARY

Antiretroviral Drugs — 2004

Nucleoside RTIs

Non nucleoside RTIs

Protease inhibitors

zidovudine (ZDV)

nevirapine (NVP)

saquinavir (SQV)

didanosine (ddl)

efavirenz (EFV)

ritonavir (RTV)*

indinavir (IDV)

stavudine (d4T)

Nucleotide RTls

nelfinavir (NFV)

lamivudine (3TC)

Tenofovir (TDF)

abacavir (ABC)*

Fusion inhibitors

lopinavir/r (LPV/r)

emtricitabine (FTC)

Enfuvirtide (T20)

atazanavir (ATZ)

Triple therapy (HAART) for all

fosamprenavir

HIV-NAT studies

New drug development

US FDA registrational studies of
atazanavir, d4T and T20

Investigator-initiated studies
Relevant to Thailand
Down dosing of indinavir
Pharmacokinetic studies
Vaccine program

Pediatric Research

Optimum time to start ARV in children
ARYV resistance in children

Effect of ARV on behavioral and cognitive
function

Treatment outcomes in children receiving
HAART

PK of nelfinavir in children
Salvage therapy in children failing first line ARV

Overview

WHO Adult Guidelines
Revision December 2003
Key changes

No longer recommended

Triple nucleoside combination with
abacavir

ddl as first line drug
d4T+ddl combination
Protease inhibitor regimen as first line




How to Start
WHO December 2003

First line regimen
5-drug “formulary” approach
(d4T or ZDV)  + 3TC (NVP or EFZ)

D4T \AZT 31C Efavirenz

Choice based on cost, availability, side effects, fixed
dose combinations

Overview

When to start - Adults

If CD4 testing available
2 AIDS
* Anyone with CD4 count < 200/mm’ ‘

L Consider starting if WHO stage Ill and CD4 count < 350

If CD4 testing unavailable
2 AIDS ‘

# HIV-related symptoms and total lymphocyte count < 1200 |

PMCT Trials

Ongoing and Planned Studies

Lynne M. Mofenson

National Institute of Child Health and Human ” .
Development Philippe Gaillard

National Institutes of Health World Health Organization

Timing of Transmission
(with Breastfeeding and No ARV)

Early Antenatal ‘ Early Postpartum | | Late Postpartumr

(0-6 months) | | (6-24 months)

—
¥, ., . 1
I Labor and Delivery --
i =i

Late Antenatal
(36 wks to labor)
W

(<36 wks)

0% 20% 40% 60% 80% 100%
Proportion of infections

Nairobi Feeding Study

Cumulative infant HIV infection rates
37
N Breast-fed
B Formula-fed

7
3

6 months 24 months

Infant HIV-free survival at 24 months
58% in breast fed
70% in formula fed

Nduati. JAMA 2000; 283:1167-74

Antiretroviral Prophylaxis Trials

AP IP PP --Infant
28 34 36

Botewana wks wks wks

SIMBA/MITRA

HPTN 046

Ethiopia/india

Malawi (CDC/NICHD)

S. Africa/Brazil

Thai (Harvard) Post-partum:
DITRAME+1 Optimal duration?
Malawi (ongoing) Which drugs?
Zambia (Harvard)/SA/ Mother and/or child?
EHET0 2 Hgantd Is HAART better/safe?
Exclusive BF
| Early weaning

Risk factors for transmission
through breastfeeding

Maternal HIV status (CD4 count)

Maternal plasma and milk viral load

Duration of breastfeeding

Mode of feeding: EBF or MBF (early weaning)
Breast health (mastitis)

Infant factors (oral thrush)

Antiretroviral interventions




Interventions to prevent breast milk
transmission

Studies on:
Infant feeding practices

Prophylaxis using ARVs
to the child
to the mother

Type of Feeding
Exclusive breast milk vs mixed feeding

% Transmissior

B Never Breastfed {N=157)
B Exclusive Breastfed {(N=118)
B Mixed Feeding (N=276)

SIMBA: Infant Prophylaxis

AZT +ddl AZT
start 36 wks | +ddl

Infant: 3TC x 6 months

Birth-14 days, 2 mg/kg bid; then 4 mg/kg bid

AZT +ddl fother: AZT |
start 36 wks | +ddl [Sild] WK |

Infant: NVP x 6 months
Birth-14 days, 2 mg/kg once/d; then 2 mg/kg bid

Vyankandondera J et al.
IAS Meeting, Paris France
2003

SIMBA: Infant Prophylaxis

Issues remain about:
drug safety
safety of early weaning
drug resistance
SIMBA results encouraging but still
many questions
Phase Ill studies ongoing

Modifying infant feeding practices

Exclusive breastfeeding vs mixed feeding
Early weaning
Ongoing studies

Breastfeeding study - Kwazulu Natal, South Africa (ongoing)
ZEBS - Lusaka, Zambia (ongoing)

ZVITAMBO - Harare, Zimbabwe (recruitment completed)
DITRAME Plus - Abidjan, Céte d'Ivoire (ongoing)

Antiretroviral Infant Prophylaxis

Rationale

Post exposure prophylaxis with ARV given to infant can
reduce transmission of HIV (SIMBA trial)
Single ARV therapy given to the uninfected infant does not

expose the infected mother to the risk of developing ARV
resistance

ARYV to the infant during the time of breast feeding may be a
safer option for both

SIMBA “Package” of Interventions

Maternal dual ARV (AZT +ddl)

High rate exclusive BF (87%)

Early weaning median duration BF 3.3-3.5 months
Infant prophylaxis while breast feeding (NVP or 3TC)

Overall 30 cases of infant HIV infection
7.6% transmission
Median follow-up 100 days
3TC group
2 of 179 infants (1.1%)
nevirapine group
1 of 179 infants (0.6%)

Duration of therapy to infant

P PP

HPTN 046 NVP x1 r\I‘n\;;ijn)t(1

Infant: NVP x 6 months

Infant
NVP x1
Infant: Placebo x 6 months

Ethiopia
Uganda
India Infant: NVP x 6 wks

Infant
NVP x1
Infant Placebo x 6 wks




Are two drugs better than one?

1P PP
VIRl AZT x1 wk

fant

NVP xd Infant: AZT x 16 wks

% Transmission

<400 400- 3000-
3000 40000 100000

Delivery Plasma HIV RNA

Women & Infants Transmission Study, 1990-1999
Cooper E et al. JAIDS 2002;29:484-94

Maternal Antiretroviral Toxicity

Due to efficacy, cost and availability in developing
countries

Use NNRTI-based triple therapy

Hepatic toxicity/severe rash with NVP
More common in women than men (3-7 times)
More common women with CD4 >250

d4T/ddl lactic acidosis deaths

3 deaths late pregnhancy in women (with 2 fetal
deaths) who received d4T/dd| throughout pregnancy

Resistance in Following
PMTCT Antiretroviral Prophylaxis

% with Resistance

[INVP [ 3TC W AZT

% with Resistance

Antiretroviral Prophylaxis
Trials

Improve maternal health and survival
Lower maternal viral load and decrease
perinatal transmission
Prevent resistance

3TC and nevirapine

limit future maternal treatment options

Prevent breast milk transmission

The More Potent the ARV Regimen
The Lower the Transmission Rate

% Transmission

ZDV Less Potent Potent
Alone Combo Combo
(N=179)  (N=187)

Maternal Antiretroviral Toxicity

139 pregnant women started NVP-based
regimen (89% started during pregnancy)

2 women (1.4%) died hepatic failure
Serious rash -1.4%
Moderate-severe I liver enzymes - 8%

Lyons et al. 2nd IAS Conf, Paris, July 2003

Nevirapine Resistance in
at 6 Weeks Postpartum

HIVNET 012

JiD 2001 PACTG 2002 PACTG 2002
NVP x1 NVP x2 AZT + NVP x1




Overview

New WHO guidelines for PMCT

WHO guidelines May 2004
Key points

Recognise that single-dose NVP is the simplest
regimen to deliver

Single-dose NVP programs should continue and be
expanded

Programs should plan to introduce other ARV
regimens

Health systems improved
Enable the delivery of more complex ARV regimens

Alternative regimens

Women Women
AZT +3TC from 28 single-dose NVP
weeks or as soon as Infants

possible single-dose NVP
continued during o

labour
Infants
one week AZT +3TC

Research Next Steps

Antiretroviral resistance report

Antiretroviral drugs and the prevention

2004 Revision

DRAFT VERSION - FOR PUBLIC CONSULTATION

World B

First-choice regimen

Women

AZT starting at 28 weeks or as soon as
possible thereafter

continue AZT during labour

single-dose NVP at the onset of labour
Infants

Single-dose NVP plus one week of AZT

Alternative regimens

If triple-combination regimens are used
MTCT prevention only
Women indications for ARV treatment

Recommended regimens
AZT+3TC+SQV/r
AZT+3TC+NFV

third trimester of pregnancy
AZT+3TC+EFV could be considered




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

and PMTCT Plus
- Dr. Gonzague Jourdain

ZDV + NVP to prevent
perinatal HIV (PHPT-2) and
further nevirapine-based triple
therapy

Gonzague Jourdain, MD
Harvard School of Public Health

PHPT is a international consortium of researchers from:
Institut de Recherche pour le Développement, UR 054
Harvard School of Public Health
Institut National d'Etudes Démographiques
Paris 7 University /INSERM ERM 0321, Paris, France
Harvard School of Medicine
Mahidol, Chiang Mai, KhonKaen Universities
Ministry of Public Health, Thailand

% Perinatal HIV Prevention Trial, Thailand UNICEF PMTCT Taskforce, May 12, 2004

PHPT network

37 public hospitals (mostly MoPH) in Thailand

« Physicians, Nurses, Counselors, Laboratory
Technicians, Pharmacists

* ANC-OB-GYN, Pediatrics, Internal Medicine

A Center for Clinical Research in Chiang Mai:
protocol development, trainings, data
management, monitoring, statistical analysis,
and laboratory dedicated to HIV and PK

E!i Perinatal HIV Prevention Trial, Thailand

Background: Study design

Mother Infant (Formula)
Long-Long ZDV Reference

Short-Short ZDV placebo

Long-Short placebo

| |

28 WKs.

antepartum intrapartum infants
ZDV Dosing: 300mg bid 300mg/3 hrs 2 mg/kg gid

E!i Perinatal HIV Prevention Trial, Thailand

Background: PHPT-1 intrapartum
transmission

Mother Infant
early late total

}1.6%

placebo +3.5% =8.6%

placebo

28 Wks 35 Wks 3days 6 Wks n=1,437

==> |ntrapartum transmission: 3 to 5%

E!i Perinatal HIV Prevention Trial, Thailand

Outline

Background for ZDV + NVP
PHPT-2 results

Pharmacokinetics: extent of the exposure
after an intrapartum single dose NVP

. Resistance mutations in patients who
subsequently received NVP based HAART
Virological response to a postpartum
nevirapine based regimen
Discussion, questions

= Perinatal HIV Prevention Trial, Thailand

Background: PHPT 1 research question

Can ZDV prophylaxis be shortened and simplified
without loosing efficacy ?

Women Infants

28 weeks’

35 weeks’ 3 days
gestation

6 weeks

= Perinatal HIV Prevention Trial, Thailand

Background: PHPT-1 in utero transmission

Mother DNA PCR + at birth

Long-Lon
J 2 1.6%
Long-Short
P<0.001

Short-Short
5.1%

| |

28 Wks 35 Wks

n=1,437

E!i Perinatal HIV Prevention Trial, Thailand

C Breasti 0
=meemmsfl D BB BEA

In utero exposmm Formula 25%

In utero exposure ]E Formula

-_— .

In utero exposure Formula 6%

E!i Perinatal HIV Prevention Trial, Thailand




Distribution of intervention costs

32%

o, 10%

= Counseling B HIV testing
= Prenatalfintrapartum ZDV H |nfant's ZDV
¥ Formula

= Perinatal HIV Prevention Trial, Thailand

Reducing Intrapartum Exposure
and Increasing PEP

Intrapartum
Labor and Postpartum

delivery Infant

Zidovudine Zidovudine
+ Nevirapine + Nevirapine

Nevirapine: long half-life, immediate To decrease To block
and potent antiretroviral action exposure replication

= Perinatal HIV Prevention Trial, Thailand

Methods

* Counseling and written Informed Consent
« ZDV prophylaxis from 28 weeks’ gestation or as
soon as possible thereafter

Women were not randomized if they had received less
than 2 weeks of ZDV or had initiated HAART
These women were followed separately

PCP prophylaxis to all infants from 6 weeks until

proven uninfected

Symptomatic infected infants and
immunocompromised mothers offered ARV

E!i Perinatal HIV Prevention Trial, Thailand

Characteristics of Mothers,
Deliveries and Infants

Similar between groups

E!i Perinatal HIV Prevention Trial, Thailand

HIVNET 012: Efficacy

Ultra short

[roF 5] 25.1%, 2DV

21.3%

E!i Perinatal HIV Prevention Trial, Thailand

A randomized, double blind trial

Mother Infant
NVP-NVP

NVP-Plac.

Plac.-Plac. Reference

NVP dosing:  Mother =200 mg po at onset of labor
Infant = 6 mg po 48-72 hours after birth

ZDV regimen: Pregnancy = 300 mg bid from 28 wks’ gestation or
as soon as possible thereafter
Labor = 300 mg po every 3 hours
Infant = 2 mg/kg qid for 1 wk (6 wks if <4 wks in mother)

No breastfeeding
1,844 women and their infants {one year follow-up)

E!i Perinatal HIV Prevention Trial, Thailand

Endpoint

Method

+ Blood draw at birth, 6 weeks, 4 and 6 months

» HIV DNA-PCR performed on Dried Blood Spots (Roche
Amplicor 1.5)

Diagnosis criteria

- Infected: two positive DNA-PCR on separate occasions

» Uninfected: two negative DNA-PCR on separate occasions
after 1 month of age

Twins considered a single entity: discordant twins counted
as a single infected infant

E!i Perinatal HIV Prevention Trial, Thailand

Transmission Rates:
Deliveries before May 2, 2002

Transmission Rate (%)
6.3%
ITT: NVP-NVP vs. PL-PL, P <0.001
E PL-PL

B NVP-PL
H NVP-NVP

NVP-PL NVP-NVP

E!i Perinatal HIV Prevention Trial, Thailand




First Interim Analysis

On May 2, 2002, the DSMB recommended that
enrolment in the PL-PL arm be terminated and

the target sample size increased to 695 per arm (test
for non-inferiority between NVP-PL and NVP-NVP; 0.8
power, delta value = 2.5%).

Mother
NVP-NVP

NVP-Plac.

E!i Perinatal HIV Prevention Trial, Thailand

Conclusion

+ Maternal and infant ZDV (28 weeks’
gestation)+ intrapartum NVP 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)

E!i Perinatal HIV Prevention Trial, Thailand

Background

« ZDV from 28 weeks’ gestation + intrapartum nevirapine
highly efficacious and safe (PHPT-2)

* Intrapartum NVP has been associated with the emergence of
NNRTI drug resistance mutations (HIVNET 012, PACTG
316). Rates vary depending on techniques, definitions of
resistance mutations, and number of intrapartum doses

« In PHPT-2, 25% of pregnant women needed HAART (CD4
<250)

* Thai « GPOvir » (d4T-3TC-NVP): US$ 30/month

* WHO recommendations for women of childbearing potential

Question
Is the response to a subsequent NNRTI-based regimen
compromised by SD NVP?

E!i Perinatal HIV Prevention Trial, Thailand

Response to a NNRTI based regimen
following intrapartum NVP exposure

Patients

* 269 immunocompromised women started
nevirapine based regimen in the postpartum
period between June 2002 and August 2003:

— 48 not exposed to intrapartum NVP

— 221 exposed to intrapartum NVP
NVP was switched to EFV if adverse event (6%)

E!i Perinatal HIV Prevention Trial, Thailand

Transmission Rates:
Final analysis

Transmission Rate (%)
%7 95% ClI of the difference: -0.9% to +2.4%

E NVP-PL
B NVP-NVP

NV NVP-NVP
672 (25) 693 (12)

= Perinatal HIV Prevention Trial, Thailand

Intrapartum exposure to single dose
nevirapine and subsequent maternal
6-month response to a nevirapine
based antiretroviral regimen

E!i Perinatal HIV Prevention Trial, Thailand

Measurement of NVP exposure in
the postpartum period

» Measurement of postpartum NVP plasma
levels

» Technique: HPLC: sensitivity of the NVP
assay used was 50 ng/ml (NVP IC5, =10-100
nM or 3-30 ng/mL)

» Nevirapine was detected up to three weeks
after intrapartum intake in some women

E!i Perinatal HIV Prevention Trial, Thailand

Viral loads and Genotyping

VL assayed at baseline (or during preghancy), 3 and
6 (+ 1.5) months (Cobas Amplicor HIV-1 Monitor v1.5
Roche Diagnostics)

ViroSeq HIV-1 Genotyping system

12-day postpartum samples

Definition of NNRTI resistance associated mutations
according to IAS-USA tables (Oct. 2003)

Genotyping performed blindly to intrapartum intake of
NVP

E!i Perinatal HIV Prevention Trial, Thailand




Patients with NNRTI resistance mutations (IAS)
at median 12 days (10-14) postpartum

» High viral load is a risk factor for teh selection
of resistance mutations
In this group of women who needed
treatment and therefore had high viral loads
(4.6 1og10 copies/ml) NNRTI resistance
mutations were found in about 30 percent of
the women who had been exposed to
intrapartum nevirapine

E!i Perinatal HIV Prevention Trial, Thailand

Need for more studies

Sustainability of the response at 12 months?

Relationship between time to treatment
initiation and virological response?

Can we prevent the selection of resistance
mutations?

Other antiretroviral drugs for PMTCT?
Alternatives?

E!i Perinatal HIV Prevention Trial, Thailand

HAART during pregnancy in women who do
not require therapy for their own health?

Good efficacy, but data from settings where C-section is
extensively used for PMTCT (PACTG 316)

Safety concerns (hepatic toxicities) regarding the use of
nevirapine based HAART in women with CD4 > 250 cells/mm3
(patients on NNRTIs were not included in PACTG 316)
especially in populations with high prevalence of Hepatitis B
Use of 3TC for a few months and Hepatitis B: risk of HBV
rebound after 3TC discontinuation?

Pharmacokinetics of Pls modified during pregnancy, adherence
to complex regimens during pregnancy: risk of resistance
mutations?

Implementation: a medical intervention which requires specific
training

HAART during pregnancy in women who do not require therapy
for their own health has never been directly compared to simpler
regimens

PHPT-2 Co-Investigators

Results

Six months after initiation of therapy, median
CD4 increase was similar among NVP
exposed and unexposed women

However women who initiated a nevirapine
containing regimen in the postpartum period
were less likely to achieve virological
suppression (<50 copies/ml) at 6 months of
treatment if they had previously been
exposed to a single dose of nevirapine.

E!i Perinatal HIV Prevention Trial, Thailand

HAART during pregnancy in women w
require therapy for their own health

Highly Active Antiretroviral Treatment (HAART)

and prevention of opportunistic infections

(Qls) in particular prevention of PCP should

be proposed wherever possible if pregnant

women are immunocompromised (CD4 below

250-200 cells/mms3):

— Minimize the risk of vertical transmission

— Minimize the risk of adverse event during
pregnhancy

— Need coordination with Internal Medicine (long
term treatment)

E!i Perinatal HIV Prevention Trial, Thailand

Conclusion

* Where or when HAART during pregnancy is

not feasible or desirable, ZDV + NVP is the

only regimen which matches the efficacy of

HAART during pregnancy to prevent vertical
transmission

EE Perinatal HIV Prevention Trial, Thailand
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The impact of ‘3 by &' on parent-to-child
transmission prevention and care

On World AIDS Day ’&
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new advocacy
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disaster of AIDS Q&’
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The impact of ‘3 by &' on parent-to-child
transmission prevention and care

Countries in Asia and the Pacific, as
well as in Africa, have requested
assistance from WHO, including
India, China, Indonesia, Papua New
Guinea and Vietnam.

The impact of ‘3 by &' on parent-to-child
transmission prevention and care

Why has the '3 by 5' initiative been taken up so rapidly
by national governments?

Reich described a useful framework to analyse the
politics of agenda setting in international health.

He classifies the streams of influence as

* symbolic

organisational
scientific
economic and
political

Reich M. The Politics of agenda setting in international
rw health: child health versus adult health in deveIoEing
countries. J Int Development 1995; 7(3):489-502.

The impact of '3 by 5' on prevention of
parent-to-child transmission of HIV

Cost (per year) of
antiretroviral drugs has
dropped dramatically

(2]
)
=
@
=

9 1998 1999 2000 2001 2002

Sources of data: Ul
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ARVs have not b.een available B HIV/AIDS deaths, 2001
where the need is greatest
Il People using ARV drugs, 2001

2,500

Thousands

AL - T

Sub- el Latin High
Saharan America Income

rw Africa and countries
Caribbean

The impact of ‘3 by &' on parent-to-child
transmission prevention and care

Many potential benefits:

* More people (including parents) with HLV receive
treatment - live longer, happier, productive lives
Reduced viral load contributes to prevention
People may be more willing to be tested -
contributes to prevention
Stigma reduced - more pregnant women willing to
take up prophylaxis
Greater engagement by governments with general
responses to the epidemic

* Increased resources for health care systems

g
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Influence of ‘symbolic politics'

Individuals and organisations employ images and
language as symbols for advocacy and
fundraising.

The DOTS campaign for tuberculosis showed
how successful ‘branding’ a policy could be for
mobilising resources.

Concept of delivering potent new medicines to
the sick is a more ready source of positive
symbols to attract funds.

‘Before and aft
. P:
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Influence of ‘organisational politics'

World Bank / WHO - setting the international
health agenda

'3 by 5' taken up by bilateral donors, and by the new
large funding bodies, such as the Global Fund, Bill
and Melinda Gates Foundation, Bush Initiative.

The priorities of these donor agencies inevitably
influence the policy agendas of developing country
governments, and of their smaller partner
organisations.

g
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Influence of ‘economic politics'

Extending life of productive adults lessens
economic impact on families, communities and
nations.

Treatment with ARVs may reduce other health
care costs.

The multi-national pharmaceutical companies also
now have an economic interest in rapid expansion

of a long-term treatment for millions of people.

g
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What's needed for '3 by 572

* Wide availability of VCT
* Quality control for tests - ordering and storage
* Laboratory technicians trained
* Quality control for drugs - ordering and storage
+ Referral mechanisms in place
Trained health staff
+ Adherence support mechanisms
* Social and emotional support
+ Community knowledge and acceptance.... and...

g
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What are the implications

for prevention and care in

relation to parent to child
! transmission of HIV?

Ternate, Indonesia

There are opportunities and
concerns - if we recognise and

discuss these we can try to avoid 8
and minimise adverse effects , &

rw Father and child in Tamil Nadu

The impact of ‘3 by &' on parent-to-child
transmission prevention and care

Influence of ‘scientific politics'

Evaluating the impact of prevention efforts
problematic - pace and pattern of spread of HIV
difficult to predict in any setting

Evaluating comprehensive continuum of care
problematic - can seem a vague ideal

But measuring increased numbers on ARVs is
conceptually simple

g
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Influence of ‘political politics’

Debates about promotion of condoms and needle
exchange programs unpopular with politicians -
‘treating sick people’ less politically threatening.

'3 by &' presented as an important contribution
towards achieving UNGASS targets, and to the
Millennium Development Goals

Security concerns prominent - both donor and
recipient governments are aware that armies often
have high rates of HIV infection.

g

The impact of ‘3 by &' on parent-to-child
transmission prevention and care

WHO have urged that we need to be:

“sailing the ship at the same time that it is
being built“....

A precautionary metaphor -

/W\/\/\/\/\

g
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Countries have set targets that are greater than
the numbers yet identified with HIV

Many Asian countries are still in the early stages
of establishing VCCT services. VCCT plays an

important role in prevention, as well as being an
entry point to care. But the pressure to identify
those eligible for ARVs threatens to skew VCT
towards screening those with symptoms.
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Recently Richard Holbrooke suggested in the NY
Times that testing should be ‘required’ at marriage,
before childbirth and upon any visit to a hospital

Stephen Lewis, UN special envoy, urged that
routine testing be required

“whenever someone presents at a medical facility,

with the option of course to opt out."

The impact of ‘3 by &' on parent-to-child
transmission prevention and care

When treatment is available people are encouraged to
come forward for HIV testing

Reproduction is an important part of life - people with
HIV have needs and concerns in relation to:

contraception
pregnancy
childbirth
infant feeding and
baby care
Health care staff and counsellors need training and

guidelines to help them to respond to questions and to
manage HIV positive women that become pregnant

g
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There are hazards associated with introducing such
programs without sufficient preparation:

* anxiety about testing
+ discrimination if confidentiality is breached
* rejection by husband or family - male suicide

* missing out on ANC, delivery and PP care to avoid
hearing the results

* unwanted sterilisation
* unsafe infant feeding practices

The poorest and most marginalised are

[M at greatest risk

The impact of ‘3 by &' on parent-to-child
transmission prevention and care

‘3 by &' may divert resources and staff from
MCH, and RH services that help to reduce the
risk of MTCT of HIV when we don't know which
mothers are infected.

These rural Lao women do not know their HIV status

The impact of ‘3 by &' on parent-to-child
transmission prevention and care

The Asia Pacific Network of People Living with HIV/AIDS
conducted a study of 764 HIV positive people in four Asian
countries (India, Indonesia, Thailand and the Philippines)

More than half experienced discrimination in the health sector

This was more likely among those who were unprepared or
coerced into taking a test. Breaches of confidentiality were
common

Documentation of ALDS-Related Discrimination in Asia: Final report of the
APN+ Human Rights Initiative. December 2003

The impact of ‘3 by &' on parent-to-child
transmission prevention and care

In some places ARVs are becoming available where
pregnant women are not yet routinely of fered HIV
testing in the ante-natal clinic.

This can add to
pressure to
introduce rapidly
an ANC-based
PMTCT of HIV
program.

The impact of ‘3 by &' on parent-to-child
transmission prevention and care

'3 by B' may divert resources and attention
from efforts to prevent women becoming
infected during pregnancy and post-partum

The impact of ‘3 by &' on parent-to-child
transmission prevention and care

Secondary prevention - population-based

Strategies to reduce risk of HIV passing from infected
mothers to babies when we don't know which women have HIV
« Prevent unwanted pregnancies

+ Improve health of pregnant women

+ Strengthen STI treatment and control

+ Encourage women with any chronic illness to avoid pregnancy
until well for 6 months
+ Train midwives to reduce interventions at delivery

+ Promote exclusive BF; train health workers
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Increased inequality of access to health care
services - rural / urban divide

Attention and resources diverted from other
HIV prevention and care activities - “honey
pot" effect

The impact of ‘3 by &' on parent-to-child
transmission prevention and care

Govt $ for |Govt $ on
health as  |health as
% of total |% of total
$ on

health

The impact of ‘3 by &' on parent-to-child
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Problem of selective access

If access to free or subsidized ART only through
ANC - risk that women may become pregnant, or
be pressured to become pregnant, in order to
access ART for herself and her family

ART should be available to all infected with HLV
who meet the clinical / laboratory criteria

VCT for HIV should be available both outside and
within the ANC setting.

g
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We need to develop adherence strategies for
pregnant women and new mothers - and
research the barriers to adherence

Important to form links with SLgpor"rive
community based N6Os and CBOs

Support the development of support groups

Actively seek to counter stigma - starting in
the health care system

Document and publish experiences

g
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Community-based approaches to HIV freatment in
resource-poor settings

Paul Farmer et af Lancet 2001;358:404 -409

The Brazilian HIV/AIDS success story - can others do
it?

Oliveira-Cruz Vet al. Tropical Medicine and
International Health, 2004;9:292-297

g
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PMTCT-Plus’ - the ANC as the starting point
for introducing ART

Ethical issues

Husband, children, should receive treatment
too if they meet lab / clinical criteria

- needs to be thought of as a life-long
commitment

g

The continuum of care

Primary health

Secondary /\
—

health

Voluntary
counseling
and
testing

The entry point

o o Ci
\
%
w * Tertiary health—
care

Home-based care
Source: WHO/UNAIDS Miller D. Key Elements in HIV/AII tember 2000
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Problems with resistance
There are interactions both ways to consider:

- '3 by 5 may increase resistance and make it difficult to
provide effective prophylaxis to pregnant women

- PMTCT programs may cause resistance to develop rapidly to
first line ARVs because of use of single and double drug
regimens

Where VCT with ARV prophylaxis has been available for some
time there will be increasing numbers of women attending ANC
who are not ndive to ARVs. Recent studies show that resistance
is a greater problem than expected

Martinson M, et al. HIV resistance and transmission following single-dose
i in'a PMTCT cohort. Conf Retroviruses Opportunistic Infect. 2004
th: Abstract No. 38.
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South Africa - single dose NVP to mother and baby: 455
mothers

+ Median baseline: CD4: 392 cells/mm3
viral load: 28,700 copies/mL
no resistance to NVP

+ At median 7 week follow up:
Resistance to NVP:
38.8% of mothers
42.4% of infants

+ At 10 weeks: overall MTCT rate:
8.6%

g
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25% (255) of the women needed treatment and received an
NNRTI-containing regimen - NVP/3TC/d4T

At 6 months, percentage with viral load below 50 copies:
Unexposed: 75%
Exposed but with no detectable mutations:  53%
Exposed and with mutations: 34%

conclusions:

+ NVP has a long half-life
« Even a single dose may cause a high rate of resistance
+ The resistance often results in treatment failure

ponse o NNRTI-
1th: AbstractNo. 41LB.
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anti-HI

) increasing complexity of ethical
and human rights implications

acial

ge and behayiours
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Conclusions:

We need to harness the energy generated by the '3
by B' initiative

WHO has urged: "This is not the time for hesitation
or doubt” -- but we do need to discuss the potential
problems

We need to argue that with a strong health care
system it is possible to deliver ARVs safely

We shouldn't pretend that countries can expand
access without increasing their health care budget

g
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Thai study - PHPT-2

Placebo-placebo arm discontinued after interim analysis showed
80% reduction using NVP-NVP arm

Interim analysis - MTCT rate: NVP-NVP arm:  11%
Placebo-placebo: 6.3%

Final results - MTCT rate: NVP-NVP arm:  2.0%
NVP-placebo: 2.8%

The effect of addition of NVP was much greater than expected.

g the
imen for the
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Has the time come to abolish the use of
suboptimal regimens and use generic HAART?

3 studies are underway in Africa to investigate
efficacy and safety of giving HAART (ZDV + 3TC
+ NVP) to all HIV positive pregnant women during
pregnancy and for 6 months during breastfeeding
for those who do not meet treatment criteria
(with ongoing HAART for those with clinical or
laboratory treatment criteria).

Concerns re resistance - the baby receives sub-

e Ther‘aeu’ric levels of ARVs for a long period.

The impact of ‘3 by &' on parent-to-child
transmission prevention and care

Discordant couples that want to have a baby

Rather than have unprotected sex all through
the month it is preferable for the couple to

have unprotected sex only once amonth at the
time when the woman is more likely to ovulate.

She can be taught to recognise when this
occurs from changes in her cervical mucus.

The risk can be lowered further by giving the woman pre or post-
exposure ARV prophylaxis once amonth. If the man is on HAART his
viral load will be greatly reduced and the risk to the woman will be
lower.

g
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Prepare first to respond to the reproductive health
needs of those who already know they are infected
with HIV

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

Pay attention to specific primary prevention

Pay attention to strengthening MCH and RH
services

Pay attention to equitable allocation of resources
6uard against cynicism
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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

Presentation outline

Prong four of the UN PMTCT strategy:
- care, support and treatment of

women, children and their families - * Retionale

« Care needs of PLWHA —,

*« Recommended interventions

Ngashi Ngongo & Arjan de

¢ Conclusion

Hoatth, Education, Equality, Protection i f@ Hoatth, Education, Equality, Protection i f@
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Rationale:
However....
Reduction of new infections in parents and children
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%
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Needs of PLHA

Rationale (Cont'd):

¢ Health care for PLHA is human right
* Prolongs life and reduce AIDS deaths and cope with their serostatus

« To be diagnosed and supported to accept

* Reduce the number of orphans =8 ¢ Clinical Care: ART, Ols.
+ Reduce infant and young child mortality « Psychosocial support
and improve child survival v, oy
) t « Nutritional support
+ Strengthen prevention efforts .y < Ll it
* Contribute to stigma reduction . egé stppo .
* Reduce spread of TB and STls * Social support for their or|

or every child

For every child = F =
Health, Education, Equality, Protection Source: WHO/UNAIDS 2000 u n Icef @ Health, Education, Equality, Protection Source: WHO/UNAIDS 2000 u n Icef @
ADVANCE HUMANITY ADVANCE HUMANITY

MTCT Prevention: UN recommended package of care,

A unique entry point to care for HIV- support and treatment interventions

infected women and their children

* WHO and partners (UNICEF, UNFPA,
UNAIDS, World Bank, Family Health

International, CDC)
International commitments: — P

* Presents key interventions and

recommendations that address t
S needs of HIV-infected women &
g children, building on existing
Narrow focus on prevention of transmission insufficient recommendations

HIV by 50%...

“...by 2005, develop and make significan;
implementing comprehensive care s

For every child S WHOTURAIG S 2060 - For every child -
Health, Education, Equality, Protection 3 Health, Education, Equality, Protection
ADVANCE HUMANITY u n Ice ADVANCE HUMANITY u n Ice



UN recommended package of care,

support and treatment interventions (2)

* Aim:

— Assist policy-makers and managers of
national HIV/AIDS programmes as well
clinical services and reproductive he {
programmes to make informed decis
draw up country-specific norms and
standards, develop operationa
guidelines for the treatment,
of HIV-infected women and their children.

For every child -
Health, Education, Equality, Protection
ADVANCE HUMANITY U n |Ce

Key health care interventions for HIV-

exposed infants and young children

Basic care for HIV-exposed children N\
before determination of status:

«IYCF counseling and support
~Regular follow-up for:

-Assessnent, management and
follow up of common conditions
Growth monitoring
+Routine nization
=Malaria prevent rez
~Catrimoxazole prophylaxis

Other care and support
interventions as appropriate:
+PSS, counseling and

education of care givers
-Referral for special care of OVC.

Additional care for confirmed HIV
uninfected children:
~Continue all the above except

i ole ,

 Additional care for HIV infected children
With confirmed HIV infection:
=Nutritional care and support
~Antiretroviral treatrent B
For every chil{ *Management of opportunistic infections

:;u\;l:l(‘g:uu +Palliative care unicef@
Health services delivery strategies
Home Outreach
based mobile
Package ” 4
 Prevention " &4
* Care
Support
For every child =
R s v unicef @

Key health care interventions for
HIV-infected women

Provide education,
Support and services
for prevention

Other health care intervent.

SRH care interventions for

HIV-infected women: for HIV-infected women:
+SRH counseling and support +TB screening and managt.
+Family planning Mgt of substance abuse
~Matemnity services: ANC, +Malaria prev. and treatment
delivery and PP care “Mental health and PSS

+Nutrition care and support
“ART&OI prev. and treatment
+Palliative care J

-ARV prophylaxis for PMTCT
+STI prevention and treatment
*Managt. other SRH problems

For every child

-
Health, Education, Equality, Protection f @
ADVANCE HUMANITY Unlce

Continuum of care

Different levels of service delivery:
— Household level
— Community level
— Health facility:

* Primary health facility level

« Secondary health facility level

« Tertiary health facility level
Care must be provided in a conti
— Linkages between service provide
— Referrals of PLHA between different levels

For every child . =
Health, Education, Equality, Protection JUrce; WHO/UNAIDS December unl ce
ADVANCE HUMANITY 2000

Conclusion

* HIV infected women and children born to
HIV-infected women have particular health
care needs.

¢ PMTCT programmes can serve a:
entry point to care of HIV infe
and their children, and a rally
enhanced prevention and care.

rn
g point for

For every child . =
Health, Education, Equality, Protection JUrce; WHO/UNAIDS December unl ce
ADVANCE HUMANITY 2000
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Summary micronutrients and HIV infection
{Modified from Friis H, ed. A nts 1Y CRC Pre U}
Viral load Progression Transmission

A = Q) ~ e
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by el unicef

WHO expert consultation on nutrient

requirements for PLWHA - May 2003

.

Limited evidence resulting in difficulties making evidence
recommendations
Energy: 10% increase in RDA when HIV+, 30% increase when
AIDS
Protein: possible increase, not yet quantified
Micronutrients:
~ existing iron, folate and vitamin A supplementation
guidelines to be followed independent of HIV status. Not
less, not more
- Normal fortification levels not expected to give problems
~ PLWHA need at least 100%RDA and possibly more. Based on
present evidence not possible to provide guidelines for
composition of and micronutrient levels in supplement

B

.

.
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Food and ARVs

» Some ARVs should be taken with food (2-3
times per day)

» Some ARVs should be taken without food
(Indinavir: food not be taken within 2 hour
before, 1 hour after taking medication (2-3
times daily)

2

- ;
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by el unicef

Nutrition care and support for people living with HIV/AIDS
- Mr. Arjan de Wagt

The Vicious Cycle of

Malnutrition and HIV

Insufficient dietary intake
Malabsorption, diarrhea

Altered metabolism and
nutrient storage

Increased HIV replication i
Hastened disease z:\le‘:‘lt::’::::ia;s
progression
Increased morbidity
\ Increased
oxidative stress
Immune suppression
} Source: Semba and Tang 1999.
0 ¥
jan de
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Stages of HIV Disease and Nutrition

+ Early - no symptoms, stable weight:
/ Promote a diet adequate in energy, protein, and other essential
nutrients
< Maintain physical activity
< Middle - weight loss: “minimize consequences”
 Maintain intake during periods of acute illness and depressed appetite,
increase intake to promote weight gain and recovery
+ Continue physical activity as able
~ Manage the symptoms that affect food intake immediately
7 Late - symptomatic AIDS, wasting " provide comfort”
 Treat infections affecting appetite, ability to eat, retention of nutrients
 Maintain intake during periods of acute illness
/ Modify diet according to symptoms
X Encourage physical activity as able

- ;
Arjan de W
by el unicef &

Nutrition / ARV interactions

Food affects medication absorption,
metabolism, distribution, excretion

» medication affects nutrition absorption,
metabolism, distribution, excretion

+ Medication side effects affect food
consumption, nutrient absorption

+ medication and certain foods can give
unhealthy side effects

2

- ;
Arjan de W
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Common Side effects of ARVs

« Diarrhea, nausea, reduced appetite
» Fat metabolism:

- Lypodistrophy

- cholesterol
« Liver / kidney problems

Basically nothing known about impact of
ARV use in nutrition compromised
populations and on impact of ARVs on
micronutrient status

2
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by el unicef &
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UNICEF priority actions in

nutrition and HIV

+ Advocacy for commitment from national Government,
NGOs, CBOs and donors

+ Situation assessment and analysis
- « Develop or reorient national policies and strategies
Nutrition a + Support to women and children infected with or affected

UNICEF’'s cti by HIV/AIDS

- monitor nutrition status

provide dietary guidance

support micronutrient supplementation

advocate for and support child suppl y feeding and
therapeutic feeding in cases of severe malnutrition in high
HIV-prevalence areas

+ Research, monitor evaluate, document and share

unicef @ } experiences

Arjan de Wagt unicef @

UNICEF EAPRO Bangkok, Thailand, May 2004

4a. monitoring the nutrition
situation of PLWHA

4b. Dietary guidance

« Community based and health center based growth « Develop national guidelines for nutritional care and
monitoring and monitoring of nutrition status of support for PLWHA
PLWHA and others who are chronically ill
* Referral system in place « Disseminate dietary guidelines:
* Strengthen community information systems - training of counselors, volunteers, support groups,
families, homes based care providers (pre- and in-
service)

- communication strategy

£ £

N : N -
- T @ Arjan de W. @
U?J?SEF EAPEEB Bangkok, Thailand, May 2004 un'ce' U?J?SEF EAPEEB Bangkok, Thailand, May 2004 un'ce'

4c. Micronutrient supplementation

Support nutrition surveillance and identify specific
groups of women and children affected by HIV,
assess how best they can be targeted and identify
what other supply/resource needs besides food
they might have

collaborate with WFP to support interventions
assisting these groups.

« monitor coverage and adequacy

explore potential to scale up TF in areas with high
PEM and HIV/AIDS

« explore opportunities to provide community based

Pl AT

N : N -
- T @ Arjan de W. @
U?J?SEF EAPEEB Bangkok, Thailand, May 2004 un'ce' U?J?SEF EAPEEB Bangkok, Thailand, May 2004 un'ce'

+« No WHO recommendations yet

.

Operational approach

« Integrate into PMTCT plus

« Integrate into support for OVCs (<12 months,
1-5 years, 5+ years)

Integrate with VCT and care and support for
PLWHA

» Integrate into emergency responses

« Integrate into non-HIV programs like IECD,
IMCI, IYCF

L]

oy unicef @ - unicef &

UNICEF EAPRO Bangkok, Thailand, May 2004
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10. The PMTCT-Plus Initiative and global support

- Dr. Katherine Bond

The MTCT-Plus Initiative

www.mtctplus.org

What is the MTCT-Plus Initiative?

» HIV/AIDS care and treatment program,

focusing on resource-limited settings
— 11 program sites in Africa, one in Thailand

» Foundation-funded
— Now a “public-private partnership” w/support of USAID, CDC

» Leadership at Columbia’s Mailman School of
Public Health

— Program development informed by international External Advisory
Committees

The MTCT - Plus Initiative

What is the MTCT-Plus Initiative?

MTCT-Plus provides long-term HIV
primary care services for

« women diagnosed with HIV in the
context of perinatal prevention
programs (“pMTCT” programs)

« their HIV-infected infants and children

» family/household members

The MTCT - Plus Initiative

Fundamentals of MTCT-Plus

» Comprehensive HIV primary care that
includes antiretroviral therapy

» Family-centered care

» Attention to clinical, psychosocial, and
environmental issues

» Emphasis on involvement of people with
HIV and outreach to community resources

The MTCT - Plus Initiative

Support

« Bill & Melinda Gates Foundation

« William and Flora Hewlett Foundation

* Robert Wood Johnson Foundation

« Henry J. Kaiser Family Foundation

« John D. and Catherine T. MacArthur Foundation
= David and Lucile Packard Foundation

* Rockefeller Foundation

« Starr Foundation

« United Nations Foundation

« United States Agency for International Development
« Centers for Disease Control & Prevention

The MTCT - Plus Initiative

MTCT-Plus Secretariat

« Elaine Abrams + Landon Myer

» Alan Berkman * Richard Parker

+ Pamela Collins * Miriam Rabkin

- Wafaa El-Sadr « Allan Rosenfield
* Scott Hammer + Nomi Rotbard

» Tom Hardy * Robert Sember

* David Hoos * Ezra Susser

* Louis Kuhn * Andrew Thompson
» Marita Murrman « Joshua Zivin

The MTCT - Plus Initiative

Women attending antenatal clinics

%Enrullment into pMTCT programs

Enrollment into
MTCT-Plus

Long-term HIV care services:
+ Family-centered services
+ Clinical and immunclogic monitoring

sweiboid 1 o1 d ‘

HIV-infected
partners
and children

« TB prophylaxis and treatment

+ Prophylaxis for opportunistic infections

« Antiretroviral therapy when indicated

« Psychological and social support services
« Prevention services

« Nutritional counseling and support

« Access to family planning services

+ Outreach activities

snid-LO1IN

The MTCT - Plus Initiative

What are the Goals of MTCT-Plus?

« Longer parental survival to take care of
children and families

* Wellness and quality of life to facilitate
continuing employment

» Healthier individuals, families and
communities

The MTCT - Plus Initiative
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Why Was this Model of HIV Care Selected?

- Rapid global expansion of pMTCT programs

» Recognition of the impact of loss of mothers
on health of the child, the family and the
community

= Appeal of linking a treatment intervention
(MTCT-Plus) to a prevention intervention (pmMTCT)

The MTCT - Plus Initiative

Building the Program

Staffing

e Training

Clinical procedures and tools

* Procurement

Patient record keeping

» Implementation and quality assistance
« Evaluation

The MTCT - Plus Initiative

Early Training Decisions:

Training of teams > training of individuals

— on-site whole-team training, rather than a
train-the-trainer model

Skills transfer > “information update”
— “competency-based” training
Utilization of local expertise & experience

The MTCT - Plus Initiative

Choosing ARV regimens

Local / national treatment guidelines (and patents,
registration, procurement issues)

WHO guidelines

Toxicity / teratogenicity (women of child-bearing age)
Adherence considerations (pill count)

Cost

Storage requirements (refrigeration)

Sequencing of 1st and 2nd regimens (resistance !)
Prevalence of tuberculosis

The MTCT - Plus Initiative

What can MTCT-Plus Accomplish?

A decrease in morbidity and mortality
Further reduction in MTCT

Strengthened local health care capacity
Empowerment of patients

Promotion of VCT and other HIV prevention
strategies

Decrease in stigma and enhanced support to
persons with HIV in the community

A generalizable model for HIV care in
resource-limited settings

The MTCT - Plus Initiative

Multidisciplinary Care

» Care provided by diverse team of providers
across disciplines to enhance the quality of
services provided to patient/family

» Coordination of care for adults and children

+ On-site team of providers linked to those
conducting outreach activities and supportive
services

The MTCT - Plus Initiative

The Elements of HIV Care in MTCT-Plus

Medical care for HIV infected adults and children
(750 people/site)

Early diagnosis of infant infection status
Clinical and immune monitoring

Prevention of opportunistic infections
Antiretroviral therapy

Patient education, counseling, adherence support
Social and psychological support

Outreach and community linkage

Retention in long term care

Prevention of transmission to others

The MTCT - Plus Initiative

Procurement of Medications

Central purchasing and
distribution of medications
and supplies through
UNICEF

Use of medications on
WHO pre-qualified list
(including generics)
Development of system to
ensure secure medication
supply

.

The MTCT - Plus Initiative
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The MTCT - Plus Initiative

Program Evaluation

« |dentification of key programmatic
outcomes

» Rapid feedback to sites

« Cross-site evaluation and assessment of
key parameters

« Evaluation of overall Initiative impact

The MTCT - Plus Initiative

Lessons Learned

Multidisciplinary care works
Family-focused care works

Loss to follow-up is negligible (so far)

* ARV adherence is excellent (so far)

Health care system is strengthened, health
care workers are enthusiastic

Stigma and discrimination are powerful
barriers to care and treatment

The MTCT - Plus Initiative

Implementation and Quality Assistance

» On-site assistance in preparation and

implementation

Identification of training needs

« Enhancement of quality of care

« Ongoing sharing of experiences at various
programs

» Quarterly site visits by IQA team (JSI)

« Ongoing communication with NY-based
“desk officer”

The MTCT - Plus Initiative

How is this different from other
programs?
Emphasis on
e Prevention of illness
« Adherence to care and treatment
« Family-focused care
e Children
» Secondary prevention

The MTCT - Plus Initiative

Challenges to Scaling-Up

» Mobilizing resources - $125 million from
US Government

« 15,000 patients in 12 locations, add others
- Engaging the communities

« Taking it from the hospital to the farm

« Ensuring on-going compliance

The MTCT - Plus Initiative




11. Voluntary counseling and testing (VCT) specific to the needs
of pregnant woman - WHO standardized modules for VCT

- Dr. Prawate Tantipiwatanaskul

VCT specific to the needs of
pregnant women - WHO
i standardized modules for VCT

Prawate Tantipiwatanaskul MD.,MPH.

Bureau of Mental Health Technical Development,
Department of Mental Health,

Ministry of Public Health

%Scope of presentation

v Why did we develop WHO standardized
training program in VCT ?

v What are the key components ?

v How did we develop it ?

v How can you make use of it?

%WHY?

= Increased demand on VCT

= Regional training program from
Thailand - Regional standardized
training program

%What are the key components?

v Background information on HIV & VCT : 1 d.
v VCT for HIV : 4 V2 d.

v Targeted VCT intervention : 1 V2 d.

v Psychosocial care : 1 d.

v Establishment and management of VCT
services : 1 V2.d. + 1 V2 d. field visit

L What are the key components?

Targeted VCT intervention : 1 2 d.
vIDU
v Sex workers
v Youth and children
v MSM
v PMTCT (2 hours)

.«vaTCT

Epidemiological data

Current strategy for the PMTCT

Importance of VCT on PMTCT program

Concepts and skills needed

Strategies for reducing disclosure related
violence

Integration of PMTCT counseling into MCH
system

& HOW did we develop it?

Context:
Limited mental health resources

Mental health system focused on psychiatric
care

In some places, lack of health infrastructure

Process of development:
Update information from project consultant
(Ms.Kathleen Casey)

Relevancy and case examples from member
countries thru series of meetings

& HOW to make use of it?

Service protocol / procedures for
counselors to follow (linked with other
service components)

—>Skills they require
—>Relevant competencies
—>Development of training program

1 OD




iHOW to make use of it?

Highlight the issues specific to the
objectives and epidemiology of local
area

Core modules should be included
Activities and case studies selected




- Dr. Praphan Phanupak

PMTCT & MTCT-Plus:
Experiences from Thailand

Praphan Phanuphak, M.D., Ph.D.

The Thai Red Cross AIDS Research Centre

Bangkok

Cost of ARV in PMTCT

USS$ per mother
Proprietary Generic
+ Single-dose NVP None Almost none

* AZT 4 weeks 30

* AZT 6 weeks ) 4,

* AZT/3TC/NVP 2 150

Why not using generic drugs?

Principles of PMTCT

Reduce viral load in blood and breast
milk

Minimize the exposure to infected
blood and breast milk

Post-exposure chemoprophylaxis

Rationale

AZT should be used to prevent mother-to-child HIV
transmission

Patient should not be forced to have therapeutic
abortion

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

Money can be raised and used for PMTCT

A pilot project to demonstrate need and feasibility as
well as to drive government policy

12. PMTCT and PMTCT Plus - experiences from Thailand

Issues to be addressed

Is the country genuinely committed to PMTCT?
- Not because of UNICEF, Global Fund, etc

If yes, country needs to prepare VCT facility, de-
stigmatization and ARV plans.

If yes, what ARV regimen to be used and how about bottle
feeding?

- Is it really true that country cannot afford the more
efficacious regimen?

If yes, how about the orphans? How about the MTCT-Plus
and ARV for the rest of the population?

If yes, who can help?

Objectives of PMTCT &
MTCT-Plus

Preventing the vertical transmission of HIV

Maintaining the health and quality life of
infected individuals

Maintaining good family life of the entire
family, both infected and uninfected

What not included is the restoration of the
psychosocial status of the infected
individuals and their affected families

The Thai Red Cross PMTCT Project
A donation campaign to provide free AZT
for PMTCT
Established February 1996
Under the patronage of HRH Princess
Soamsawali
Over 5,500 women from 40 provinces have
received AZT
UNAIDS Best Practice series showing
public mobilization
Extension into MTCT-Plus

TRCS AZT regimens

Initially, ACTGO76 regimen, resulting in
5.8% transmission rate

Later, only 8 week antepartum AZT was
given because of similar efficacy

Then, single-dose NVP was added to
mother & newborn

Now, triple therapy for all

No breast feeding




Number of Pregnant Women
Receiving AZT from the program

84 Hospitals

Problem of single-dose NVP

» High rate of NVP resistance (up to 20%)
due to incomplete viral suppression and
the long half -life of NVP
This may jeopardize future use of NVP-
containing regimens in mothers and
infants
Therefore, maximal viral suppression or
HAART should be ideal in preventing
vertical transmission and resistance

Objectives of TRCS MTCT-Plus

To maximize the use of the donated fund

To prevent orphans and to have a happy family
(Treat the Parents, Prevent the Orphans)

To enable women to inform their husbands and to
get their husbands tested and treated and even
the husband is negative, he will not leave the
family

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

To prepare more hospitals for ARV use

Columbia University ¥ Plus Initiative

Initiated by Professor Allan Rosenfield, Dean of the Mailman
School of Public Health, Columbia University who believes in

woman-based family center program
Totally funded by public donation

Proposals reviewed by independent international experts based

on the existing PMTCT activities, expertise & need

9 countries (13 sites) selected from 48 countries applied

MOPH PMTCT program

Initially based on the short-course (4-week)
antepartum AZT which had a transmission
rate of 9.8%

Later, 6-week antepartum AZT plus 1-week
AZT to newborns or 6-week AZT to newborns
if mother receives less than 4 weeks of AZT.

Now, 12 weeks AZT plus single dose NVP to
mother and newborn
Nationwide PMTCT program since 1999

Current TRCS PMTCT
regimen

Any pregnant women with known CD4 count
For those with CD4>200, start AZT/3TC/NVP from
Week 28 until delivery, AZT 300 mg q 3 hrs during
labor, AZT/3TC 1 week after delivery, 6 week AZT
to newborn and bottle feeding

For those with CD4<200, start ARV after Week 14
or sooner and patient must be able to access to
national ARV program after delivery

SGOT/SGPT q 2 weeks until 8 weeks, then q
month and hospital must have experts to treat
side effects & to change ARV

TRCS MTCT-Plus Project

Extension of TRCS PMTCT donation project to
women after delivery and their families
(N=250) using d4T/3TC/NVP

Supplemented by Columbia University MTCT
Plus Initiative (N=250) using AZT/3TC/NVP
Four hospitals (Chula, Sriracha, Police,
Thammasat) participate, both NEW & OLD
mothers

Started in February 2003

ARV will be provided life-long

Columbia MTCT-Plus (II)

Thailand (TRCS) is one of the 9 countries

250 patients per year X 3 years (750 total)

Starting from ANC and continue for life, estimating that only
15% of patients will need ARV at entry

Monitored by clinical and CD4 only

A demonstration, operational research, not a clinical trial

Hope to be picked up and expanded by Global Fund




Components of Columbia MTCT-Plus

e Clinical care of adults (women & men),
infants & children (OI & ARV)

¢ Psychosocial care

¢ Nutrition

¢ Adherence

¢ Patient education and 2ry prevention

The concept of one-stop clinic

OB clinic for pre-partum partum OB care
Medical clinic for post-partum women & husbands
Newborn clinic for:- early Dx (DNA-PCR at 8 weeks)
- PCP prophylaxis for at least 6 months
- early CD4 & ARV

Counselors, nutritionist, support group, etc

Similarities & differences (II)

Columbia
* ARV (Ist line)
- Antepartum
- Postpartum AZT/3TC/NVP
« Copayment for husbands No/Yes

« Copayment for CD4 No/Yes

Unique features of TRCS/CU
MTCT-Plus program

Whole family comes on same day

Many non-medical services & PWA in clinic
as support group

Latent TB detection

Early ART for adults and newborns
Team meeting

Good record keeping & central data entry
Continuous update, monitoring & training

Components of MTCT-Plus (II)

¢ Family care coordination

o Active case finding for TB

e Community outreach and mobilization
¢ Care of the care givers

Similarities & Differences of Columbia Univ. vs

TRCS MTCT-Plus

Columbia
N (1st Yr)
N (2nd, 3rd Yr)
Life-long ARV
Funding corporates donation individual donation

Eligibility of mothers <6 Mo post-partum as long as 7 years

Similarities & Differences (II1)
Columbia TRCS
Financial support
for infrastructure
Record keeping
One-stop care
Holistic care
Socioeconomic support Hopefully ++

TB/HIV integration 43>+

Enrollment data (Feb 3 — Sep 18,

MTCT-Plus Thailand, Total

.
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13. Issues of pediatric treatment
- Dr. Jintanat Ananworanich

Issues of
Pediatric Treatment

UN Regional Taskforce on Prevention of Mother to Child

May 13, 2004

Jintanat Ananworanich, M.D.
The HIV Netherlands Australia Thailand Research Collaboration
(HIV-NAT),
The Thai Red Cross AIDS Research Center
Bangkok, Thailand
Email: jintanat.a@chula.ac.th

HIV/AIDS in Thailand
at Year-end 2002 (Population 60 million)

Cumulative HIV/AIDS in children 32,961
Current children living with HIV/AIDS 20,052

New HIV-positive infants per year 600 - 800

I, Department =ublic Health, Thailand

Children when compared to adults

*More rapid disease progression
*Higher viral load

*Better immune recovery in response to HAART

CDC Clinical Class A (Mild)

3

Hepatosplenomegaly

= Dermatitis
Parotitis

Children (<15 years) estimated to be living
with HIV/AIDS as of end 2002

Eastern Europe &

North America Western Europe  Central Asia

10000 5000 | 16000 East Asia & Pacific
00

North Africa
Caribbean 8 Middle East | South

& South-East Asia
20 000 0 ?:oh ekt
Latin America i r'ic:ﬂn i
@00 ogmilin | S
<200

Total: 3.2 million @

werarestn
Coizion
Pediatric Treatment

Medical Issue: Coping and Living Issues

«Discrimination
*Disclosure
ychological
Development
dherence
monitoring chool
eImmunization
«0l
*ARV

*Many more

Survival Time Free of AIDS or Death
in Thai Children (N = 68)

AIDS/Death Free

CDC Clinical Class B (Moderate)

Recurrent HSV

Pulmonary TB




CDC Clinical Class C (Severe)

Encephalopathy

CDC Immune Classification

<12 mos 1-5 yrs 6-12y1s
Category 1:
No suppression 1.500 (>25%) 1.000 (225%) 500 (25 %)

Category 2 :
Moderate 750-1.499 | (15%-24%) | 500-999 | (15%-24%) | 200-499 | (15%-24%)
suppression

Category 3:
e 758 5%, 500 5% 2 504
Severe suppression 0 (<15%) 0( (<15%) 00 (<15%)

www.aidsinfo.nih. gov. January 20, 2004

Viral Load and Probability of Death
within 12 Months

% Mortality

tiretroviral Treatment Guidelines

Individual country guidelines
Thailand (Ministry of Public Health, 2002)

USA
www.aidsinfo.nih.gov (last updated on January 20, 2004)

Pediatric European Network for the Treatment of AIDS or
ENTA

http:/Awww.ctu.mre.ac.uk/penta/guidelines.htm

World Health Organization
http:/Avww who.int/docstore/hiv/scaling/guidelines.pdf

TABLE 3. Class C Clinical Conditions Among HIV-Infected Children (7= 21)

Median Time
From
Diagnosis to
Death
Condition (Months)

Recurrent serious
baden al infections

CD4% and Probability of Death
within 12 Months

% Mortality

www.aidsinfo.nih. gov. January 20, 2004

Care for HIV-infected infants in Thailand

Diagnosis
HIV ELISA at 15 to 18 ths

Pneumocystis carinii pneumonia prophylaxis
At least to age 6 months in all
Longer if symptomatic or CD4 < 15%

Factors to Consider

Readiness of family and child
Age

Clinical staging

CD4 staging

Viral load

Starting ARV is not urgent

But Ol prophylaxis is urgent



Thai Guidelines (2002)

Age < 12 months

Age >/= 12 months

Symptoms: CDC B (moderate) or C (severe)

CD4 < 20%

Principles of ARV Combinations

2 Nucleoside RT Inhibitors + NNRTI or Pl

Thymidine Non-Thymidine
Analog Analog
AZT 3TC
or or
daT ddl

Quadruple therapy: 2NRTI + INNRTI + 1P|
Most used in resource-limited countries: 2 NRTI-NVP or EFV

Maodified fram the slide collection of Dr. Kiat

ARVs available through
the Thai MOPH Access to Care Program
Nucleoside Reverse Transcriptase Inhibitors (NRTI)

AZT, 3TC
44T, ddl

Non-NRTI (NNRTI)
Nevirapine (NVP)
Efavirenz (EFV)
GPO-vir (d4T/3TC/NVP)

Protease inhibitors (PI)
Ritonavir (RTV), Indinavir (IDV)
Likely soon: Nelfinavir (NFV), Saquinavir (SQV)

Approprite dosing & formulation for children

Nevirapine-based HAART

Puthanakit T, et al. Chiangmai University @Abstract
no.1s1. Second IAS Conference, Pari: 3

Treated so children with baseline CD4 < 15% with
GPOwir d4TTC/NVP) for 24 weeks

Median HIV viral load reduction wa: og1o
copies/im|

Median %CD4 change from baseline was 7%

What to Start?

Ideal Regimen

Good efficacy

No or few side effects

Few pills, no bad taste

Few times, no food requirements
Readily available

Inexpensive

VL < 400 copies/ml in almost 90% of ARV-naive children on LPV/r

100
80

60

Percentage

40
—a— ARV naive

204 —e— Pl naive/NRTI exp.
—u— Pl exp/NRTI exp.

0

0
ARV naive: a4
Pl naive/NRTl exp.: 32
Ploxp/NRTI exp.: 24

24 32
Weeks

Ref. PIDJ

Outcome of children on NNRTI-based HAART
at HIV-NAT (n = 32)

Week 12 Week 24

VL < a0 = 525

VL < 50 = 60%




Helping children adhere to therapy

Team work
Children
Child’s willingness (~ 4-5 yrs and up)
Activities and pill box especially at the beginning
Show results of tests to family and child

Older children: diary
Understanding of disease

Caretaker(s)

Understanding of disease

Caretakers’ responsibility to give the child his/fher medicines
Health care providers

Give positive reinforcement
Best possible formulations, fewest times, smallest amount

The order of failure
Viral load failure

CDx failure

Clinical failure

Poor adherence
Sub-optimal regimen
Infected with resistance virus

Next Regimen?
New Class, New Drugs

2 NRTI failure +2 new NRTI + NNRTI (Likely will not work)
*2 new NRTI + PI
*NNRTI + PI

2P|

2 NRTI + NVP failure .2 new NRTI + P

2Pl

Understand the difficulty

An 18-month old boy takes
1 cap + 3 ml of AZT, 1/2 tablet of 3TC, 1/2 tablet
of NVP TWICE per day
Equals to 4 pills + 6 ml per day

A 6 year old girl takes
5 capsules of Saquinavir, 1 capsule + 0.7 ml of
Kaletra and 1 tablet of 3TC TWICE per day

Equals to 14 pills + 1.4 ml per day

What is treatment failure and what to do?

Prevalence of NRTI resistance in 95 children
on dual NRTI
for at least 6 months

Any NRTI Qisim NAMs  NAMs<d4  NAMs >4

NRTI and mutations

Lolekha R et al. Submitted to CID

Telling children they have HIV




If your child asks you if he/she has HIV,

Do you intend to tell your child how do you plan to answer?
He/she has HIV infection?

Ask the child first what he/she would do if this was
true and decide how to respond accordingly (56%)

Tell the child he/she does NOT have HIV (17%)

Tell the child he/she does have HIV (17%)
What are your reasons

for not disclosing?

Baan Gerda
A family-style Thai community for orphans with HIV infection
Lopburi

Orphans

CD4 and Hemoglobin of 39 Children at Baan Gerda
Most are on d4T/3TC/NVP

M Baseline

[@Median FU 13.5 mo
{IGR 10 - 19)

Median CD4Y Hemoglobin

Obstacles

Difficulty in accessing Poor attitude and
comprehensive quality knowledge of health
medical care care personnel
Discrimination

School Non-acceptance of
Family support society

Teenagers

Care of parents

(Medical care, jobs)




14. Infant feeding and HIV - technical and program update

- Mr. Arjan de Wagt

Infant Feeding and HIV:
Technical and Programme Update

unicef & , ...

UNICE

Global Commitment to Action.

UNGASS Goal

During the UN special session on HIV/AIDS in
June 2001, 189 countries agreed on the following
commitment:

"By 2005, reduce the proportion of infants
infected with HIV by 20 per cent, and by 50 per
cent by 2010...

To reach this objective we will have to
adequately focus on HIV and infant
feeding!

Overview

« Brief technical update

» Experiences with free formula
» UN Framework

» New guidelines and tools

unicef &

Duration of breastfeeding:
Breastfeeding Saves Lives
Risk of dying from infectious diseases for non-

breastfed infants compared to breastfed infants
5.8

o

Relative risk of dyin¢
o = N W & U

<2 2-3 45 68
Age (in months)

unicef &

Timing of Mother-to-Child HIV Transmission with
Breastfeeding and No ARV

s s

BF transmission of HIV: Ghent meta-analysis (Read
et al, 2002). - Early cessation can reduce BF
transmission with about 60% (even when MF)

Early Postpar}um | Late Postpartum
(0-6 months) | | (6-24 months)

E;;Iy Antenatal
(<36 wks)

'Labor and Delivery
I —

Antenatal
(36 wks to labor) |

5-10% 10-20% 10-20%

T e e unicef &

MTCT risk 0- 4 weeks

Comparison of several studies:
» Between 1.8 and 4.5%
» Median: 2.3%

(Ellen Piwoz, in press)

Ty unicef &

Cumulg;rive rates of late postnatal HIV infection (> 4 wks)
16

15

10

I‘w”iml-phlZmllphllm‘

unicef &

Early cessation is possible but:

Early, rapid cessation is possible (Uganda,
Zambia, Botswana
Problems encountered

~ breast engorgement; mastitis; babies crying, trouble
slgepingI appetite loss, diarrhea; financial constraints

with replacement feeding; family objections

~ more problems when cessation < 6 months (Botswana)
Trained counselors were able to help mothers
overcome problems

Provision of replacement feeds, family support
facilitated process

Impact on HIV transmission, survival not
yet known

Early Transition not Abrupt Cessation!

PyTC

5 unicef &




Duration of Exclusive Breastfeeding

HIV Positive Mothers

“when replacement feeding is acceptable,
feasible, affordable, sustainable and
safe, avoidance of all breastfeeding by
HIV-infected mothers is recommended.
Otherwise, exclusive breastfeeding is
recommended during the first months
of life” and should then be discontinued
as soon as the above conditions are

met”

unicef &

exclusive breastfeeding? BFHI/MCH/IMCI) -1

100%
80% - < 6 months @ 3 months
60% <4 months

@ 5 months

o § & $ g &
& & & o A 2
o &
e ¥ o W &
S o
W Program [ Control

% infants breastfed exclusively in previous 24 hours

unicef &

Risk factors for postnatal

transmission: Maternal immune status

)l Leroy et al 2002

HIV transmission from 6 w - 24 mo in
West Africa by maternal baseline CD4

is 14

RS

T a0

i3

N

£z -

S E 9 . :
€D4 < 500 CD4 >= 500

unicef &

Use of Free Formula -
Lessons Learned

+ Limited UNICEF resources were used to support

A

“free” formula for women for whom this option
was “feasible, safe, acceptable and sustainable”.
This did not address the needs of poorer women.
AFASS needs to be operationalised locally
Not all mothers receiving formula have enough
time or resources for proper preparation,
resulting in increased disease and mortality, e.g.
in India (sarna, 2002) higher mortality was reported
among formula group, several mothers reported not
having the means for sterilizing utensils

unicef &

Impact of Exclusive Breastfeeding
- the only intervention to reduce MTCT

among mothers with unknown HIV status?

Cumulative HIV transmission D ,SA

EBF to 3 mo
Partial BF

Coutsoudis et al, 1999; 2001

Birth 3 mo 6 mo 15 mo

unicef &

Breastfeeding and maternal

mortality

» Nduati (Lancet, 2001): breastfeeding HIV-
positive mothers have an increased risk of
mortality

+ WHO statement, not enough evidence for

policy change, more research needed,

mothers need to receive nutritional support

Ghent Group (Paris 2003): draft meta

analysis: no negative impact

Sedgh et al (AIDS, 2004): “there is

insufficient evidence to support the

hypothesis that Breastfeeding is detrimental
to the health of HIV-infected women”

®

unicef &

ART and Infant feeding

"...there are many planned or ongoing studies to assess the impact
of ARV use during breastfeeding, but no evidence is yet available
on its impact on the health of infants or mothers. Where mothers
are using combinations of ARV drugs for treatment, the infant
feeding recommendations in this document still apply”

Questions remaining to be answered include:
Can the use of ARVs reduce risk of postnatal HIV transmission?
- Should drugs be given to the mother or the infant or both?

~ What may be long- and short-term consequences for health of
the baby of ARV use by either the mother or the baby?

~ What is the long-term impact on the mother’s health of ARV

} use for prevention of postnatal transmission only?”

unicef &

Lessons learned - Continued

« In some cases the result of formula distribution
to HIV+ women was mixed feeding with its
expected higher MTCT and mortality risks (Botswana
20% (Rollins 2001), Nairobi 30% (nduati)), Thailand 6%
(coe, 2001).

» Logistical challenges - risk of running out of

formula (in Botswana (Rollins, 2001) 40% of mothers

ever ran out of formula; in Uganda (Matovu 2002), 35%

did not turn up for supply of formula after 6 weeks

Risk of “Spillover”: e.g., in Botswana (Rollins 2001)

20% of HIV- mothers in program EBF, while 37% in

non-program group EBF; formula shared with other

hildrep-in-South-Africa an Y2002}

@

unicef &
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Lessons learned - Continued

» Poor risk assessment resulted in unsafe
use of formula, e.g, In Honduras (Baek, 2002)
it was reported that providers have
preference for formula and inadequate
knowledge about risks; In RSA (Rollins 2002)
66% of women who gave formula did not
have adequate conditions (water, fridge,
fuel); in Zambia (Kankasa, 2002) the risk
assessment and counseling was poor

e unicef &

Considerations for Distribution and

Procurement of Free Formula
(WHO/UNICEF/UNAIDS/UNFPA, 2004)

Only if RF is acceptable, feasible, sustainable and safe.
Ensure uninterrupted supply

Governments should procure formula through normal channels
to ensure sustainability, don't accept donations

« Before formula is available 1 be adeq ly
trained. They need to be skilled in providing non-biased
counseling and support all mothers.

Guidelines specifying which HIV-positive women will receive
it, under what conditions, how frequently and for how long,
etc. need to be in place.

« Information on the health and nutrition status to be collected
and analyzed to enable the monitoring of health outcomes
Infant formula for at least the first 6 months, then formula or
other milk up to at least 1 year, and preferably 2yrs.

: Consider some type of support to HIV-positive women who
choose other options in the interests of equity.

st unicef &

HIV and Infant Feeding Framework:

Purpose

Lessons learned - Continued

+ Many women do not live in conditions
where formula is safe, e.g.

- although the better option in Nairobi (Nduati,
2000), women had at least primary school,
access to safe water and good access to
health facilities these are not common
conditions

st unicef &

HIVAND
INFANT FEEDING

FRAMEWORK ror
PRIORITY ACTION

unicef &

HIV & Infant Feeding Framework:
Priority action areas

To recommend key priority actions, related
to infant and young child feeding, that
cover the special circumstances
associated with HIV/AIDS. The aim is to
create and sustain an environment that
encourages appropriate feeding practices
for all infants, while scaling-up
interventions to reduce HIV transmission.

s unicef &

So what is new?

An integrated approach

+ The strategy recognizes that HIV-positive mothers are a special
group needing special support

« The framework recognizes that support to HIV-positive mothers

requires an environment in which breastfeeding is promoted,

supported and protected so: PMTCT includes HIV and infant

feeding which supports the overall goals on infant and young

child feeding for all children.

Consequently project proposals on PMTCT should include

activities as outlined in the Framework including support to

infant feeding of all children (30% of budget?)

.

o unicef &

« Develop a comprehensive national infant and young child
feeding (IYCF) policy, including HIV and infant feeding

+ Implement the Code of Marketing (& subsequent relevant
WHA resolutions)

« Protect, promote and support appropriate IYCF practices
in context of HIV

+ Provide support to HIV+ women in their chosen infant
feeding method

« Promote research on HIV and infant feeding, monitoring
and evaluation

L unicef &

Technical and programmatic guidance

Global Strategy on Infant and Young Child
Feeding (2002)

HIV & Infant Feeding: Framework for
Priority Action

(WHO/UNICEF/UNFPA/UNAIDS/World

Bank/UNHCRAMWFP/FAO/IAEA)

HIV & Infant Feeding: Guidelines for
decision-makers
(WHO/UNICEF/UNFPA/UNAIDS)

‘m' HIV & Infant Feeding: A Guide for Health
Care Managers and Supervisors

} (WHO/UNICEF/UNFPA/UNAIDS)

Sl unicef &

-



Major revisions

Incorporates recommendations from 2000 Technical
Consultation

« Within context of Global Strategy on IYCF
« Inclusion of recent research findings unicef @
+ Programmatic experience

Organisation around HIV & IF Framework

unicef @




ANNEX V : COUNTRY PRESENTATIONS

CAMBODIA

PMTCT in CAMBODIA

Presented by
Prof. KOUM KANAL
Chairperson of PMTCT Working group
Director of NMCHC

The Current Status of the Cambodian HIV
Epidemic
« For the year 2002
— 259,000 have been infected since start
— 94,000 have died of AIDS
— 164,000 currently living with HIV or AIDS
— 7,300 new infections will occur this year
— 22,400 will develop serious illness and die this year.
« HIV remains a serious national concern

— Potential for epidemic relapse is high, 3% of adult men and
2% of women are currently living with HIV

« Even if interventions are kept at current levels, major
care needs will continue through the next decade as
roughly 20,000 people a year die of AIDS

Prevention efforts in Cambodia

have paid huge benefits
1,400,000

1,200,000 Red line represents what might
have been if behaviors had not
1,000,000 changed
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aseline No Intervention

Counseling and Testing
in HIV Prevention and Care

Knowledge of HIV/AIDS among women
Cambodia DHS 2000
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Cambodia Health Information

Indicators Year Estimate Source
Total Population (thousands) 2001 13,441 UNPOP
Population Aged 15-49

(thousands) 1999 6,314 UNPOP

GNP Per Capita (US$) 2001 260 World Bank
Maternal Mortality Rate

(per 100,000 live births) 2001 437 WHO

Life Expectancy at Birth 2001 54 UNICEF/UNPO
Total Fertility Rate 1998 4.6 UNPOP

U-5 Mortality Rate 2001 122 UNICEF/UNPOP
Infant Mortality Rate

(per 1,000 live births) 2001 95 WHO
HIV/AIDS prevalence

among reproductive age 2002 2.6%

HIV/AIDS prevalence

Among pregnant women

Attending ANC clinic 2002 2.8%

HIV Infection in Cambodia over time
New, cumulative and current HIV infections

300,000

250,000

200,000

HIV Infections

Sustaining past successes in sex work is essential to
keeping HIV under control. If condom use in direct sex
work were to fall to 60% in 2002, the epidemic would re-
establish itself.
300,000
s i o ; 5
250,000 Supposing condom use drops to 60% starting 2002
200,000
150,000
100,000

50,000

Current HIV Infections
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Change of HIV transmission mode by year
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PMTCT history

« 1999 PMTCT working group

¢ 2000 PMTCT national policy and Pilots
* 2001 PMTCT curriculum

e 2002 PMTCT guidelines for impl.

e 2003/4 Scaling up

Participate in testing the CDC/WHO guideline.

POLICY GUIDELINES

PMTCT strategies will be integrated into
existing MCH/RH/IMCI/STIs programs
within Ministry of Health ,other related
Ministries,International Organizations,
Bilateral agencies , Non-Government
Organizations and the Private sector.

OBJECTIVES OF PMTCT PROGRAM
IN CAMBODIA

» To enable women to avoid HIV infection
through counseling especially pregnant
women.

To enable HIV sero positive women to avoid
unwanted preghancies

To protect HIV-infected women and children
from stigmatization and discrimination;
and

To prevent Vertical transmission in HIV
infected pregnant women through
prophylactic means.

.

Target population and prioritization

e Couple and youth will be targeted

* Pregnant women will be actively

promoting

ANC Client will be referred to VCT/PMTCT

sites for VCCT

« HIV infected pregnant women will receive
Nevirapine at the delivery site and be
referred to CoC

« Newborn from HIV infected women

Site selection and prioritization

PMTCT program efforts focus on ODs which
have :

« High HIV prevalence or increasing trends
« Existing VCCT
« Accessibility to ANC/delivery services

« Full package of CoC activities for
AIDS/PLWA patients

The expansion program

Targets

« By 2005,12 ODs among 68 functioning
ODs will have at least one facility offering
full package of PMTCT services

« Scaling up of PMTCT services to 25 ODs
by 2007

Implementation of PMTCT in NMCHC

Prog.Director

Inf. Control

Infant Feeding

|
Care network Couples and Children

PMTCT Programme as os mar. 2004

Bat Dambang \ : oA ; o
J e . @  Mondol Kiri
=0 1@ D

(Kaoh Koug" ongy. L5 : @® Going on

_®Y . | @In preparation




PMTCT Counsellor Training Curriculum
and
Expansion Guidelines
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PMTCT activities in 2003

NMCHC, Battambang,
Svay Rieng Pursat, Mong
Russey (5 sites)

ANC first attendants @ 11,875

Pre-test counseling ® (b)/a)) 3,037 (25.6%)

HIV tested © (o) /b)) 3,029 (99.7%)

Post-test counseling @ (d)/¢)) 2,422 (80.0%)

HIV positives ® (e)/d)) 78 (3.2%)
NVP received 43
Deliveries 9,018

Unknown HIV status cases 8,325 (92.3%)

Conclusion

« Introducing PMTCT into existing
maternal/child health services

« PMTCT has the potential not only to
protect exposed baby from becoming
infected with HIV

e As the programme is scaling up, greater
attention to the prevention needs of HIV
negative women, more support for
providers should take center stage

Group Counseling in Mothers’ Class

VCT acceptance

Difference of VCT acceptance rate with

Husband participation since July 2002)

P<0.0001

Unaccompanied With Husband

VCT acceptance (from Mother Class to pre-test counseling)

(by Fisher’s exact test)




CHINA

Program for Prevention of Mother
to Child Transmission
of HIV/AIDS in China

Linhong Wang, MD, professor
China

HIV/AIDS in China

= Prevalence: In 2003,according to a China CDC survey supported by
WHO, UNAIDS and US CDC, China has 840,000 people having with
HIV/AIDS, among with 80,000 are AIDS patients.

Number of reported HIV and AIDS cases

B3 36 @ osm a9 se 31 s 53 se 85 s 37 sE 99 00 01 03 0

Geographic Distribution of Cumulative
Reported HIV Infections in China (1985- 2002)
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Proportion of different transmit ways
(1985-2003)

* IDU 61.6%
* Commercial Blood Donation 9.4%
* Blood Transmission 1.6%
¢ Sexual Transmission 8.4%

* Mother to Child Transmission 0.3%
(2003: 0.6%)

Proportion of MTCT in Reported
HIV/AIDS (1998-2003)

1998 1999 2000 2001 2002 2003

The Challenge for Control of HIV/AIDS

= HIV/AIDS prevalence in China is increasing dramatically

= Lake of effective strategies on prevention and control

= Poor effective surveillance network

= Multifactor effect ( social, economic, culture)

= Provenance from high risk population to general population

More HIV/AIDS in rural areas

= Proportion of female is increasing

Traditional culture and discrimination affect the behavior

of seeking medical services

Progress on Prevention and Control

= Setup State Council working committee for
HIV/AIDS prevention and control

= Middle-long Term Planning (1998~2010)
Five Years Action Plan (2001-2005)

= New Five Commitments

New principles: “4 free’s and 1 care”

Increased financial support from national and
provincial governments

Primary Wen jiabao visited
AIDS patients in Ditan hospital

Vice-primary Wu Yi visited
AIDS patients in Shangcai =
Country, Henan province




Five Commitments on HIV/AIDS
Prevention and Control

= Strengthening government efforts by clarifying
targets, identifying responsibilities and improving
evaluation, supervision and monitoring:

= Providing free ARV medicines to low-income
HIV/AIDS patients in urban areas and all patients in
rural areas;

= |Improving laws and regulations, intensifying
intervention, launching public awareness
campaigns, promoting drug-free communities;

= protecting the legitimate rights of HIV/AIDS patients
and opposing social discrimination against them;

= |ncreasing international cooperation on HIV/AIDS.

“4 free’s and 1 care”

@ Free antiviral treatment to groups with financial
difficulties in rural, township and urban areas.

@ Free anonymous blood test in the highly affected
areas.

@ Free schooling for the orphans who parents
suffered HIVIADIS

@ Free counseling, testing, and treatment to HIV
positive pregnant women

@ Provide special relief to AIDS patients who have
financial difficulties.

PMCT Project in China

2003-2004

Background

® The government has made remarkable progress over the last
year in political commitment and implementation of MTCT
control interventions.

= PMTCT is lagging behind other prevention and controls of
HIV/AIDS in the country.

Pilot PMTCT project in Shangcai county of Henan province,
supported by UNICEF (2001-2003)

= MCH Department of MOH initiated a national PMTCT
expanding pilot project, covering eight counties/cities as parts
of national HIV/ADIS Control Programme in 2003.

12

Objectives

= To explore the epidemiological characteristics of
mother to child HIV transmission in China;

= To find out the suitable ways and model to provide
related services so as to build up the capacity of
preventing HIV/AIDS and PMTCT;

= To ultimately reduce the occurrence of HIV
infections caused by mother-to-child transmission.

8 pilot city/county project of PMTCT

Methods

E VCT for pre-marriage couples and pregnant women
E Provision of free HIV testing Kits

E Provision of free NVP to HIV+ mother and infant

F Intervention during delivery

E Provision of free formula to infant

Activities (1)

= Develop implementation protocol

= Training for MCH workers, FP workers
and managers

= Utilizing MCH service network

= Follow the implementation flowchart
= Health education and counseling

= VCT in pre-marriage health care

= VCT in prenatal health care




Activities (2)

= Following up pregnant women

= VCT for emergency delivery women
(no prenatal health care)

= NVP use during delivery for HIV (+)

= Avoiding injury during delivery

= Infant feeding counseling

= Follow up infant

Follow up

= Routine follow up mothers and infants

= First HIV test for baby with a positive
mother at 9 (112" month

= Second HIV test at 18" month

Outcome

Enhanced awareness in project areas

Government Participation and support

PMTCT management protocol

Comprehensive service provided

Cooperative mechanism developed (MCH, FP, CDC)
Data collection and report

Getting some experiences from PMCT program
Training materials developed

Health education materials and activities

Result from 8 PMTCT pilot areas(2003)

VCT on pre-marriage couple

Remerip Y HVesity  Again .. HME  HIVE)
Quneky . %o,

woe
Guangxi 17 109 91 71.69 1 10.99  0ct-De
Yunnan = s 0 s s — NovDee
Xinjiang 180 180 180 100 9 50.0  oct-De
Shangeai 6932 6932 6932 100 14 202  JanDec.
Total 7239 7231 7203 99.45 24 333

(99.9%)  (99.6%)

20

Result from 8 PMTCT pilot areas(2003)
VCT on pregnant women

Pegat Y HVEsty  Rgain..  HM®  HIV()  Time
Quneky . %o,

Results (2003 project)

> No. of giving birth with HIV test: 3130
» No. of HIV positive : 29
» NVP use during delivery for HIV (+) 24
> No. of positive infant: under following up

woien

Guangxi s317 4716 131 4196 19 850 OctDee
Yunnan 2347 912 664 2829 4 602 Nov.Dec
xhj’ug 4910 4375 4375 $9.10 1 160 Oct.Dec
Shangcai 9799 9308 7924 5087 35 442 JanDec.
shm“ 124203 116751 116751 9400 10 009 Jan.Dec.
Total 146576 136060 131,945 75

(93%) (97%)

21
.
Constraints

Poor awareness among local government and
target population

Low coverage of PMCT (low antenatal care
and hospital delivery rate)

= Weakness of high quality counseling
= Weakness of information system
Need further expanded

Lake of financial support

Lack of harmonious cooperation between
different sections

National Plan of PMCT
(200412005)




Future Plan

= Scale up PMCT activity to 127 sites in
National Project of Comprehensive AIDS
Response

= Improve social awareness on PMCT
through community mobilization,
information and education capacity
building

= Benefit more people in project areas

(]

PMTCT in China

8 PMTCT pilot areas by MOH

Pilot county of Shangcai, Henan
(UNICEF support from 2001)

(15 provinces)
127 counties of “Comprehensive
HIV/AIDS Response” in China

85 counties of high prevalence areas

Capacity building and training

Follow the implementation flowchart
Monitor and evaluation

Strengthening information system
Developing comprehensive care package
Provide comprehensive service
Learning more experiences

Cooperating with and within other sections

and programs
27

Thank You !
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INDIA

PPTCT in India

A success story in the making

India is a low "HIV” prevalence country...

» 11% of the world’s HIV infected
population are in India

« None of the 35 States/UTs are
free from the virus

« 6 states reports more than 1%
prevalence in ANC women

« 3.804.58M estimated HIV+
individuals (2002)

o
Neo

70% don’t know of all 3 modes of vertical transmission of HIV/ AIDS...

)
N O

@

Health Delivery in India...

Health

Facility Interlinkages Coverage
160 Medical Colleges —— 8-10 M
600 District Hospitals — \— 16M
4,000 Community Health Centres e w 012 M
20,000 Primary Health Centres - . 30,000
137,000 Sub-Centre 5,000
600,000 Village Level 1,000

Dr Ranjit Singh Virk, MD

Advisor HIV/AIDS, & Consultant PPTCT, Epidemiologist

and
Ms Meenakshi Datta Ghosh,

Project Director National AIDS Control
Organization, India

)
N O

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

o
Neo

India : An MCH Profile...

Total Population 1027 M

Sex Ration (F:M) 933

Annual Pregnancies 27M

EC7Co;raige fel o B a2 65.4 %

Institutional Deliveries [12.1% to 79.3%] 33.6 %

Deliveries attended by skilled birth attendants 42.3 %
nfco

30,000 infected babies are born each year...

Pregnancies per Year...........cccccove v eennenns 27 million
(~30-55% of ANC attendees in Maharashtra - Karnataka are women <20 yrs)

Infected Pregnancies...
Transhi n
30%0

Infected new bornsl.D;.. 5 oo ~30,000

36 of ail HiV inféchions "

~100,000

Deaths within 5 — 60 months.........................~30,000

o
wieo




We are ready to scale up to a national level...

" — Tedical
Time Activity Centres
2000-02 (Pilot) 11 Centres of Excellence T
Dec 2002 81 Medical Colleges in 92
High Prevalence States

Jun 2003 159 District Hospitals - 242
Maternity Hospitals in
High Prevalence States

Dec 2003 Medical Colleges in 301
Low Prevalence States

2004 450+ District Hospitals - 780+

Maternity Hospitals in
Low Prevalence States

wico
PPTCT was implemented in 11 medical colleges for 2 years...

« Implemented within the existing in RCH programme

« Implemented in 5 high prevalence states
(Karnataka, AP, Maharashtra, Tamil Nadu & Manipur)

» The counselling in the 2 phases led to “"Informed Choice” on
1. HIV testing
2. Infant feeding

o
Neo

Today there is an increased knowledge about AIDS prevention...

m =
e

878 M Before
W After

o
w
w
~

Acquiring HIV/AIDS Transmitting HIV/AIDS to baby
wico

And 75% reduced transmission of HIV from mother to infant...

m iri

Proportion of infants of HIV+ mothers who acquired HIV

33.00%

|

No ARV Wwith ARV
o
wieo

8.47%

Steps in Enroliment...

| Group
Educatio

)
N O

As we scale up : Infrastructure...

Cubicals for 1-to-1 counselling
Upgrade lab facilities

Linkages with Dept of Medicine & Paediatrics

o
Neo

When we look at Phase II (NVP) vs Phase I (AZT) we see...

From To
Intervention Uptake increased by 66% 42% 70%
BF Rate increased by 157% 21% 54%

VCT acceptance rate for all tested women was 55%

VCT acceptance rate was higher by 25% for HIV+ women at 69%
Drop out Rate was 45% (from # ANC = # Women getting rest results)

)
N O

As we scale up : Components...

Primary Prevention of HIV infection in young
women by information / education

Family planning to prevent unwanted pregnancies
Voluntary counselling and testing
ARY prophylaxis

Counselling on infant feeding for informed choice

o
wieo




As we scale up : Issues...

Identification and training of PPTCT teams

Appointment and training of cousellors

Appointment and training of lab technicians

Making rapid HIV tests available

Ensuring availability of tab & syrup NVP

Linkages with NGOs for care and support

“
Neo
47

Success Mantra ?

Visionary (& indigenous) approach
Leadership (& ownership)

Mobilization of diverse partnerships
(Public, Private, NGO and LN)

Significant investment
Project Prioritization
Transparency in implementation

Strong Monitoring and Evaluation

“
Neo

As we scale up : Monitoring...

42 indicators

11 indicators for monthly reports

Detailed quarterly reports — gaps/ lessonsf suggestions

“
Neo
21

As we scale up : The Training Component...

%th Prevalence
11 Centres of Excellence FS Low Prevalence

70 Medical Colleges

159 District Hospitals/
Maternity Hospitals

1.Couselling/ Testing 450+ District Hospitals/

2. Formation of PMTCT Teams = F
3. “Full-Site Orientation” Maternity Hospitals

Staff CHC/ PHC/ SC/ ICDS Centres/ NGOs/ CBOs
Nco

2

As we scale up we face the challenge of ...

... Maintaining quality

.. Completing the ‘PPTCT package”

.. Addressing discrimination and stigma
.. Reaching out to all women

.. Addressing infant feeding

.. Integrating with RCH programme

“
Neo

The Way Forward...

« Advocacy

« Strengthening of MCH services

« Posting of counselors & continuous supervision
« Provision of rapid testing kits, ARV and drugs

« Continuum of Care

« Communication Strategy/IEC

« Monitoring & Evaluation

“
Neo

National Objectives & Goals...

“
Neo

As we scale up : The Collaborative Strategy...




Status as on 31 December 2003...

Medical Colleges

District Hospitals

Role of Consultants...

Total Trained
Number providing services

Reports received from

Difficulty in completing 11 indicators
Irregular supply of test kits

One counsellor inadequate ??

Follow up needs strengthening
20-30% are un-booked

Collection of test results continues to

Recurri

1.24

124

3.69

7.50

Strateg

Prevention of transmission
of HIV in young people &
women of childbearing age

Prevention of transmission
from an HIV positive
woman to her infant

As we scale up : Issues that need to be addressed...

20-30% of mothers do not come for institutional deliveries

81+47=128 « Supplies & Logistics
« VCT
132
« Care and Support
« Testing and quality Assurance
260 « Infant Feeding
s« ARVT
225
« Monitoring and Evaluations
202 « Communication and Advocacy
wfeo
2 *
Lessons learnt : SACSs
il e lling increases k ledge and
2. Possible to mainstream PPTCT into existing ANC services with little
additional resources
3. PPTCT does reduce transmission from mother to baby
4. Involvement of husband and family is key to acceptance
5. For cost effectiveness all 4 components must be implemented
remain low 6. Community must play a critical role
7. Women in general are at risk
wfeo
27 £
25.125 24.740
ng Non-Secured 24200
0.50 17.094
0.00
9.022
0.10
Year 1 Year 2 Year 3 Year 4 Year 5 (22
nfeo
]

PPTCT Package in low prevalence setting (<19

Prevention of

i herded Strengthen... Quality of antenatal services

nancies in HIV + Enhance... Acceptance of antenatal services
Make... Clinics husband-friendly
Offer... Comprehensive health education
Implement... Peer based strategies
Emphasize... Rational use of blood
Counselling... Birth-spacing methods

;:ﬁsﬁﬁpf;fﬁr i Provide... Referral services for VCT for HIV infection

Integrate... HIV/AIDS in RCH/MCH

o
wieo
31

-



PPTCT Package in high prevalence setting (>1%)...

Provide...
Deliver...

Offer...

Empower...

Reduce...

VCT services for HIV infection

Package of antiretroviral drugs, non-surgical
delivery and MTP services

Quality care to HIV infected persons
Physicians for AIDS case management

Psycho-social impact by implementing support:
group based strategies




INDONESIA

Indonesia Response to
Mother to Child Transmission of HIV
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By :
Dr. Ida Bagus Putu Widiarsa (Ministry of Health)

Husein Habsyi, Grad.PH (Yayasan Pelita lImu)
11 - 13 May 2004
Bangkok, Thailand

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 AlDS-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.



Cummulative Number of Reported HIV-IVDV Cases in Indonesia
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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 preghant
women in Papua and Riau was 0.25%-0.35% (Gol, 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




situation assessment and analysis in six Gol 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 (Gol) 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 isincluded 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.



< 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 Gol 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 preghant 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 llmu 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 lImu
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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 Gol 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 lImu is assisting these provinces to explore
feasibility for implementation of PMTCT interventions. With the commitment to “3X5” initiative
the Gol with financial support from AusAID has recently engaged in an aggressive training
programme for counselors to support VCCT activities in Jakarta, Bali and Papua.




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

< Gol 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 [Imu, Yayasan Mitra Indonesia, Spiritia, Family
Health International, WHO, UNICEF, UNAIDS and UNFPA. The group provides guidance
on PMTCT related issues.

< Inthe 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 hational 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.



INDONESIA

Indonesia Response to
Mother to Child Transmission
of HIV

Ida Bagus Putu Widiarsa
Husein Habsyi

Indonesia Situation

1 First case of AIDS : 1987

1 Registered cases (March 2004) :
- HIV = 2,746
- AIDS = 1,413

1 Main mode of transmission
— Sexual transmission
— Injecting drug user

Trend of Registered HIV/AIDS Cases
in Indonesia (1987 - 2003)

RIAU
'98/99 = 0.35%

VCT at North Jakarta
2000 = 1.5%
2002 = 2.7%

98/99 = 0.25%

Indonesia Situation

1 Country Population : 210,000,000
1 30 provinces
1 > 13,000 islands

1 For many years, very few HIV infection were found
but in the last three years, this has begun to change.
1 2000 : Indonesia

low prevalence level Q concentrated' level
(Jakarta, Papua, Bali, Riau)

- IDUs : 47% in DKI Jakarta, 53 % in Bali

- CSWs: >5% in Papua, Riau

1 In the year 2002, estimation of PLHA in Indonesia
was 90,000 — 130,000.

HIV/AIDS Cases According to
Mode of Transmission

Source; COC Ministry of Health

PMTCT Issues

1 The government committed to initiate and
expand PMTCT, included in National HIV/AIDS
Strategy.

A pilot PMTCT project was initiated ini Papua,
support from WHO' (Uss 30,000 in 1997 - 2000)

Pilot initiative by NGO (Yayasan Pelita Iimu):
“Counselling and HIV testing for

Pregnant Women in Drop-in Centres in Jakarta”,
support from Becton Dickinson (Uss$ 29,300 in 1999 — 2001)




Components of PMTCT - YPI

Information: Dissemination:

IEC, hotline ® Motivate pregnant women to attend
counseling session.

ANC through routine MCH services
Voluntary counseling and testing

ARV prophylaxis

Safe delivery by women’s option

Universal precaution in the health care settings
Infant feeding — promote/provide formula
Psychological and social support for HIV+
mothers.

Program Strategies

AT THE PROGRAM LOCATION @ AT THE COMMUNITY
® Community Health Centre Community-workers motivate
® On-the-field services pregnant women to attend the
About 20 - 35 pregnant counseling session
women was given
education on HIV/AIDS,
MTCT, reproductive health, Result : HIV:
safe pregnancy, safe B NGO /PLWHA Support

delivery process, etc. , @®Provision NVP for
mother and infant

® Infant formula to
At the VCT Room At the VCT Room infant

- Pre Counselling - Post Counselling ® Psychological
- Blood Test Support for mother

1 week later (the blood tested at the general hospital)

PMTCT - YPI

(2003 — 2005)

Target : 2.000 pregnant women in the
slum areas in Jakarta

Funded : Global Fund

Progress in PMTCT Related Interventions

» PMTCT as One of the Prevention Priority for HIV/AIDS
(National Commitment)

- National Guideline on Care, Support & Treatment for PLWHA
was developed by government (2003). The issue of PMTCT is extensively
covered in the guidelines.

- High Level Advocacy Meeting in Jakarta on PMTCT
was facilitated by government (Dec 2008).

- Training Programme for Counselor to Support VCCT Activities
in Jakarta, Bali, Papua (commitment to “3 by 57 initiative).

- PMTCT at the National Guideline on World Campaign 2004
theme *women, girls, HIV, and AIDS?”.

- PMTCT Pilot Project (2003 - 2005)
Gol commissioned Yayasan Pelita IImu to implement the PMTCT component
of the GFATM first round.

PMTCT - YPI

(1999 — 2001)

Target : 1.000 pregnant women in Jakarta
Location : 8 sites of slum areas / crowded population
Counselor : 15
Nurse
Staf :
VCT Sites  : - at Community Health Centre

- at Schools, Community Unit Post
Funded t Becton Dicksonson

Preparation: Training for counselor & motivator @ Providing VCT
Equipment @ Distributing poster/brochures on HIV and Pregnancy
® Lobbying to health centers, community-cadres, hospitals, and NGOs @

Result of PMTCT - YPI
(1999 — 2001)

attended HIV/AIDS and safe-
motherhood education
attended pre-test counseling
voluntary tested for HIV (97.2%)
HIV positive (2.86%)
gave birth:
- 6 caesarian
- 5 normal delivery
receive AZT in the last month of
pregnancy
opted for formula feeding

Temporary Result of PMTCT - YPI 2003 - 2005
(up to May 2004)

Location (o] [11}}

Rawa Bunga (20 -
e R
R o e R
B
o]

Seven (7) HIV positive mother come from referral centers have been
provided services by the project.

Future Programming

Favorable Condition

1 PMTCT is included as one of the prevention
priorities in the National AIDS Strategy.

1 Government Planning to provide PMTCT
services through public health care delivery
system (support from the first GFATM round proposal)




1 PMTCT National Taskforce has been established with
representation from various departments. The group
provides guidance on PMTCT related issues.

I ARV are getting more acceptable and affordable.
- generic drug has been manufactured by a national
pharmacy’
- The price of triple drug combination < US$ 50 a
month
- The Minister of Health promised to subsidies ARV
for 2000 PLWHA (commitment to “3 by 57 initiative)

Recommendation

Will be conducted by GoI supported by UNICEF
Consolidate and expand| experience gained from Jakarta pilot to selected
provinces with high HIV prevalence.

Conduct situation assessment and analysis in 6 (six) high prevalence
provinces: Jakarta, Papua, East Jawa, Bali, Riau, West Jawa (start July 2004)
Develop and publish a national guidelines and best practice on PMTICT.
(June — Dec 2004)
Develop clear plan of action, including all prongs: primary prevention,
prevention of unintended pregnancies, PMTCT core interventions and care
and support.
Define the composition, roles and responsibilities for PMTCT coordination
committee at central and' provincial.
Review of existing policies, infant feeding, VCCT etc.
Support development of training curriculum
1 Support training of health workers at national, provincial and district levels.
1 Develop a communication strategy on PMTCT and rolll out plan.

Challenging Issues

I 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

1 The development ofi technical and organizational capacity: of
national counterparts to implement PMTCT intervention;

1 Low levels of condom use rate (10%);
1 high levels of needle sharing among IDUs;
1 Very few VCCT sites, trained counselor and health worker;

1 Inadequate data on the magnitude of MTCT continues to
undermine design of appropriate interventions to effectively
address this programme area.

Sawadee




MALAYSIA

PREVENTION OF MTCT
PROGRAMME IN MALAYSIA

Mahanim Md Yusof. MD, MPH
Rohant Ismail, MD, MPH

Reported HIV infections in Malaysia
1986 — 2003
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Reported AIDS Cases in Malaysia, 1986 — 2003

Proportion of HIV and AIDS Cases by Female
Gender, Malaysia, 1990 - 2003

% of Total Cases
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Proportion of HIV cases attributed to vertical route,
Malaysia 1986 — 2003
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PREVENTION of MOTHER-TO-CHILD
TRANSMISSION (MTCT) PROGRAM
« OBJECTIVE
—  To reduce the risk of HIV transmission from
mothers to child
+ TARGET GROUPS
—  All pregnant women attending antenatal clinics at
health clinics/hospitals under MOH
Page 6

PREVENTION of MOTHER-TO-CHILD
TRANSMISSION (MTCT) PROGRAM

« STRATEGIES

—  Early detection of HIV through screening using rapid
test kit 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.

HIV TEST in Malaysia

= Screening tests (61 centers)
+ ELISAin 32 centres
+ PA in31 centres (19 Sarawak & 12 Sabah)
* Rapid test (mostly for MTCT & Serenti/Prisons)

= Supplementary tests
+ Immunoblot (only at IMR KL) e.g western-blot or line immuno-assay
« PCR (only at IMR KL and mostly for children < 18 months of age)

= Confirmation
+ Positive screening + supplementary (at least one)
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HIV DIAGNOSIS in MTCT

+ Antenatal
— Screening
« Rapid Test (currently is Acon®)
— Confirmation (2" sample)
« ELISA + PA then LIA
+ Child < 18 months
— Screening
« ELISA + PA
— Confirmation
« PCR test

Pages

PREVENTION of MOTHER-TO-CHILD
TRANSMISSION (MTCT) PROGRAM

*  Program launched nationwide in 1998.

+ Coverage improves — more than 90%.

*  Asof 2003, 597 mothers detected positive out
of 1,759,869 screened.

» Prevalence of positive mothers < 0.04 %

¢ 18 babies confirmed PCR+ve out of 442
deliveries (until Dec 2003),
v successfully reduced the vertical

transmission from estimated 25-30% to
4.06%.

CHARACTERISTICS of POSITIVE MOTHERS
(Ethnic/Mode of Exposure), 1998 - 2002

« Ethnicity No. (n=450) %
- Malays 21 60.2
— Chinese 38 8.4
- Indians 29 6.4
— Other Malaysians 9 2.0
— Foreigners 118 23.0

« Mode of exposure

- Heterosexual contact 392 87.1
— Injection drug use 10 22
- Unknown 48 10.7
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CHARACTERISTICS of POSITIVE MOTHERS in
MTCT (age and gravida), 1998 - 2002

« Age groups No. (n=450) (%)
- <20 15 33
- 20-29 285 63.3
- 30-39 144 32.0
— 40 & above 3 1.4

+ No. of Gravida

-1 141 31.3
-2-4 275 61.1
->5 23 51
— No data "

CHARACTERISTICS of POSITIVE MOTHERS in
MTCT, 1998 - 2002

= Age groups No. (n=450) (%)
- <20 15 33
- 20-29 285 63.3
- 30-39 144 32.0
— 40 & above 3 14

+ No. of Gravida

-1 141 31.3
-2-4 275 61.1
_>5 23 5
— No data 11 25
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Progress ...

A. Review of PMTCT programme, includes
Protocols on management of HIV infected mothers

Protocols on management of babies born to
HIV mothers

B. Scale up care and treatment which include
treatment and care given by Family Medicine
Physicians at clinic level.

Page 12
SUMMARY OF MTCT PROGRAMME, 1998 - 2002
YEAR 9% 199 2000 2001 202 TOTAL
HNo. of Attendance of ANC Mothers R3%02 416,400 uLene 392,139 BIA8 1,967,628
No. of ANC Screened 161,087 215,000 2620 HIWO | B 142591
Percentages Screened 7 63 03 a5 28 04
Ho. of ANC Hothers HIV Posiive % £ E3 n " (]
Percentages of Mothers’ Positive LU Ll 0R% en 082 00316
Babies delivered G1Dec 03 % £ £ n 110 49
No. of Babies HIV Positive (31 Dec '02) 3 5 3 1 5 7
Percentages of Babies Positive 5% 58 % 126 455 405
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Future.....

* More innovative and responsive multi-sectoral
team work efforts, proposed futher program

« - Pre-marital and pre-pregnancy screening for
women.

» - Treatment to husband of HIV infected mothers

« . Providing care and support for the orphaned
or affected child from the HIV infected mothers.

Page 16
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Rapid Test Kit

« Started in 1996 and 1997 as pilot in 5 states
— HemasStrip® by Serodia Diagnostic
« First tender for 1998 to 2000 (3 years)
— UniGold® by TrinityBiotech (www.trinitybiotech.com)
« Second tender for 2001 to 2002 (2 years)
— JNQC® spot
« Third tender for 2003 to 2004 (2 years)
— Acon® by Acon Laboratories (www.aconlabs.com)

Page 17

Page 18

ANC Mothers screened and positive Malaysia 98 — Sept. 2003
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HIV Infected ANC Mothers by states, 1998 — Sept. 2003
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MYANMAR

-14states and divisions 63 disiricls
and 324 lownships
<Populationin 2002 was about a2 07 million
-70% ofithe population residing’in rural
areas
-Population growth rate weas:2 02/{2000)
hAvera e[ ERBESIaRtE
urban B iiiiyears (male)
sglyears’(female)
Rural 60 4SEaISRmSa]
62.8 yedruiSISiS)

Syphilis

0 Non-gonormoea o Chancroid
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» Advocacy
» Training
VECT
PMCT package
Safe Delivery and Universal Precaution
Infant feeding option/ Counselling
Home care and Management of opportunistic
infection
Lab: technician training for HIV testing

» Community mobilization

Results - Service utilization

PRTCT at a glance:
seryice utilization rate increased,
seroprevalence rate reduced

mvcCcT

THIV tested

Proportion(% )

OHIV positive

2002 2003

Years

Provlerms and constraints

+ high acceptance for VC but low acceptance
for testing

< problems with pregnant women of mobile
population
< coverage of PMTCT is very limited (22/324)

< Breast feeding is a traditional norms

VCCOT services In Myanrnar

+ conduct at 36 townships where AIDS/STD teams
exist.

< improve services for provision of VCCT in the
MCH clinics, TB centre and drug treatment centre
as WHO 3 by 5 goal

< expand in NGOS and INGOS and supervise
continuously by National AIDS Control
Programme.

< Develop The National Guideline on Voluntary
Confidential Counselling and testing (VCCT)

» Provision of supplies and equipments
- instruments for safe delivery at the township hospital
- clean delivery kits for MWs + LHVs
- HIV test kits and lab: equipments
- ARV deugs (NVP)

» Monitoring and Evaluation

Results —ARV therapy

PRTCT at a glance: most of the deliveries of HIV
infected pregnant women were covered by Nevirapine

Emothers

OBabies

Proportion(’% )

2002 2003

Years

Mip of Myanmar

showinglocations of

VCCT service and
V sent

suveillance acfvity
@0 in 2003)

o ATSATD T T &
AV smrad o

ARN therapy in Myanrrar

@ Provide ARV therapy in 2003 for selected 100
AIDS patients in Waibargi Specialist Hospital in
cooperation with one INGO (AZG) and expands
to AIDS patients in Lashio Hospital

® Provide standard anti retroviral therapy for 150
AIDS patients in Yangon and Mandalay by
FHAM Round I Budget (2003-2004).

® Plan to give ARV therapy for 1500 patients by
FHAM Round 1T Budget (2004-2006) in selected
sites and institution using the national guideline.
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NEPAL

UN REGIONAL TASKFORCE ON
PMTCT
11-13 MAY 2004

F NEPAL

==

DR SUSHILA SHRESTHA
SENIOR GYNAECOLOGIST
MINISTRY OF HEALTH
NEPAL

@SITUATION
= 900,000 pregnancies per year
= Prevalence .3%

= Infected — 180 p/y
= Cohort approx 200

,@SITUATION

= NEED ASSESSMENT
= Planned for July 2004
= POLICY/GUIDELINES

= Standard Operating Procedures for
Implementation of ARV (Adults & Children)

= National Guidelines for ARV Therapy 2003

= Policy in place since 2003

= A single dose treatment for PMTCT — Dec. 2003
PROGRAMME IMPLEMENTATION STATUS

= In process

,@FUTURE PLANS

= Selection of focus sites — 3 proposed
= Activities planned:

= Training of doctors/nurses

= Continue awareness program

= Counselling — pre and post

= HIV lab testing

= Universal precaution

= Drugs/supplies — ARVs & reagents

= Infant feeding

@FUTURE PLANS contd.

= Site selection

= Build partnership — Nurses Association
= SNEHA (people living with AIDS)
= MAITI NEPAL
= Grassroots NGOs

Adaptation of training modules to Nepalese
context

Training of trainers
Operationalise selected sites
Community mobilisation

@CHALLENGES 7

Instability/insecurity
Lack of skilled human resource

Involvement of male partners & family
members

Supervision/Monitoring

Surveillance system

Social & cultural issues/stigma/discrimination
Dissemination of information

@SUPPORT REQUIREMENTS

= Experts to work with nationals
= Equipment/drugs & reagents
= IEC materials

= Trained counselors

= Service providers

@OPPORTUNITIES

= Increase in service outlets
= Partnership

= Availability of funds

= Support groups

= Interest Groups




PAPUA NEW GUINEA

ale 2,469,274 (48.1%)

~ ® Annual growth rate 3.1%
® Antenatal coverage rate 50%
® 170 000 births/year

C her modes of transmission reported are
between MSM

natal coverage rate:
® PVIGH: ANC books 5,000 mothers/yr &
- does 10, 000 deliveries/yr (37/day).

® The other 5,000 are booked at the urban
clinics in NCD.

Regions of Papua

Port Moresby
New Guinea

formal death notification system
- ® Estimates 10, 000 — 15,000 (5,500 —
22,000) HIV infected in PNG (National
consensus workshop January 2000)

PMTC IN Papua New Guinea

Mother-to-child transmission,
a major public health problem

* heterosexual transmission

*» prognosis of HIV infection in infants very poor

>  infant mortality rate

* Most mother-to-child transmission can be prevented
and is cost-effective

[‘g For the Children

.

1§ 10:000! deliveries/yr or 37/day
— 101192 deliveries

000 mothers other clinics in NCD/CP

— €:5ero surveillance rate (PMGH) 2002: 0.8%

,2003: 0.9%, 2004 Jan — April: 1.35%

€ 80 - 100 babies a year born to HIV positive
mothers




0 babies IN PMGH die each year
7fr’om HIV/AIDS.

7 ——

surveillance in other An}ignata?l' a—

the country— September 2003

Prevalence
Rate (%)

gy Prei—Test Counseling in AN clinics
or Individual counseling)

fing (Rapid Test)
Hliest Counseling for both +ve & -ve

ptimal obstetric care
-~ & ARV during delivery
® Counseling for Infant Feeding Option
s ARV treatment (PMTC+)

s to'scale up PMTG inPNG

=

orily fundmglagent for PMIC in PNG

ot sliccessful in securing funding from GFATM in the 27
5 proposals (PMTC was not addressed in those

essfullin securing funds for Malaria eradication: US$ 20 million
arlu:i ARY treatment had been included in the 4% GFATM
52l
otall GRATM for HIV/AIDS: US$ 29 Million
Country is implementing 3 x 5 initiative (Feb 2004) WHO & ADB
60 patients will be on ARV by the end of 2004, and this will be
scaled up to cover 3000 patients by 2005
All pregnant women testing positive to HIV receive ARY under the 3
X 5 initiative.

-

ution of Pregnant Women whﬂe“ﬂt(m:;itiw for ﬁ

in Port Moresby General Hospital

- I\ n

r— 4 Total
Seropositiv  Seropositiv
5-19 years 20-24years e es

25-49
years

16.7% (5) 53.3% (16) 30.0%

9
16.7% (6) 50.0% (18)  33.3% (12)

2002 10.8% (4) 56.8% (21) 32.4% (12)

2003 21.7%(10) 41.3% (19)  37.0% (17)

2004 March 25.0% (3) 50.0% (6)  25.0% (3)

Total 17.4% (28) 49.7% (80)  32.9% (53)

St Mary’s Hospital Vunapope

ividual counseling: 227

nwho refused HIV Test : 88 (38.8%)
Women who tested positive for HIV: 4 (2.88%)
women who delivered: 150
HIV + women who delivered: 3

_ & #HIV + women who received ARV (Nevirapine: 3

s # Babies who received Nevirapine: 3
s # women who received counseling on infant feeding
options: 3

al Hospitals and 22 minor hospitals and Health
illfinitiate PMTIC by the end of 2004

will be involved initially in PMTC as advocators for
in rural PNG.

_ ® Pregnant Women aged 15 — 24 years will be targeted

under the PMTC program in PNG.
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Joe Anang
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JAIDS Estimates For. Srizleamnkass
S/HO as of end 20081
sle living withr HIV/AIDS
cults(15-49 years) -3500
3 Children(<15) -<100
Jeaths in 2003 -<100
— MUAdult Prevalence(15-49 years)-<0.1%

—— .
iiediHIV/AIDS Cases by.Age Grolps™
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Mothers oéltlve
Screened
for HIV

14,901
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2002 17,601

2003 20,236

ﬁ&*—Numbers of.

—
_HIV/AIDS cases by
Mode of Transmission
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on of National Working Group on
i Mar 2003

sting PHC infrastructure

- ® Development of guidelines on PPTCT in Sri
Lanka

® Piloting of Plan of Action in one district

FOUr™= Pronged Strategiesyfor= Pioppsed interventions in thed

— .
RPTCT roject areas (1)

Hening of maternal and child health

sify. advocacy and awareness on HIV/AIDs
d¥aining of health care workers
wvide Voluntary Counseling and Testing
~#tUse of ARV drugs
#tMaternal STI screening & treatment
#*Improved Obstetric Care

. '*."‘ . - - Sri- bommhed Nations General Assembly Special Session
posed, interventions in the s o ation of Commicnent e o
] 5 — iproject is an important stepuin achieving the ‘target set at UNGASS.
¢t areas (2) i

s n, protection and Supporting BF in the B mother to child”
Tal population including the Code for BMS IlNations Secretary General - Kofi Annan

= planning services
~t Tnvolvement of the male partner
#*Monitoring and evaluation
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THAILAND

Sentinel Surveillance Median HIV Seroprevalence
. ) (in percent) for Women Attending Clinics in
Implementing a National Thailand 1990-2002

Mother-Child HIV Prevention

Program in Thailand

~15

b4 1.4
Dr. Boonsang Boonamnuaykij
The 12 th Health Promotuion Center, Yala

Department of Health
Ministry of Public Health, Thailand

Number of AIDS Cases of Children 0 — 4 years .
from Vertical Transmission Magnitude of The Problem

Mother to Child HIV Infection in Thailand

1400
1,25
1200-{ 1,208 1,145
: o 900,000 women
1000+ 943 907 .
803 give birth annually
800 680

600 464 13,000 children born at risk for HIV annually

400 l
139 150
200 q 74 4,000 HIV-infected children born annually without intervention
0 L&

1984 1993 1996 1999 2002(JULY)

Thailand’s National Policy on
Background HIV/AIDS-PMTCT

Voluntary counseling and HIV testing in antenatal care Re: f ACTG 076: AZT decre: mother-to-child
transmission by 2/3

Formula feeding for infants of HIV-infected mothers MOPH and 11d Bank re-evaluate ARV use: AZT in
MOPH and World Bank re- ARV use: i pregnant women is most cost-effective use of ARV
e women 1s h ’ y MOPH begins pilot program:
Bangkok regimen (short-course ZDV) { to pregnant women in Regior
transmission by 50% :

oy X : o Bangkok trial shows e
MOPH pilot program providing s
pregnant women in Region 10, 7 National PMTCT guidelines reviewed

National PMTCT program providing ZDV short-course National regimen of AZT for HIV+ women/infants
starting from 34 wks gestation and in: ks

depending on duration of ZDV received by mothers

| PMTCT Training Ministry of Public Health, Thaifand

Pilot Program Evaluation
Bangkok Study Short Course AZT To National Implementation

Thailand,

Region 10: 1997-1999 Region 7: 1998-2000

rﬁ%
}

... DELIVERY

&

Thailand 2000-present




Overall HIV Transmission Risk in PMTCT Pilot

Regions, Thailand, 1997-2000

Operational study

DELIVERY

Region 10

Region 7

Major Components of PMTCT National
Program

¢ Integration of PMTCT to ting MCH system
* Provide VCT during antenatal care

* Supply HIV testing: EIA and Rapid test

* Provide short-course ZDV

* Supply formula feeding with counseling

* Convene program monitoring and supervision

Nationally-Supported Mother-Child HIV
Prevention Program, Thailand, 2004

VCT for all pregnant women

ZDV for all HIV+ pregnant women from 28 wks
NVP single dose intrapartum and newborn infant
ZDV for all children born to HIV+ women:

— 1 wk if mother’s treatment is 04 wks

— 6 wks if mother’s treatment is <4 wks

Infant formula for 12 mos to replace breastfeeding
HIV test for infant at 12 mos; if +, re-test at 18 mos
Appropriate care for mothers and children

ing and Evaluation for PM

» Process Monitoring and Evaluation
- Perinatal HIV Monitoring System

(PHIMS)
Data system to monitor national implementation of
perinatal AZT

e Outcome Monitoring and Evaluation

Major Components of PMTCT
Program in Thailand

e Antenatal/intrapartum HIV testing
* Counseling
* Short-course ZDV

* Formula feeding

Nationally-Supported Mother-Child HIV
Prevention Program, Thailand, 1999

* VCT for all pregnant women
» ZDV for all HIV+ pregnant women from 34 wks
* ZDV for all children born to HIV+ women:
vk if mother’s treatment is 04 wk:
— 6 wks if mother’s treatment is <4 wks

* Infant formula for 12 mos to replace breastfeeding
+ HIV test for infant at 12 mos; if +, re-test at 18 mos

Appropriate care for mothers and children

Monitoring National PMTCT
Program Thailand

* MOPH collaborating with CDC in
establishing a national system to monitor
PMTCT implementation:

— each hospital completes 44-item report
monthly

— standard reports generated at provincial,
regional, and national levels

¢ System implemented in 2000

Monitoring and Evaluation for PMTCT

Process Monitoring and Evaluation
% ANC
% VCT among pregnant women
% received ZDV of mothers and infants affected
by HIV
% ZDV adherence
% used formula substituted breast-fed

% HIV testing to diagnose perinatal HIV
transmission




Monthly Report Received HIV Testing among Women Giving Birth

by antenatal care status and by Year

2002 Thailand, October 1999 - September 2002
573,879

e
-+ ANC
|-8-No AC| L\(

Q1/2000 Q22000 Q372000 Q42000 2001 2002

0 \

sear

Coverage of AZT among HIV+ Women and

Their Children Who Gave Birth during
October 1999 - September 2002, Thailand

PMTCT Report

percent

q1/2000 q2/2000 32000 q4/2000

year

1. Rate of report receieved 2.Rate of Delivery by ANC

VY S—- S W) § ]

=-Hate ol il teeting 3. Rate of HIV testing

wogg———— YR OF————808.1

4 87.7
£82.8 485.9
~74.8

2002 yeardt 2003




4.Rate of Infection 5 Rate of ARV given to pregnant mother

2002 2003

7. ARV in Newborn infants

7. ARV in Newborn infants

gy eSS ¥RG——n0%

R10 & R7 — pilot program:
AZT implementation
National Policy on PMTCT

2002 2003

mothers

Thailand’s National PMTCT Program Political Commitment

Lessons Learned 1 |

Support from Government
L 4 N

evaluation provide useful information. - —
Research and NGO projects provide early Capacity building
program experience. 4

Integrating PMTCT into MCH simplifies National Program
program.

Surveillance, research, pilots, monitoring,

Counseling plays central role in PMTCT.

Training is needed to prepare staff; team-

building is needed to maintain

communication. Sustainable National Program
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Thailand’s National PMTCT Program
Future Challenges (1)

Sustainability of PMTCT program
requires:
using monitoring and evaluation data to
improving programs and policies.
ongoing clinical, counseling, management
training.

continued political and budgetary support.

ARY regimens for HIV +ve adult:

Regimen 1; d4T+3TC+NVP
Regimen 2 ; d4T+3TC+EFV
Regimen 3 ; d4T+3TC+(IDV+RTV)

THANK YOU

Thailand’s National PMTCT Program
Future Challenges (2)

To improve PMTCT program:

 enhance HIV prevention in antenatal and
postpartum settings for HIV- women/partners
improve care of HIV+ women and children
meet needs of orphans
support research on better interventions
share experiences with and learn from other
countries

ARV regimens for HIV positive children

1. AZT+3TC+NVP OR d4T+3TC+NVP
2. AZT+3TC+EFV OR d4T+3TC+EFV
In case of sevsere side effect from NVP and
EFV change to Dual therapy
1. AZT+3TC
2. d4T+3TC




Group 1 : Strengtheing the community component of PMTCT

Strengthening the community
component of PMTCT

-, Group I: G. Jourdain
Agatha Pratt
Husein Habsyi
Scott Bamber
Aye Aye Moa
Rohani Ismail
Koum Kanal
Ngashi Ngongo

Aim of the community-based

%PMTCT -Plus

= Strengthen HIV prevention

Increase acceptance of services through
stigma reduction and creation of conducive
environment

Provision of home-based care: Psychosocial
support, nutrition care etc...

Enhance adherence through improved follow-
up

%Resources

= Human:
= Community and religious leaders
= Traditional groups: women & men’s groups...
= Community/village workers
= Community/village facilitators
= PLWHA etc...
= Financial

= Communication media: Radio, TV, traditional

%Constraints

= Language

= Migration

= Logistics: telephone, etc...
= Poverty

= Geographical accessibility

%Key Issues

= Using an integrated approach to community
engagement

Identifying resources/structures within the
community

= Create an enabling environment through
involvement of political/community leaders
= Increase access to appropriate information

= Empowerment/Capacity building of
communities




Group 2 : Quality Counseling

Quality

“Quality counseling ja
target, aim or theoretical concept, it
is what the client desenﬁes and
should demand from us” (

Human resources

* Revolving pool of counselors to address
burn out
* Enough counselors

¢ Recruit counselors, extra staff where
needed or only train existing staff

* Careful selection of counselors

* Develop cultural appropriate counseling
tools and methods

* Job security for counselors (at he moment
often short contracts)

* Incentives for counselors

Monitoring and
evaluation

* Record keeping and follow up
on use of records

* Ensure confidentiality in
records

Positive experience

¢ India: respect and equal positi¢’m
PTCT team and pay on time
* India/Thailand: extra staff

¢ Thailand: incentives through trainings at
nice place

¢« Malaysia: Not just theoretic but real and
frequent experiences with / exposure to
cases improved quality of counseling

* Myanmar: development of god standards

Key points

* Human resources

* Training

* System development

e Monitoring and evaluation

» Supervision

* Confidentiality

¢ Referral system

* VCCT

* IEC

* Different kinds of counseling, e.g. group
counseling

Training

* Needs to be continuous

« Continued networking

¢ Standard curriculum for training
required

* Clear counseling guidelines need to
be ijn place

* Training should include counseling
of illiterate mothers

* Job security for trainers

Critical issues of the
system

* How to organize the case load

* Where to receive additional information

» How to ensure counseling skills

+ How to organize supervision

* What incentives for counselors in particular for those

doing additional work

+ How to organize pre- and post test counseling
* How to set up a referral system
+ What are the criteria for standards counseling and

consequently for the assessment to use

* What assessment to be done, e.g. external or self

assessment; client centered evaluation;

Challenging experie,;;@

« Cambodia: to many different
curricula, fund driven, need
standardization. Frequent review of*
curricula resulting in need of
retraining of counselors

» Indonesia: lack of continuity of on
the job training

= Malaysia: the good counselors are
often good in many other things and
are in high demand




Group 3 : Low Prevalence Countries strategies

Low Prevalence Countries -

: Key points
strategies y P

: : Strengthening RH services which includes ANC
Focus on primary and secondary prevention services, ST management, PMTCT etc.

General counseling training for all health workers (incl
Strengthen and integrate existing health systems - at all discrimination reduction)

levels Life skill education for adolescents and youth (both
within and out of school)

Importance of discrimination and stigma reduction — Solicit political understanding and commitment for
esp. amongst health care workers. PMTCT

Visit countries with strong (best practice) PMTCT

s programme
fﬁl‘;'ﬁﬁ:ﬁgfﬁoﬁ :f"%?g:eaifshﬁzd:gf;z:fy;mv Nee(_i fpr full F"MTCT site in at least one key location with
Eolatarii proximity to higher risk groups (and for referral)

B .

Positive experiences Negative experiences

e Thailand Lack of Political commitment which has
« Some states in India changed positively in Thailand




Future of the Taskforce

Issues:

The Taskft now involves a greater of ies across
two regions — South and Southeast Asia and the Pacific; previously
it was Southeast Asia and the Pacific and India.

Countries are at different levels of programming scope on PMTCT.

Additional involvement is to be sought of other UN agencies and
key NGO+ partners.

This is a rapidly evolving technical field.

I

o R o

.

The Future - a Proposal
Maintain as a two-region Networ}
Break into two sub Networks: (to be reviewed)
Countries with ished PMTCT p looking to or
are scaling up
Countries with new, t or developing PMTCT p

gl

. Meet approximately 3 times per 2 years

Ensure WHO, UNAIDS, CDC and key NGO participation
Meetings to be a a balance of:
Expert technical updates — both sub networks

Detailed v " ‘o

g i on
one or two issues (i.e. country presentations focus on that
issuefissues)

Include study tour/site visit within meeting schedule

6. Ensure key

y and plans from Network

E.g. — statement of concern of the Taskforce meeting on the need
for greater emphasis to be given to paediatric formulations
for infants.

. Review opti for the i of Technical Working
Group/s or Advisory Teams ..... from the Network on key
programme issues for the purpose of specific technical
assistance.

= Information sharing between meetings:
= Set up an Email forum (not moderated)
= Website — either new or directed to key sites &
discussion groups
= Join global PMTCT electronic network
= Involve — with other regional
& Link this Taskforce to Asia Pacific AIDS Conference
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