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This report has been prepared by the World Health Organization Regional Office for the Western 

Pacific for governments of Member States in the Region and for those who participated in the 

Consultation on Integrating Prevention and Management of STIIHIV I AIDS into Reproductive, 
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SUMMARY 

A joint forum to incorporate two meetings was held for five days from 6 to 
10 November 2006 in Kuala Lumpur, Malayilia. The t\¥o meetingi were (1) Comultation on 
Integrating Prevention and Management of STIIHIV I AIDS into Reproductive, Maternal and 
Newborn Health Services (henceforth, this report will refer to this as the "integration 
consultation" and (2) 6th Asia-Pacific United Nations Prevention of Mother-to-Child 
Transmission Task Force meeting (henceforth, this report will refer to this as the "PMTCT Task 
Force meeting"). Each meeting lasted for two-and-a-half days, as "back-to-hack" meetings. 
This report is only for the integration consultation; a separate report is available for the PMTCT 
Task Force meeting 

This joint event was co-organized by four United Nations agencies- WHO, the United 
Nations Children's Fund (UNICEF), the United Nations Population Fund (UNFPA) and the Joint 

United Nations Programme on HIV/AIDS (UNAIDS). It was a biregional event and WHO and 
UNICEF involved their respective regional offices in the Asia-Pacific region: the WHO South
East Asia and Western Pacific Regions; and the UNICEF East Asia Pacific (EAPRO) and South 
Asia Regions (ROSA}. 

The objectives of the integration consultation were: 

(1) to share country experiences in integrating prevention and management of 
STIIHIV I AIDS into reproductive, maternal and newborn health services; 

(2) to discuss the guidelines for pregnancy, childbirth, postpartum and newborn care 
(PCPNC) and propose a framework to integrate prevention and management of 
STIIHIVIAIDS into reproductive, maternal and newborn health services; and 

(3) to develop recommendations for WHO and partner agencies to collaborate with 
Member States on integration of prevention and management of STIIHIV I AIDS into 
reproductive, maternal and newborn health services. 

The integration consultation was well received by the participants; its objectives were met 
and the outputs were (1) recommendations on the revision of the draft Framework on the 
Integration of Reproductive, Maternal and Newborn Health and (2) suggested next steps for 
Member States to take after the consultation 
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1. INTRODUCTION 

A joint forum to incorporate two meetings was helJ fur five days fwm 6 to 10 November 
2006 in Kuala Lumpur, Malaysia. The two meetings, each covering two and a half days, were: 

(I) Consultation on Integrating Prevention and Management of STVHIV I AIDS into 
Reproductive, Maternal and Newborn Health Services, held from 6 to 8 November 2006 
(henceforth this report will refer to this as the "integration consultation"); and 

(2) 61
h Asia-Pacific United Nations Prevention of Mother-to-Child Transmission Task 

Force meeting, held from 8 to 10 November 2006 (henceforth, this report will refer to this 
as the "PMTCT Task Force meeting"). 

The joint event was co-organized by four United Nations agencies- WHO, the United 
Nations Children's Fund (UNICEF), the United Nations Population Fund (UNFPA) and the Joint 

United Nations Programme on HIVIAIDS (UNAIDS). It was a biregional event and WHO and 
UNICEF involved their respective regional offices in the Asia-Pacific region: the WHO South
East Asia and Western Pacific Regions; and the UNICEF East Asia Pacific (EAPRO) and South 
Asia Regions (ROSA). The two meetings were separate, with their own objectives, but were 
held in one joint event as "back-to-hack" meetings. 

This report is only for the first meeting, the integration consultation: a separate report is 
available for the second meeting, the PMTCT Task Force meeting 

1.1 Objectives 

The objectives of the Consultation on Integrating Prevention and Management of 
STVHIVIAIDS into Reproductive, Maternal and Newborn Health Services were: 

(1) to share country experiences and lessons learnt in integrating prevention and 
management of STVHIV I AIDS into reproductive, maternal and newborn health services; 

(2) to discuss the guidelines for pregnancy, childbirth, postpartum and newborn care 
(PCPNC) and propose a framework to integrate prevention and management of 
STVHIV I AIDS into reproductive, maternal and newborn health services; and 

(3) to develop recommendations for WHO and partner agencies to collaborate with 
Member States on integration of prevention and management of STVHIV I AIDS into 
reproductive, maternal and newborn health services. 

1.2 Participants 

More than 1 00 participants attended the five-day joint meeting. Although this report is 
only for the integration consultation, participants were common to the two back-to-hack 
meetings. The WHO Regional Office for the Western Pacific specifically invited temporary 
advisers from the eight selected Member States (Cambodia, China, Fiji, the Lao People's 
Democratic Republic, Malaysia, Mongolia, the Philippines and VietNam) who are responsible 
for reproductive, maternal and newborn health programmes, and STVHIV I AIDS programmes, to 
advise on the draft framework. The WHO Regional Office for South-East Asia invited 
participants from the selected countries of their Region (Bangladesh, Bhutan, India, Indonesia, 
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Myanmar, Nepal, Pakistan, Sri Lanka, Thailand, East Timor). The other participants were 
selected and sponsored by the other co-organisers, UNAIDS, UNICEF and UNFPA (Annex 1). 

1.3 Organization of the meeting 

1.3.1 Preparation 

Dr Wendy Holmes, Deputy Director, Technical Programs, Center for International Health 
of the Burnett Institute, Australia, developed the framework. Prior to the Consultation, the draft 
framework was distributed to the different agencies for comments. All the comments were then 
incorporated by Dr Holmes into the framework that was presented during the Consultation. 

The WHO Regional Office for the Western Pacific was responsible for the organization of 
the integration consultation, while the UNICEF East Asia Pacific Region was responsible for the 
PMTCT Task Force meeting. Given the distant locations of the two responsible agencies, 
discussions on the preparation of the joint consultations were mostly done through telephone 
conferences. 

A pre-workshop meeting of the organizers, the resource person and the members of the 
Secretariat was held at the venue of the consultation. Final changes were made to the agenda and 
the timetable, and work assignments were clarified. The agenda and programme of activities of 
the five-day joint event, covering the two meetings, are given in Annex 2. 

1.3.2 Organization ofthe consultation 

The integration consultation consisted of eight sessions where each agency presented their 
strategies in integrating prevention and management of STIIHIV I AIDS. Six countries 
(Cambodia, China, India, Myanmar, Papua New Guinea and Thailand) made presentations on 
best practices, experiences and lessons learnt. Countries were also asked to prepare plans for 
their next steps. 

1.3.3 Orientation to the consultation 

Dr Pang Ruyan, responsible officer, gave a brief orientation to the five-day joint meeting, 
the integration consultation on the first two and a half days, and the PMTCT Task Force Meeting 
on the next two and a half days. She clarified that the consultation meeting involved four 
agencies (UNAIDS, UNICEF, UNFPA and WHO) and three systems (maternal and child health, 
family planning and STIIHIV/AIDS), with participants from 21 countries. The objectives, the 
activities and methods to be used in the consultation were described. The methods involved 
sharing country experiences, presentations and discussions, and group work. Dr Pang explained 
that there would be two group work sessions - group work session 1 would review the relevant 
sections of the draft framework, and group work session 2 would involve the participants being 
divided into country teams to identify the next steps countries would take after the consultation. 

1.4 Opening ceremony 

The opening ceremony was held simultaneously for the two meetings. Since the opening 
was on the afternoon of the first day, it was placed as session 3 in the programme. 
Dr Pang Ruyan, responsible officer for the consultation, made the introductory remarks. 
Opening remarks were also given by the representatives of the four agencies: Dr Han Tieru, 
WHO Representative in Malaysia, Brunei Darussalam and Singapore; Dr Richard Bridle, Deputy 
Regional Director, UNICEF East Asia and the Pacific; Dr Chaiyos Kunanusont, HIV Advisor, 
UNFPA Country Technical Services Team, East and South-East Asia; and Dr Prasada Rao, 
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UN AIDS Regional Support Team for Asia Pacific. The joint meeting was then officially 
opened with a speech by the Honorable Datuk Seri Dr Chua Soi Lek, Minister of Health of 
Malaysia (Annex 3). 

2. PROCEEDINGS 

2.1 Session 1: Presentation of background papers 

Three papers were presented to provide background information on integrating prevention 
and management of STIIHIV I AIDS into reproductive, maternal and newborn health services. 

2.1.1 Integration of PMTCT into maternal and child health care services: an opportunity for 
improving maternal and child health (Dr Monir Islam) 

Dr Monir Islam, Director, Making Pregnancy Safer, WHO Headquarters, highlighted the 
influence of poverty on the poor status of maternal and child health in many countries of the 
world and specifically in the Asia Pacific Region, and how the rich-poor divide will pose a 
challenge in the prevention of STIIHIV I AIDS for poor countries, including their efforts to 
integrate services. The importance of resources in these efforts was shown by the situation in 
Uganda, where WHO has conducted a detailed study on resource and facility mapping, including 
availability and access to antiretroviral therapy for HIV -infected mothers and their newborn 
infants, which is very important information for integration efforts. Dr Islam described four 
programme objectives: (1) keeping HIV-negative mothers negative; (2) preventing HIV 
transmission to the newborn; (3) follow up and care ofHIV-positive mothers; and (4) follow up 
and care ofHIV-positive newborns. Finally Dr Islam reminded the meeting ofthe "supposed-to" 
syndrome that describes how attrition occurs at each successive level - from the base 
population of pregnant women to antenatal attendance, to those agreeing to HIV testing, to the 
test actually being carried out and results collected, to those agreeing with therapy and finally to 
the relatively small number actually provided with the therapy and being followed up. This 
phenomenon underscores the need for health system strengthening that will reduce the rate of 
attrition at each of these levels. 

2.1.2 Position of PMTCT within the broader context of integration (Dr Wendy Holmes) 

Dr Wendy Holmes, gave a broad overview ofthe concept of integration ofHIVIAIDS 
prevention and emphasized the point that, while a lot of documents are currently available on 
PMTCT, there is less attention being given to documenting the whole spectrum of prevention of 
HIVIAIDS within the context of reproductive health. She revisited the four-prong strategy of 
PMTCT, in which much attention has been given to the third prong of antenatal PMTCT. 
Attention must also be given to the broader life-course perspective, including comprehensive 
care in the pre-pregnancy period. It must be borne in mind that, while routine HIV testing for 
pregnant women is certainly justified in countries where the infection rate is as high as in many 
African countries, in countries where the prevalence is low, routine testing may steer away 
resources (already limited) from other more important activities. Exceptions are justifiable, 
however, where resources for reproductive health allow, as in Australia and Malaysia. Another 
reality to be borne in mind while taking an integrated approach is that there could be "vertical" 
approaches through the various HIV prevention initiatives in several countries. Another 
reminder was of the need to carry out antenatal HIV testing properly, because a badly carried out 
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programme will do more harm than good. The presentation gave a very clear and creative 
depiction, including giving hypothetical numbers for the impact of HIV infection, and how 
important it is for attention to also be accorded to the possible event of a woman testing negative. 
The presentation also highlighted the need to adopt a human-rights approach in preventing 
HIV I AIDS, especially in integrating prevention into reproductive health care, and cautioned the 
parttctpants against viewing vulnerable groups (e.g. men having sex with men, sex workers) in 
separate compartments, as ifthey are not part of the bigger community. 

2.1.3 Pre-pregnancy comprehensive prevention (Dr Steven Atwood) 

Dr Steven Atwood, UNICEF (EAPRO) Regional Advisor for Health and Nutrition, 
described prevention in the pre-pregnancy period as a strategy to accelerate efforts towards 
universal access to HIV /STI prevention, treatment and care in women and children in the Asia 
Pacific Region. In doing so, he reiterated the points raised by Dr Holmes, and presented the 
argument for routine testing for HIV status in the pre-pregnancy period as part of an integrated 
maternal and child survival strategy. An innovative approach was suggested, where a woman 
planning to marry (if she can be identified) will be given a "wedding gift" consisting of a health 
package that will include coupons/vouchers for health tests, including an HIV test. 
Acknowledging the difficulty in identifying and reaching pre-pregnant women (and that the ideal 
would be to go through the authorities involved in premarital counselling), he suggested other 
avenues, such as targeting according to the sociodemographics of first pregnancy, and linking 
with adolescent health programmes. Pilot projects for pre-pregnancy packages, including HIV 
testing, has started in Indonesia and the Philippines. 

2.2 Session 2: Presentation of best practices 

Six countries (three from the WHO Western Pacific Region and three from the South-East 
Asia Region) were selected to present the best practices in the area of integration of prevention 
and management of STIIHIV I AIDS, including PMTCT, carried out in their countries. 

2.2.1 Cambodia 

The presenter gave a brief background to the evolution ofthe PMTCT programme in 
Cambodia, which began in 2000 after a study and a policy decision, and was followed by a pilot 
project in 2001, national guidelines on PMTCT in 2002 and expansion ofthe programme in 
2003. Information was provided on the maternal health status of the country, as well as the 
magnitude of the HIV situation. The speaker then described the goals, objectives, strategies and 
target population of the PMTCT programme, as well as experiences in setting up and developing 
the programme. The results of the programme were also presented, and the paper concluded 
with identification of challenges and the way forward. 

2.2.2 China 

The experiences of China in multisectoral collaboration involving setting up a committee, 
formulating a policy, developing an action plan and guidelines, and promulgating a regulation on 
AIDS, were described in detail, and provided many lessons. Four "free services" are provided in 
China: free antiretroviral (ARV) drugs for those with financial difficulties, free anonymous 
testing in highly affected areas, free schooling for AIDS orphans and free 
counselling/testing/treatment for pregnant mothers. The way forward in China includes 
programme strengthening and scaling up, including capacity building, and better coordination 
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2.2.3 Papua New Guinea 

The presenter described an innovative initiative that moved STI management away from a 
"disease-control" office space to a more integrated, client-friendly clinic in a hospital, the 
Tininga Clinic in Mt. Hagen Hospital, which also has a better patient registration and referral 
system. There Is evidence that this new appruadt to STI managt:mt:nt has hall a pusiLivt: impact, 
and there is an increase in the number of clients accessing the Tininga Clinic. 

2.2.4 Myanmar 

The PMTCT programme in Myanmar began in 2001, and has grown since then, as shown 
by the increasing number of townships and hospitals which participate in the programme. In 
phase 1 (2000-2005) a community-based approach was used, focusing on 70% of the rural 
population. In phase 2 (2005) hospitals in townships and urban maternal and child health 
services were included. Entry into the programmes is decided by the epidemiological profile of 
the area, and whether the existing infrastructure/manpower deems the programme feasible. The 
service coverage rate has increased and the seroprevalence rate has declined. Some of the 
challenges are related to logistics, especially transportation of blood samples, as well as to human 
resources (difficulties in supervising a wide area, and inadequate skills of health workers in 
counselling). 

2.2.5 Thailand 

Thailand's experience in integration is based on a clear policy of providing universal 
access to care to all pregnant women and newborns. The PMTCT programme covers (1) pre
and post-test counselling, (2) antenatal/ intrapartum mv testing, (3) antiretroviral therapy, and 
(4) replacement feeding. For each of these four elements, there are conditions/criteria, modalities 
and protocols. The presentation also covered the programme for STI management, describing 
the services before and after health sector reform in the country. Some challenges and barriers 
were described, including the need for more male involvement in PMTCT. 

2.2.6 India 

The presentation showed the overlap between safe motherhood, family planning, child 
survival, and HIV /STIIR TI prevention. The huge burden of mother-to-child transmission in 
India was outlined, as well as the implications ifthere were no PMTCT (prevention of parents to 
child transmission [PPTCT)) programme, which essentially would mean almost 65 000 children 
would be added to the HIV-positive pool each year. The evolution ofthe PPTCT programme 
since it began in 2002 was described, founded on the four prongs of PMTCT. A comparison was 
shown between single and multi-drug therapy; India is currently conducting operational research 
to move from single to multi-drug therapy. The country is also in the process of scaling up 
PPTCT. A paediatric HIV I AIDS initiative was also described briefly. 

2.3 Session 3: Introduction to the draft framework 

After the opening ceremony (Session 3), Dr Wendy Holmes familiarized the participants 
with the draft framework, entitled Linking Sexual, Reproductive, Maternal and Newborn Health 
-the Circle of Life (see Annex 4). · She explained the meaning implied by use of the term 
"daisy-chain" to describe the linkages that can protect, promote and support good health at each 
stage of life; and that the "zero" image of the unbroken chain suggests the goal for all countries 
- to achieve a zero prevalence. The purpose and objectives of the framework were explained. 
Dr Holmes also stated that it was likely that the draft would be deemed too detailed and too long, 
and that she was open to suggestions on ways to shorten it. 
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Because of time constraints, this session highlighted only some of the more important 
sections of the draft framework. The participants were advised to study the framework in detail 
and give feedback on the following sections: 

(I) The matrix showing the four components (a) Maternal and child health, (b) Family 
planning (c) Sexual health and (d) Counselling and testing tor HIV, as well as the 
deliberate use of the colour scheme in the four columns. 

(2) The table on page 27 and 28 that describes the functions at four levels of programme 
management and service delivery that are necessary to support and deliver integrated 
services. 

(3) The table on page 35 that describes the interventions recommended for the scaling up of 
PMTCT for two types of countries - those with low antenatal HIV prevalence, and 
those with high antenatal HIV prevalence. 

Following the presentation, there were several questions and comments from participants, 
for consideration during re-drafting of the framework. 

2.4 Session 4 and Session 5: Group work 

The participants from the 21 countries were divided into 13 groups, with a few countries 
grouped together for logistical reasons. They were tasked with deliberating on specific issues in 
two group work sessions (see Annex 5). 

(I) During the first group work session, groups deliberated on the status of integration in 
their respective countries and made comments on specific sections of the draft 
framework. 

(2) During the second session, groups made comments from a more general perspective and 
suggested activities that the participants, as country teams, would carry out as "next 
steps" after the consultation 

Following the group work sessions, the groups reported back to the meeting, led and 
facilitated by the resource person. From these presentations and the ensuing discussions, several 
recommendations arose, as reported in the following section. 

2.5 Session 6: Discussions, output and recommendations 

The discussions following the two group work sessions led to formulation of 
recommendations related to two expected outputs: (I) suggestions for revision ofthe draft 
Framework on Integrating Prevention and Management ofSTIIHIVIAIDS into Reproductive, 
Maternal and Newborn Health Services; and (2) suggested activities for participants, including 
representatives of the governments of Member States to carry out as "next steps" after the 
consultation. 

2.5.1 Suggestions for the revision of the draft framework 

The groups deliberated on specific sections of the draft framework (the matrix with the 
four colour-coded components; the table on page 27 showing functions for integration at various 
levels of care; the table on page 35 showing the interventions for low and high HIV prevalence 
among ante-natal women). Besides specific comments on these sectiOJ?S, some general 
comments were made, including: 
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• The framework should be made shorter, but time constraints did not allow for a 
detailed discussion on how this could be achieved. 

• The framework should have a more user-friendly format. 

• There may be an argument for changing the title of the document/framework. 

• A clear statement should be made regarding the expected target audience for the 
framework (i.e. programme managers and service providers) and there should be a 
separate accompanying document (policy brief) for policy-makers. 

• Consideration should be given to having separate sections to deal with technical 
issues, non-technical issues and policy matters. 

• Care should be taken to ensure that all statements and recommendations are based on 
evidence; subjective statements should be avoided. 

• Care should be taken to ensure that the framework will be useful to all countries, 
bearing in mind that they are at various levels/stages of programme maturity and 
integration, and meet the needs of countries at these different stages. 

• There should be a section on the role of international organizations and donor 
agencies. 

2.5 .2 Suggested activities for "next steps' 

It is relevant to note that countries need to have a common understanding of the definition 

of and concepts related to "integration", bearing in mind the definitions and concepts discussed 

during the background paper presented by the consultant on the first day. From the country 
presentations, it was clear that the 21 countries are at various stages on the integration "scale", 

with no country at the extreme ends of totally "unintegrated" services or totally "integrated" 

services. Most countries are somewhere in between these two extremes. Therefore, the activities 
that are suggested as next steps depend, to a large extent, on the stage of integration in the 
country. In general it was suggested that: 

(1) For countries in the very early stages of putting in place prevention ofHIV/AIDS in 
reproductive health and MNCH, including PMTCT, the next steps suggested consist 
mainly of getting the political commitment and policy decisions to begin putting these 
activities in place (e.g Afghanistan, Bangladesh, the Lao People's Democratic Republic, 
Nepal, Mongolia, Timor Leste). 

(2) For countries that have achieved good progamme performance in prevention of 
HIV I AIDS in reproductive health and MNCH, and have achieved integration to a good 
extent (e.g. Malaysia and Thailand), the next steps suggested were expansion, such as 
introducing the services into the private sector in Malaysia. 

(3) The majority of countries (e.g. Cambodia, China, India, Indonesia, the Philippines, and 
many others) have begun initiatives in prevention ofHIV/AIDS in reproductive health 
and MNCH, especially PMTCT, and their next steps consist largely of scaling up and 

strengthening services. 
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Taking all countries together, the following are the next steps recommended by the 
consultation: 

(1) All countries reported that they will implement the framework once the draft, which 
should incorporate the suggestions for revision, is finalized. 

(2) Notwithstanding this effort, by which the framework will be revised and the next draft 
will be disseminated to Member States, some countries are ready to develop guidelines 
on integration of HIV I AID SISTI prevention into reproductive, maternal and newborn 
health. 

(3) Almost all countries will need to harness or further strengthen political commitment and 
formulation of a clear policy on prevention of STI!HIVIAIDS for pregnant women and 
their babies and, in doing this, ensure that services are provided using an integrated 
approach. 

(4) Advocacy, as a next step, will go beyond the policymakers and national leadership, and 
efforts will be made to engage the media more actively and to reach communities 
effectively. 

(5) Partnership and intersectoral/interagency collaboration was a common theme among all 
countries, and many indicated the mechanism and identified the partners to be engaged. 

(6) Most countries emphasized lack of resources as a major constraint and recommendations 
were made to procure resources, including human resources, in all related disciplines, 
such as clinical, laboratory, counselling (numbers, knowledge, skills, expertise), 
equipment, and drugs. 

(7) In respect of Jack of resources, many countries mentioned the role of donor agencies, 
either in efforts to initiate a programme (Nepal) or in scaling up (Indonesia), and also the 
need to ensure coordination among donors. 

(8) Similarly, capacity strengthening was emphasized by many countries, especially those 
countries where programmes to prevent STI/HIV I AIDS have not begun or have only just 
begun. 

(9) Some countries recommend activities to include or to reach out more to marginalized 
groups, such as sex workers, IDUs and MSM. 

(1 0) Information and data management was identified as an area of concern for further 
action to be taken by almost all countries. One specific suggested activity related to this 
was facility mapping. 
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3. CONCLUSIONS 

The Consultation on Integrating Prevention am.! Mauagtmtt:ul uf STIIHIV I AIDS into 
Reproductive, Maternal and Newborn Health Services was concluded on a positive note, with its 
objectives met and participants giving a positive evaluation on the consultation. 

WHO (Headquarters, Western Pacific Regional Office and South-East Asia Regional 
Office), as the lead agency for the development of the framework on integration, will confer with 
the other co-organizers (UNICEF, UNFPA, UNAIDS) at a later date to further revise the draft 
Regional Framework on Integrating Prevention and Management of STIIHIV I AIDS into 
Reproductive, Maternal and Newborn Health Services. A small Working Group will be formed 
to carry out this function, and the second revised draft will be circulated to Member States for 
their final comments. 
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ANNEXl 

CONSULTATION ON INTEGRATING PREVENTION AND MANAGEMENT OF 
STIIHN/AIDS INTO REPRODUCTIVE, MATERNAL AND NEWBORN 

HEALTH SERVICES 
and the 

6Tu ASIA-PACIFIC UNITED NATIONS PREVENTION OF MOTHER-TO-CHILD 
TRANSMISSION TASK FORCE MEETING 

Kuala Lumpui', Malaysia 
6-10 November 2006 

LIST OF PARTICIPANTS, TEMPORARY ADVISERS, RESOURCE PERSON, 
REPRESENTATNES, OBSERVERS AND SECRETARIAT 

1. PARTICIPANTS 

AFGHANISTAN Dr Malika Popal, Reproductive Health Director, Ministry of Public Health 
Telephone no.: 0093 70203893 

BANGLADESH 

BHUTAN 

E-mail address: malikapopal1 @yahoo.com 
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E-mail address: saifurrehman.dr@gmail.com 

Dr Z.A. Motin Al-Helal, Programme Manager (IMCI) 
Directorate-General of Health Services, EPI Bhapan 
Mohakhali, Dhaka 

Dr Md Nazrul Islam, Deputy Programme Manager, Reproductive Health Programme 
Directorate-General ofHealth Services, Mohakhali, Dhaka 
Telephone nos. : 880-2-9860680, 8850917 
Facsimile : 880-2-9860680; E-mail : rhesd@eplanetit.net 

Dr Gampo Dorji, Programme Manager, HIV/AIDS Program, Department of Public 
Health, Ministry ofHealthThimphu 
Facsimile: 326038; E-mail address: gampo_73@yahoo.com 

Mr Sonam Rinchen, Programme Officer, Reproductive Health Program 
Department of Public Health, Ministry of Public Health, Thimphu 
Facsimile: 326038; E-mail address: sonamS@hotmail.com+ 

Dr Ugyen Dophu, Director, Department of Public Health, Ministry of Public Health 
Thimpu 
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Dr Tung Rathavy, Deputy Director, National Maternal and Child Health Centre and 
Program Manager for Reproductive Health Program, Ministry of Health, Phnom Penh 
E-mail address: rathavy@online.com.kh 

Ms Muth Sokunny, Coordinator of ARH Unit, Khmer Youth Association 
E-mail address: arh _ unit@kya-cambodia. org 

Professor Wang Linhong, Deputy Director, National Center for Women and Children's 
Health, China Centers for Disease Control, Beijing 

Dr Wang Kerang, Department of Maternal and Child Health 
Ministry ofHealth, Beijing 

Dr Chen Qingfeng, National Center for AIDS/STD Prevention and Control 
Centers for Disease Control, Beijing 
E-mail address: chengf@chinaaids.cn 

Dr Zhao Yan, National Center for AIDS/STD Prevention and Control 
Centers for Disease Control, Beijing 
Telephone no.: 8610-63039075; E-mail address: zhaoyanmgl@yahoo.com.cn 

Ms Zhang Lu, Mangrove 

Dr Manisha Malhotra, Assistant Commissioner, Maternal Health 
Ministry of Health and Family Welfare, Nirman Bhavan, New Delhi 
Telephone no.: 23063479; E-mail address: acmh1-mohfw@nic.in 

Dr Jotna Sokhey, Additional Project Director, National AIDS Control Organization 
(NACO), Ministry of Health and Family Welfare, Chander Lok Building, New Delhi 
E-mail address: apd@nacoindia.org 

Dr Lukman Hendro Laksmono, National Programme Manager for Maternal Health 
DIG of Community Health, Ministry of Health, Jakarta 
E-mail address: kebidanan@yahoo.com 

Dr Prima Kartika Esti, Focal Point ofiMAI, Sub-Directorate ofHIV/AIDS and STI 
Directorate ofDTDC, DG of CD & EH, Ministry ofHealth, Jakarta 
E-mail address: prima kartika@yahoo.com 

Dr Nia Kurniati, Indonesian Paediatrician Association 
Email address: niawidj@yahoo.com 

Dr Muhamad Ilhamy, Chief of Section in Subdirectorate, Maternal Health, DG of 
Community Health, (PMTCT Programme Manager, MOH), Jakarta 
E-mail address: ilhamy@doctor.com; ilhamy@deptes.go.id 

Ms Caroline Thomas, Spiritia Foundation 
Telephone no.: 62-21 422 5163; E-mail address: carolt3398@yahoo.com 
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Ms Veera Mendonca, HIV Project Officer 
Telephone no.: +6221 5705816 (521) 

Dr Rotaria Bauro Tematang, Medical Officer, Tungaru Central Hospital 
Tarawa 
Telephone no.: 00 686 28100; E-mail address: tematang@yahoo.com 

Dr Sivixay Thammalangsy, PMTCT Project Manager 
Ministry of Health, Vientiane 
E-mail address: thammalangsysivixay@yahoo.com 

Dr Khampe Phongsavath, Chairman of Pediatrics, Faculty of Medical Services 
Deputy Director of Setthathilat Hospital, Vientiane 
Telephone no.: 856-21 213791; 856-20 5521519 
E-mail address: khamipe5@hotmail.com 

Dr Kaisone Chounramany, Director, MCHC, Ministry of Health 
Vientiane 
Telephone no.: 856-21-452562; Facsimile: 856-21-452562 
E-mail address: kaisone@laotel.com 

Dr Kamarul Azahar Mohd Razali, Pediatrician and ID Consultant 
Department of Pediatrics, Pediatrics Institute, Hospital Kuala Lumpur 
Kuala Lumpur 50586 
Telephone no.: 603 2690 6889; Facsimile: 603 2694 8187 
E-mail address: kamarul razali@hotmail.com 

Kamarul.hkl.gov.my 

Mr Darren Lee 

Dr Myint Zaw, Joint Executive Director, Myanmar Medical Association 
Telephone no.: 95-9500 6135 
E-mail address: mmamain@bagarmail.net.com 

Dr Yin Yin Sein, Consultant (Ob-Gyn), Ministry of Health 
Naypyidaw Hospital 
Telephone no.: 067-420417 
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Dr Pe Thet Khin, Professor/Consultant Pediatrician, Mandalay Children's Hospital 
Mandalay 
Telephone no.: 959-2000-670; E-mail address: ptk@yangon.net.mm 

Dr Win Mar, Assistant Director, PMTCT 
National AIDS Programme, Ministry ofHealth 
Telephone no.: 007-411391; E-mail address: thwe@mptmail.net.mm 

Dr Bal Krishna Subedi, Director, Family Health Division, Department of Health Services 
Ministry of Health and Population 
E-mail address: bksubedi@healthnet.org.np 



Annex 1 

PAPUA NEW 
GUINEA 

PHILIPPINES . 

SRI LANKA 

THAILAND 

- 14-

Dr Rajendra Prasad Pant, Deputy Director, National Centre for AIDS and StD Ctmtroi 
Ministry of Health and Population 
E-mail address: drpant@wink.com.np 

Dr Lata Bajracharyn, Maternity Hospital, Kathmandu 
E-mail address: latabaj@yahoo.com 

Ms Shrijana Shrt!slha, St!niur Public H~allh Offic~r, Naliuual Ct:ul~r fur HIV & STD 
Control, Kathmandu 
E-mail address: shrijn@hotmail.com 

Dr Hilda Polume, Technical Advisor, Family Health 
Department of Health 

Dr Mario S. Baquilod, Division Chief, Infectious Disease Office 
Department of Health, Manila 
E-mail address: marbaquilod@yahoo.com 

Dr Maria Olivia Dizon, Medical Specialist II, San Lazaro Hospital 
Manila 
E-mail address: moliviad@yahoo.com 

Dr Juanita Basilio, Division Chief, Child Health and Development 
Family Health Office, National Center for Disease Prevention and Control 
Department of Health, San Lazaro, Manila 
E-mail address: nitzbasilio@htomail.com; Nitz _ basilio@yahoo.com 

Dr Deepika Attygale, Consultant/Community Physician, 
Sabaragamuwa Province, Ratnapura 

Dr Sujatha Samarakoon, Consultant, STD/AIDS Control Programme 
Colombo 10 

Dr Nipunporn Voramongkol, Chief of Maternal and Child Health Group 
Bureau of Health Promotion, Department of Health 
Telephone no.: 66 2590 4418; Facsimile: 66 2590 4427 
E-mail address: job8018@yahoo.com 

Mrs Nutchanart Kaeodumkoeng, Health Technical Officer, Bureau of AIDS, TB and 
STis, Department of Disease Control 
Telephone nos.: 66 2590 3215; 66 81875 2103 
Facsimile: 66 2590 3215; E-mail address: nutchy@aidsthai.org 

Dr Siripon Kanshana, Ministry of Public Health 

Dr Pope Kosalaraksa, Department of Pediatrics, Faculty of Medicine 
Khon Kaen University, Khon Kaen 40002 
Telephone no.: (66) 089 7112236; Facsimile: (66) 43-348382 
E-mail address: pkosalaraksa@yahoo.com 
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Dr Kulkanya Chokephaibulkit, Associate Professor of Pediatrics, Department of 
Pediatrics, Faculty of Medicine, Siriraj Hospital, Bangkok 
Telephone no.: 662-4180544;E-mail address: sikch@mahidol.ac.th 

Ms Chutima Saisaengchan, Project Coordinator, AIDS ACCESS Foundation 
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494 Soi Nakhon Thai 11, Ladphrao 101, Khiong Chan, Bangkapi, Bangkok 10240 
E-mail address: wunderstang@thaiplus.net 
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Ms Suphan Phidej, Thai Network of People Living with AIDS (TNP+) 
494 Soi Nakhon Thai 11, Ladphrao 101, Khiong Chan, Bangkapi, Bangkok 10240 

Ms Natalia de Araujo, Reproductive Health Programme Officer, Maternal and Child 
Health Department, Ministry of Health, Democratic Republic ofTimor-Leste, Dili 

Dr Dinh Anh Tuan, Project Assistant, Project Management Board, Hoa Binh Province 
RH Project, 4/27 dong tien Ward, Hoa Bin Town, Hoa Binh Province 
Telephone no.: 84 18 851165; E-mail address: vieorpo5@yahoo.com 

Mr Pham Quang Thuan, Project Assistant, Project Management Board 
Tien Giang Province RH Project, 2 Hung Vuong, Mytho, Tien Giang 
Telephone no.: 84 73 885360; E-mail address: vieorpo7@hcm.unn.vn 

2. TEMPORARY ADVISERS 

Dr Somchit Ackhavong, Deputy Director, Department of Hygiene and Prevention, Ministry of Health 
Vientianne, Lao People's Democratic Republic 
Telephone: (856) 21 214010; Facsimile: (856) 21 214003 
E-mail address: s.vilayracki@yahoo.com 

Dr Ferchito L. Avelino, Director III, Officer~in-Charge, Philippine National AIDS Council, Department ofHealth 
San Lazaro Compound, Sta. Cruz, Manila, Philippines 
Telephone: 63-2 743 8301 Joe 2551; Telefax: 64-2 743 83 01 Joe. 2552 
E-mail addres: f1 avelino@yahoo.co.uk 

Dr Narimah A win, Director, Division of Family Health Development, Ministry of Health Malaysia, Level 7, 
Block E 10, Parcel E, Federal Government Administrative Centre, 62590 Putrajaya, Malaysia 
Telephone: (60)3 8883 4011; Facsimile: (60)3 8888 6150 
E-mail address: narimah@moh.gov.my; narimahawin@yahoo.com 

Dr Bayarmaa Badamgunsen, Coordinator, HIV/AIDS/TV project (Global Fund supported), Ministry of Health 
Ulaanbaatar-46, POB 553, Mongolia 
Telephone no.: 976-9987-5554; 976-11-312626; E-mail address: bayarmaa@aids.mm 

Dr James Fong, Consultant Obstetrician and Gynaecologist, Obstetrics and Gynaecology Unit 
Colonial Memorial Hospital, Suva, Fiji 
Telephone: ( 679)332 4072; 331 3444 ext. 1418; Facsimile: ( 679)3302131 
E-mail address: james.fong@govnet.gov.fj 
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Dr Koum Kana!, Director, National Maternal and Child Health Centre, Ministry of Health 
NMCHC Street, France Sangkat Sraas Chak, Khan Daun Penh, Phnom Penh, Cambodia 
Telephone no.: (855) 12 943785; Facsimile: (855)23-724257 
E-mail address: koumkanal@camnet.com.kh 

Dr Mean Chhi Vun, Director, National Centre for HIV/AIDS, Dermatology and STD (NCHADS) 
Cambodia 
Telephone no.: (855)16830241; Facsimile: (855) 23216515 
E-mail address: nmchhivun@nchads.org 

Dr Sha'ari b. Ngadiman, Principal Assistant Director (AIDS/STD), Disease Control Division, Ministry of Health 
Malaysia, Level4, Block E10, Parcel E, Federal Government Administrative Centre, 62590 Putrajaya, Malaysia 
Telephone: 603-8883 4271; Facsimile: 603-8883 4285 
E-mail address: shaari@dph.gov.my 

Dr Nguyen Due Vinh, Senior Program Officer/Coordinator Youth-Friendly Services Project, SA VY and Policy 
Brief on Youth Health, Ministry of Health, HaNoi, VietNam 
Telephone no.: (84-4)8464 060; Facsimile: (84-4)8236 926 
E-mail address: nguyen_ducvinh@yahoo.com 

Dr Nguyen Van Kinh, Deputy Director General, Vietnam Administration ofHIV/ AIDS Control (V AAC) 
Ministry of Health, VietNam 
Telephone no.: (84-4) 7367133; Facsimile: (84-4)8465732 
E-mail address: Kinhthoa@yahoo.com 

Dr Yolanda Oliveros, Director IV, National Center for Disease Prevention and Control, Department of Health 
San Lazaro Compound, Sta. Cruz, Manila, Philippines 
Telephone: 732 99 56; Facsimile: 7117846 
E-mail address: yeoliveros@co.doh.gov.ph 

Dr Josaia Samuela, National Programme Manager for HIV/AIDS, MOH Headquarters, Public Health Directorate 
Suva, Fiji 
Telephone: ( 679)330-6177; Facsimile: ( 679)3306163 
E-mail address: josaia.samuela@health.gov.fj 

Dr Phouthone Southalack, Deputy Director, Center for HIV/AIDS and STI, Ministry of Health 
Vientiane, Laos 
Telephone: (856-21) 315500; Facsimile: (856-21) 315500 
E-mail address: pt_sout@yahoo.com 

Dr Wu Junqing, Director, Department of Epidemiology and Social Science on Reproductive Health 
Shanghai Institute of Planned Parenthood Research, 2140 Xietu Road, Shanghai 200032, China 
Telephone: +86-21-64438402; Facsimile: +86-21 64046128 
E-mail address: wujg168@sippr.stc.sh.cn; wujq168@yahoo.com.cn 

Dr Darmaa Yanjinsuren, Senior Tutor in Obstetrics and Gynaecology, Health Sciences University of Mongolia 
Ulaanbaatar, Mongolia 
Telephone no.: (976) 9929 5050; E-mail address: yanjinsurend@yahoo.com 
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Dr Zhu Liping, Deputy Director, Shanghai First Maternity and Infant Health Hospital, 536 Chang Le Road 
Shanghai 200040, China 
Tel: 540 31429, 1337 1985042; Fax: 540 30109 
E-mail address: shwhib@online.sh.cn; lipingzhu2004@yahoo.com.cn 

3. RESOURCE PERSON 

Dr Wendy Holmes, Deputy Director, Technical Programs, Centre for International Health, Burnet Institute 
GPO Box 2284, Melbourne VIC 3001, Australia 
Telephone no.: +613 9282 2145; E-mail address: holmes@burnet.edu.au 

ASEAN 
SECRETARIAT 

AusAID 

BANGLADESH 
ICCDR 

HIVIAIDS 
CONTROL 
VIETNAM 

SAARC 

4. REPRESENTATfVES 

Dr Bounpheng Philavong, Senior Officer, Human Development Unit, 
Bureau for Resources Development 

Ms Alexandra Robinson, Aid Expert, Health, Population & Gender Section 
International Branch 
Telephone: 61-2-62064812; Facsimile: 61-2-6202 4864 
E-mail address: Alexandra.robinson@ausaid.gov.au 

Dr Irona Khandaker, Medical Officer, Jagori, VCT Center, HIVIAIDS Programme 
ICDDR, B, Mohakali, ICDDR, B, Mohakali 
Telephone no.: 8860523-32 ext 2435,2436 
E-mail address: drirona@yahoo.com 

Dr Ha Van Ha, Medical Officer, Care and Treatment Division, Vietnam 
Administration of HIV I AIDS Control, Ministry of Health 
Socialist Republic of VietNam 
Telephone no.: 0648266 

Dr Asha Rao, Technical Advisor HIV I AIDS, SAARC Secrtariat 
P.O. Box 4222, Kathmandu, Nepal 
Telephone no.: 977-1-4221875 ext 208;977-1-4411739 
E-mail address: asharao@saarc.sec.org; Asharao1@yahoo.com 

THAILAND Dr Rangsima Lolekha, Team Leader, Pediatric and Family Team 
MOPH-US Global AIDS Program 
CDC COLLABORATION 

UNDP ASIA Ms Cecilia Oh 
PACIFIC 
REGIONAL OFFICE 
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5. OBSERVERS 

Dr Graham Neilsen, FHI Associate Director, Asia Pacific Office 
19th Floor, Tower 3, Sindhom Building, 130 Wireless Road 
Bangkok 10330, Thailand 
Telephone: 662 263 2300 ext 128; Facsimile: 662 263 2114 
E-mail address: gneilsen@fhibkk.org 

Dr Lisa Lynne Stevens, ART/OI Specialist, FHI International, Nepal Country Office 
GPO Box 8803, Kathmandu, Nepal 
Telephone no.: 977-1-443-7173; Facsimile: 977-1-441-4753 
E-mail address: Lstevens@fhi.org.np 

Dr Thahira Jamal, Paediatrician 

Dr Mohd Zamri Mohd Ali, State STIIHIV/AIDS Officer 

Dr Norliza Ibrahim, State STIIHIV/AIDS Officer 

Dr Noridah Mohd Saleh 

Dr Safiah Bahrin 

Dr Norabiah Bt Rohani 

Dr Thavamalr Jabahan 

6. SECRETARIAT 

WHO/HEADQUARTERS 

Dr Quazi Monirul Islam, Director, Making Pregnancy Safer, World Health Organization 

CH-1211 Geneva 27, Switzerland 
E-mail address: islamm@who.int 

Dr Nathalie Broutet, Medical Officer, Controlling Sexually Transmitted and Reproductive Tract Infections (STI) 

Reproductive Health and Research (RHR), World Health Organization, CH-1211 Geneva 27, Switzerland 

E-mail address: broutetn@who.int 

Dr Tin Tin Sint, Medical Officer -PMTCT, Department ofHIV/AIDS, HIV/AIDS, TB and Malaria (HTM) 

World Health Organization, CH-1211 Geneva 27, Switzerland 
E-mail address: sintt@who.int 

Dr Juliana Yartey, Acting Team Coordinator, Making Pregnancy Safer, World Health Organization, CH-1211 

Geneva 27, Switzerland 
E-mail address: yarteyj@who.int 
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WHO MALAYSIA 

Dr Han Tieru, WHO Representative in Malaysia, World Health Organization, 1st Floor, Wisma UN, Block C, 
Komplek Pejabat, Damansara, Jalan Dungun, Damansara Heights, 50490 Kuala Lumpur, Malaysia 
Telephone: (603)209 39908; Facsimile: (608)209 37446 
F.-ml'lill'lciclr~ss: who@ml'll'l.WDrn who.int 

Dr B. Venugopalan, Technical Officer, WHO Representative Office for Brunei Darussalam, Malaysia & 
Singapore, Kuala Lumpur, Malaysia 
Telephone: (603)209 39908; Facsimile: (608)209 37446 
E-mail address: who@maa.wpro.who.int 

WHO REGIONAL OFFICE FOR SOUTH 
EAST ASIA 

Dr Ardi Kaptiningsih (Responsible Officer), Regional Adviser, Reproductive Health and Making Pregnancy Safer 

World Health House, IP Estate, M. Ghandi Mang, New Delhi 110002, India 
Telephone: 91-11-2337-0804 ext 26319; Facsimile: 91-11 2337 8510 
E-mail address: kaptiningsiha@searo.who.int 

Dr Sudhansh Malhotra, Regional Adviser, Child Health and Development, World Health House, IP Estate, MG 
Road, New Delhi 110002 
Telephone: 91-11 2337 0804 ext. 26317; Facsimile: 91-11 2337 8510 
E-mail address: malhotras@searo.who.int 

WHO/MYANMAR 

Dr Gita Maya Koemarasakti, STP-MPS & RH, WHO Representative Office, 7th Floor, Yangon International 
Hotel330 Ahlone Road, Dagon Township, Yangon, Myanmar 
Telephone: 00-95-1-212 606, 212 608; E-mail address: saktig.whomm@undp.org 

Dr Franco Dabala, STP-Newborn Health, WHO Representative Office, 7th Floor, Yangon International Hotel 
330 Ahlone Road, Dagon Township, Yangon, Myanmar 
Telephone: 00-95-1-212 606, 212 608, 212 609; E-mail address: dabalaf.whomm@undp.org 

WHO/PAKISTAN 

Dr Quaid Saeed, WHO National Professional Officer for HIV I AIDS, WHO Country Officer, NIH Premesis, 
Islamabad 

WHO/SRI LANKA 

Dr Anoma Jayathilaka, National Professional Officer, WHO Representative Office, No. 226, Bauddhaloka 
Mawatha, Colombo - 7 

Telephone no.: 0094777489810; E-mail address: anomaj@whoksrilanka.org 
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WHO REGIONAL OFFICE FOR THE WESTERN 
PACIFIC 

Dr Linda L. Milan, Director, Building Healthy Communities and Populations, WHO Regional Office for the 
Western Pacific, Manila, Philippines 
Telephone: (632)528 9852; Facsimile: (632)526 0279; 526 0362; 521 1036 
E-mail address: milanl@wpro.who.int 

Dr Pang Ruyan, Regional Adviser, Reproductive Health, WHO Regional Office for the Western Pacific, Manila, 
Philippines 

Telephone: (632)528 9876; Facsimile: (632)526 0279; 526 0362; 521 1036 
E-mail address: pangr@wpro.who.int 

Dr K.S. Latt (Responsible Officer), Short-term Professional (Medical Officer), Reproductive Health 
WHO Regional Office for the Western Pacific, Manila, Philippines 
Telephone: (63-2) 528 9878; Facsimile: (63-2) 526 0279, 526 0362, 521 1036 
E-mail: lattk@wpro. who.int 
Annex 1 

Ms Gaik Gui Ong, Technical Officer, Sexually Transmitted Infections, including HIV I AIDS 
WHO Regional Office for the Western Pacific, Manila, Philippines 
Telephone: (63-2) 528 9718; Facsimile: (63-2) 526 0279, 526 0362, 521 1036 
E-mail: ongg@wpro.who.int 

WHO/CAMBODIA 

Dr Nicole Seguy, c/o The WHO Representative in Cambodia, No. 177-179 corner Pasteur (51) and 254, Sangkat 
Chaktomouk, Khan Daun Penh, Phnom Penh, Cambodia 

Telephone: (855) 23 216610; 12905161; Facsimile: (855)23 216211 
E-mail address: who@cam.wpro.who.int 

WHO/CHINA 
Dr Zhao Pengfei, Senior Programme Officer for HIV/AIDS and STI Focal Point for Reproductive Health 
c/o The WHO Representative in the People's People's Republic of China, 401, Dongwai Diplomatic Office 
Building, 23, Dongzhimenwai Dajie, Chaoyang District, Beijing I 000600, China 
Telephone: (861 0)6532 7189; Facsimile: (861 0)6532 2359 
E-mail address: who@chn.wpro.who.int 

WHO/PAPUA NEW GUINEA 

Dr Agatha Lloyd, Medical Officer, ART Clinical Specialist, c/o The WHO Representative in Papua New Guinea 
P.O. Box Box 5896, Boroko, NCD, Papua New Guinea 
Telephone no.: 675 325 7827 ext 419; Facsimile: 675 325 0568 
E-mail address: lloyda@png. wpro. who.int 

WHONIETNAM 

Dr Masaya Kato, STP, Medical Officer HIV/AIDS Care and Treatment, c/o The WHO Representative in the 
Socialist Republic of VietNam, P.O. Box 52, Ha Noi,_Viet Nam 
Telephone: (844) 943 3734 ext 83846; Facsimile: (844) 943 3740 
E-mail address: Katom@vtn.wpro.who.int 
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Dr Cao Thi Thanh Thuy, SSA, HIV/AIDS Care and Treatment Officer, c/o The WHO Representative in the 
Socialist, Republic of VietNam, P.O. Box 52, HaNoi, VietNam 
Telephone: (844) 943 3734; Facsimile: (844) 943 3740 
E-mail address: who@vtn.wpro.who.int 

UN AIDS 

Mr Prasada Rao, Director 

Dr Sun Gang, Regional Programme Adviser, UNAIDS Regional Support Team, Asia-Pacific 

UNICEF/HEADQUARTERS 

Mr Robert Gass, Project Officer, HIV/AIDS, 3 UN Plaza, Room 888, New York, NY 10017 
Telephone no.: 1(212) 326-7624; E-mail address: rgass@unicef.org 

Dr Anirban Chatterjee, Adviser, Nutrition and HIV, 3 UN Plaza, New York, NY 10012 
E-mail address: achatterjee@unicef.org 

UNICEF/AFGHANISTAN 

Dr Malalay Ahmadzai, Project Officer, Safe Motherhood, UNICEF, ACO, UNOCA Compound, 
Jalalabad Road, Kabul 
Telephone no.: 0093(0)798507606; E-mail address: mahmadzai@unicef.org; malalaya@yahoo.com 

UNICEF/CHINA 

Mr Ken Legins, Chief, HIV Programme 

Dr Guo Sufang, National Programme Officer, UNICEF 

UNICEF/COPENHAGEN 

Ms Helene Moller, Field Support Officer, HIV, UNICEF Supply Division, UNICEF Pladz, Freeport DK1200 
Copenhagen, Denmark 
E-mail address: hmoller@unicef.org 

Mr Jabu Nyenwa, Consultant, UNICEF Supply Division 

UNICEF/EAPRO 

Mr Richard Bridle, Deputy Regional Director 

Ms Wing-Sie Cheng, Regional Adviser, HIV and AIDS 

Dr Stephen Atwood, Health and Nutrition Adviser 

Dr George Ionita, Regional Officer, PMTCT and Pediatric Treatment 

Ms Karen Codling, Regional Nutrition Officer 



-22-

Annex 1 

Ms Gudrun Nadoll, Consultant, HIVIAIDS 

Ms Wassana Kulpisitthicharoen, Project Assistant, HIV and AIDS 

Mr Robert Hom 

Ms Anne Bergenstrom 

UNICEF/LAOS 

Mr Inpeng Rasprasith, National Programme Officer 
Telephone no.: 856 20 5599525; 856 21315200 ext 104 

Ms Prudence Borthwick, Section Head, HIV, Km Thadeva Road, Vientiane 
E-mail address: pborthwick@unicef.org 

UNICEF MALAYSIA 

Dr Sunoor Verma, Senior Advisor, United Nations Children's Fund, Wisma UN, Block C, 2"d Floor, 
Kompleks Pejabat Damansara, Jalan Dungun, Damansara Heights, 50490 Kuala Lumpur, Malaysia 
Telephone no.: (603)2092 5812; Facsimile: (603) 2093 0582 
E-mail address: nsuverma@unicef.org 

UNICEF/MYANMAR 

Dr Tadashi Yasuda, Project Officer, HIV 
Telephone no.: 95-1-212086; E-mail address: tyasuda@unicef.org 

Dr Grita Thain, Project Officer, HIV I AIDS 
Telephone no.: 95-1-212086; E-mail address: gthain@unicef.org 

UNICEF/PACIFIC 

Ms Fadumo Qasim Dayib, APO PMTCT 
E-mail address: FQDA YIB@unicef.org 

UNICEF/PHILIPPINES 

Dr Martha Cayad-an, Health and Nutrition Project Officer 

Dr Aye Aye Mon, Programme Officer, HIV I AIDS 

UNICEF/ROSA 

Mr Ian Macleod, Regional Adviser, HIV and AIDS, UNICEF Regional Office for South Asia 
Lainchour, Lekhnath Marg, P.O. Box 5815, Kathmandu, Nepal 

Dr Myo Zin Nyunt, Regional HIV Officer, UNICEF Regional Office for South Asia, Lainchour, Lekhnath Marg 
P.O. Box 5815, Kathmandu, Nepal 
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Ms Geeta Wali Rai, Project Assistant, UNICEF Regional Office for South Asia, Lainchour, Lekhnath Marg 
P.O. Box 5815, Kathmandu, Nepal 

Ms Monira Parveen, Project Officer, Health and Nutrition, UNICEF Bangladesh, BSL Office Complex 
1 Minto Road, Dhaka 1000 
Telephone no.: 9336701-10; E-mail address: mparveen@unicef.org 

Dr Birthe Locatelli-Rossi, Chief, Health Section, UNICEF Kathmandu, UN House, Pulchowk 
P.O. Box 1187, Kathmandu 
Telephone no.: 977-1-5523200; E-mail address: brossi@unicef.org 

Dr Nabila Zaka, Project Officer, Women's Health Section, UNICEF Pakistan, UNICEF Islamabad 
House #90, Margalla Road, F-8/2, Islamabad, Pakistan 

Ms Bettina Schunter, Project Officer, HIV and AIDS Project, UNICEF Islamabad, House #90, Margalla Road 
F -8/2, Islamabad, Pakistan 

Dr Poonam Mazhar, Project Officer, Health Section, UNICEF Peshawar, House #13, Sahibzada Abdul Qayyum Khan 
Road Peshawar, Pakistan 

UNICEF SRI/LANKA 

Dr Sapumal Dhanapala, Project Officer, MCH 

UNICEF/THAILAND 

Dr Scott Bamber, HIV Project Officer 

Ms Nonglak Boonyabuddhi, Assistant Project Officer, HIV 

UNFP A/CAMBODIA 

Dr Vandara Chong, Nacional Programme As6ciate, Adolescent Reproductive Health & HIV/AIDS, Boeng Keng Kang 
Chamkar Mon, PO Box 877, Phnom Penh 
Telephone no.: (855 23) 215519 & 216295; E-mail address: chong@unfpa.org 

UNFPA CST ESEA 

Dr Chaiyos Kunanusont, HIV I AIDS/STI Adviser, CST Bangkok 

Dr Josephine Sauvarin, Adviser, Reproductive Health 

UNFP A/MALAYSIA 

Dr Ang Eng Suan, FFPAM 

Ms Yeoh YeokKim 

Ms Aira Razif 
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UNFPA/MY ANMAR 

Dr Ni Ni Khaing, Project Officer, HIV/AIDS (PMTCT, No.6 Natmauk Road, Yangon 

Telephone no.: 095-1-546309; E-mail address: khaing@unfpa.org 

Ms Khin MaMa Aye, Assistant Representative, No.6 Natmauk Road, Yangon 
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CONSULTATION ON INTEGRATING 
PREVENTION AND MANAGEMENT OF 
STIIHIV/AIDS INTO REPRODUCTIVE, 
MATERNAL AND NEWBORN 

WPRIICP/MPS/2.3/001/RPH(2)2006.1a 

HEALTH SERVICES 
and the 
6TH ASIA-PACIFIC UNITED NATIONS 
PREVENTION OF MOTHER-TO-CHILD 
TRANSMISSION TASK FORCE MEETING 
Kuala Lumpur, Malaysia 
6-10 November 2006 

AGENDA 

ENGLISH ONLY 

Opening ceremony for the Consultation on Integrating Prevention and Management of STVHIV I AIDS 
into Reproductive, Maternal and Newborn Health Services and the 6th Asia-Pacific UN PMTCT Task 
Force Meeting 

Consultation on Integrating Prevention and Management of STIIHIV/AIDS into Reproductive, 
Maternal and Newborn Health Services 

1. Orientation of the workshop 
2. Presentation on the position of the prevention of mother-to-child transmission within the 

broader context of integration and comprehensive prevention 
3. Presentations on best practices, experiences and lessons learnt 
4. Introduction of the draft framework 
5. Group work to review, revise and comment on the framework 
6. Country team work for the next step 
7 Closing 

ffh Asia-Pacific United Nations Prevention of Mother-to-Child Transmission Task Force Meeting 

1. Introduction and discussion on the new WHO prevention of mother-to-child transmission 
guidelines 

2. Panel presentation and discussion on the practices, successes and challenges on antenatal care, 
antiretroviral drugs, prophylaxis and infant feeding 

3. Panel presentation and discussion on paediatric HIV and AIDS 
4. Group work on scale up 
5. Panel presentation and discussion on HIV-related supplies and commodities 
6. Panel presentation and discussion on monitoring, evaluation and quality assurance 
7. Presentations of group work, summary and discussions 
8. Synthesis on the prevention of mother-to-child task force and key agreements and 

recommendations 
9. Closing ceremony 
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Joint forum incorporating the 
CONSULTATION ON INTEGRATING 
PREVENTION AND MANAGEMENT OF 
STIIHIV/AIDS INTO REPRODUCTIVE, 
MATERNAL AND NEWBORN 

WPRIICP/MPS/2.3/001/RPH(2)2006.1 b 
4 November 2006 

ENGLISH ONLY 
HEALTH SERVICES 
and the 
6Tu ASIA-PACIFIC UNITED NATIONS 
PREVENTION OF MOTHER-TO-CHILD 
TRANSMISSION TASK FORCE MEETING 

Kuala Lumpur, Malaysia 
6-10 November 2006 

PROGRAMME OF ACTIVITIES 

Day 1: Monday, 6 November 2006 

8:00- Registration 
9:00 
9:00- Welcome, Logistic information, Introduction of Country Delegations 
9:30 

Consultation on Integrating Prevention and Management of 
STI/HIV/AIDS into Reproductive, Maternal and Newborn Health 
Services 

9:30- Session 1: 
10:00 

.a. Orientation on WHO perspectives on integrating prevention and 
management of STIIHIV I AIDS into reproductive, maternal and 
newborn health services 

10:00- Coffee break 
10:30 
10:30- b. Presentation on the position of PMTCT within the broader context 
11:30 of integration 

11:30- c. Pre-pregnancy comprehensive prevention 
12:00 
12:00- Lunch break 
13:00 
13.00- Session 2: Presentations on Best Practices, Experiences and Lessons 
15.00 Learnt-:- (1) Cambodia, (2) China, (3) India, (4) Myanmar, (5) Papua 

New Guinea, (6) Thailand 

20 minutes per country 

-

Chairoerson I Resource person 

Dr. Pang Ruyan, Regional Advisor 
RH, WPRO, WHO 

Dr. George Ionita, Regional PMTCT 
and Pediatric Care Officer, EAPRO, 
Unicef 
Chair: Dr. Pang Ruyan, Regional 
Advisor RH, WPRO, WHO 

Dr Quazi Monirul Islam, Director, 
Making Pregnancy Safer, HQ, WHO 

Dr Wendy Holmes, Deputy Director, 
Technical Programs, Centre of 
International Health, MacFarlane 
Burnet Institute, Australia 

Dr Stephen Atwood, Health and 
Nutrition Adviser, UNICEF EAPRO 

Chair: Dr. Yolanda Oliveros, Director 
for National Disease and Control 
Center, DOH, Philippines 



-27-

Annex2 
15.00- Session 3: Opening ceremony Dr Han Tieru, WHO Representative, 
16.00 Malaysia, on behalf ofRD, WPRO 

a. Opening remarks 

Mr Richard Bridle, Deputy Regional 
Director, UNICEF EAPRO 

Dr. Chaiyos Kunanusont, illY 
Advisor, UNFPA/CST ESEA 

Dr. Prasada Rao, Director, UNAIDS 
RST for Asia and the Pacific 

The Honorable Dato Lee Kah Choon, 
Parliamentary Secretary to the 

b. Group photo Ministry of Health 

16:00- Coffee break 
16:30 
16:30- Discussions on Sessions 1 & 2 
17:30 

19:00 Mocktail Reception 

Day 2: Tuesday, 7 November 2006 

Chairperson I Resource person 
8:30- Chairperson: SEARO Government 
10:00 Session 4: Introduction of the draft framework Representative (TBC) 

Dr Wendy Holmes 
Session 5: Group Work 
a. Introduction to Group Work Dr George Ionita 

10:00- Coffee break 
10:30 
10:30-
12:00 b. Reviewing, Revising and Commenting on the Framework 

12:00- Lunch break 
13:00 
13:00- b. Group work 
15:00 
15:00- Coffee break 
15:30 
15:30- c. Group presentations on the framework 
17:30 
18:30- Movie Night 
19:30 

Day 3: Wednesday, 8 November 2006 

Chairperson I Resource person 
8:30- Session 6: Country Group Work: Country Plans for Next Steps Chairperson: Dr. Sujatha 
10:00 Samarakoon, Consultant, SID/ AIDS 

Control Program, MOH, Sri Lanka 

a. Guidelines for group work Dr Narimah A win, Director, 
Division of Family Health 

b. Country team work on planning for the next steps Development, MoH Malaysia 
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10:00- Coffee break 
10:30 
10:30- c. Country Group Presentation for the next steps 
12:00 20 countries X 10 minutes per country) 
12:00- Lunch break 
13:00 
13:00- Session 7: Conclusions and Recommendations Chairperson: Dr. Ardi Kaptiningsih, 
15:00 Regional Advisor, RH, SEARO, 

Session 8: Closing Remarks WHO 
15:00 Coffee break 
15:30 
15:30- (Jh Asia-Pacific UN PMTCT Task Force Meeting Chairperson: Ms Wing-Sie Cheng, 
17:30 UNICEF EAPRO HIV Adviser 

Opening remarks MrToshi Niwa, UNICEFDeputy 
Executive Director 

Session 9: Panel Presentation: PMTCT 

a. PMTCT in Asia and the Pacific: Overview of PMTCT Task Force Dr Aye Aye Mon, Unicef 
and key recommendations of previous meetings: Philippines, HIV Officer 
(20 min presentation) 
- Overview of Task Force history, evolution and key recommendations 

over the years 

b. PMTCT status in Asia and the Pacific Dr Myo Zin Nyunt, Regional 
(20 min presentation) HIVIAIDS Officer, ROSA, Unicef 

- Update on status, approach, coverage of 4 prongs, scale up, lessons 
learnt, key challenges 

c. Discussion (20 min) 

d. UN Asia Pacific PMTCT Task Force Review of Framework on Dr Farah Usmani, UNFPA 
Integration of Comprehensive PMTCT into RH I FP I MCH I SRH I Reproductive Health Advisor, CST 
ASRH I HIV I STI {20 min presentation) SWA {TBC) 
- Endorsing the Framework 
- Q&A 

18:30- Sightseeing of Kuala Lumpur 
22:30 

Day 4: Thursday, 9 November 2006 

Chairperson I Resource person 

8:30- Chairperson: Dr. Otgonbold, Vice 
8:40 Recap of day 3 Minister of Health, Mongolia 

Rapporteur 
08:40- Session 10: New WHO PMTCT Guidelines: Treating Pregnant Women Dr Tin Tin Sint, Technical Officer 
9:30 and Preventing HIV Infections in Infants in Resource-Limited Settings (25 Treatment and Prevention Scale 

min presentation) Up, Department ofHIVIAIDS-
- Recommendations for the use of ARV drugs in pregnant women for their PMTCT, HIVIAIDS, TB and 

own health and for preventing HIV infection in infants and young Malaria Cluster, WHO HQ 
children 

- Provision of ART for pregnant women with indications for treatment, 
and in the selection of ARV prophylaxis regimens 

- Q&A 
09:30- Session 11: Panel Presentation: Practices, Successes and Challenges 
10:30 a. Testing and Counseling (25 min presentation) Dr. Nguyen Due Vinh, Deputy 

- Snapshot of 3-4 different country guidelines and approaches, and Director General, VietNam 
comparison to WHO guidelines? Administration of HIV I AIDS 

- Pros and cons of routine testing in ANC with a counseling focus on those Control, Government of VietNam 
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who test positive 
How to use ANC setting for primary prevention intervention for those 
who test negative? Experiences with effectiveness of these primary 
prevention interventions? 
Partner involvement in ANC 
Tools used for counseling (video, counseling flip chart, etc) 

b. Moderated discussion (35 min) 
Coffee Break 

"· ARV Prophyl:nis (?.0 min pr~s~ntatinn) 
- Global guidelines and in-country realities. Pros and cons of ARV 

prophylaxis options. 
- ARV prophylaxis in urban areas/rural, low-resource areas (low ANC 

coverage; women coming for delivery without ANC; home delivery) 
- Q&A 

d. Infant Feeding (20 min presentation) 
- Global guidelines (Using the AFASS criteria) and in-country realities. 

Pros and cons of Infant Feeding options. 
- Country experience in adapting HIV and infant feeding tools and training 

courses 
- Experience in counseling HIV-positive mothers for: 

o their optimal choice of infant feeding options 
o opting for exclusive breast feeding 
o opting for breast milk substitute 
o other breast-milk feeding options (If they have?), i.e. 

Improving home-modified animal milk (cow milk, goat 
milk, etc. 

- Follow-up and support for infant feeding in the community setting 
- Experience on complementary feeding after early cessation 
- Experience in integration of HIV and infant feeding in PMTCT with 

child survival, nutrition, etc . .. 
- What are the major lessons learned on HIV and infant feeding? 
- What are the major obstacles and how to overcome? 
- Q&A 

12:00- 13:00 Lunch 
13:00- Session 12: Panel Presentation on Pediatric HIV and AIDS 
15:00 a. New Asia Pacific Tools and Guidelines on Pediatric HIV and 

AIDS(l5 min presentation) 
- Management of HIV infection and ART in infants and children: A 

clinical manual for South and South-East Asia 
- A simple, user-friendly reference guidelines for national adaptation 

in this region comprehensive care and treatment ofHIV infection in 
infants and children 

- Q&A 

b. Diagnosis (15 min presentation) 
- WHO testing protocol (antibody testing as early as at 9-12 months) 
- Experiences with dry blood spot (DBS) technique 
- Entry points for testing: immunization, growth monitoring, feeding 

centres, IMCI, etc 
- Informed consent for testing in children/minors, such as street children, 

children from AIDS affected families, etc. 
- Recommendations for resource-limited settings 
- Q&A 

c. Treatment, (15 min presentation) 
- Challenges ofproviding 'HIV care for infants and children in resource

limited settings 
o Opportunities and Challenges of providing care, treatment, 

and support for HIV infected children and families 

Annex 2 

Chairpenwn: Government of 
Bhutan Representative 

Dr Ayesha Khan, National AIDS 
Control Programme, Pakistan 

Prof. Wang Linhong, Deputy 
Director, National Center for 
Women and Children's Health, 
China Centers for Disease Control 

Chairperson: Government of Laos 
PDR 

Dr Sudhansh Malhotra, WHO 
SEARO Child Health 

Prof. Kulkanya Chokephaibulkit, 
Associate Director, Siriraj 
Hospital, Thailand 

Prof. Tript Pensi. India Academy 
of Paediatricians 
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0 Capacity building of clinicians, and healthcare providers on 

management of Paediatric 1-llV infection 
0 Scale up plan and next steps 

- Q&A 

d. "The Plus"- Referral, linkages and community-based care and Government of Cambodia 
support (15 min presentation) 

- Experience sharing on systematic follow up 
- What are current intervention(s) 

0 For children infected with 1-llV? 
n For children affected hy HTV? 

- Successes and challenges 
- Nutrition interventions in the context ofHIV 
- Q&A 

15:00- Session 13: Group Work on Scale Up. Dr. Wendy Holmes, Deputy 

15:10 a. Guidelines to Group Work Director, Technical Programs, 
- Scale up- various models and challenges. Center of International Health, 
- Grouped by HIV -prevalence, GNI, population size, IMR + one MacFarlen Burnet 

donor group (on implications of Scale Up and Integration) 
15:10-15:30 Coffee Break 
15:30- b. Group Work 
17:30 
18:30 -19:30 Movie Night 

Day 5: Friday, 10 November 2006 

Chairperson I Resource person 

8:30- Recap of Day 4 Chairperson: Government of 

8:40 Bangladesh 

Rapporteur 

8:40- Session 14: Panel Presentation on HIV Related Supplies and 
10:30 Commodities 

a. Procurement and Supply Management of ARV and HIV Related Ms. Helene Moller, Field 
Supplies (30 min presentation) Support Officer HIV, Unicef 

HQ Supply Division 

b. TRIPS, trade and legislation- ensuring sustainable access to ART in Cecilia Oh, UNDP Asia & 
Asia and the Pacific (30 min presentation) Pacific Regional Center 

c. Action in ASEAN on ensuring sustainable access (20 min presentation) Dr. Bounpheng Philavong, 
Senior Officer for Health, 

d. Q&A on HIV Supplies and Commodities (30 minutes) ASEAN Secretariat 

10:30 - 11:00 Coffee Break I 
Movie on Children Living with 1-llV: Who am I? Why am I Here? (15 min} 
11 :00- Session 15: Panel Presentation: Monitoring, Evaluation and Quality Chairperson: Government of 

12:50 Assurance Afghanistan 
Improving data collection/what makes sense in indicators and tools 

a. Impact Monitoring and Evaluation (20 min presentation) Dr Sun Gang, M&E Adviser, 
- National M & E indicators linking up with UNGASS and Universal UNAIDS RST Asia Pacific 

Access goals and targets -

b. Process Monitoring (20 min presentation) Government ofNepal 

- Monitoring and reporting formats for PMTCT and Paediatric AIDS 

- Incorporating PMTCT and Paediatric AIDS data into National 
Health Management Information System 

c. A national assessment for preventing HIV infection in mothers and Dr. Muhamad Ilhamy Setyahadi, 
children (20 min presentation) Director Maternal Health, 
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- Situation assessment as base for implementing comprehensive MOH, Indonesia 
PMTCT 

- Setting out to inform comprehensive interventions, not only prong 3 
- Adopting a rational approach: focusing interventions according to 

sub-region 
- Making the data work 

d. Quality Improvement in PMTCT and Paediatric Care (20 min Dr Lolekha, Global AIDS 

presentation) Program, Thailand MOPH-US 

c. Q&A for Monitoring & Evaluation (30 minutes) 

13:00- 14:00 Lunch Break 
14:00- Session 16: Presentations of Group Work Summary and Discussions Chairperson: Dr Farah Usmani, 
15:30 UNFP A Reproductive Health 

Advisor, CST SW A 
15:30- 15:45 Coffee Break 
15:45 - Session 17: Synthesis of the PMTCT Task Force and key Agreements Chairperson: Mr Ian Macleod, 
16:45 and Recommendations. HIV Adviser, UNICEF ROSA 

Decision on next meeting: country, month Rapporteurs 

16:45- Session 18: Closure of the UN PMTCT Task Force and overall Forum Government of Malaysia 
17:00 
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and the 

6th ASIA-PACIFIC UNITED NATIONS PREVENTION OF 
MOTHER-TO-CHILD TRANSMISSION TASK FORCE MEETING 

6-10 November 2006 
Kuala Lumpur, Malaysia 

ANNEX3 

On behalf of the acting Regional Director, I would like to welcome you to Kuala Lumpur for the 
Consultation on Integrating Prevention and Management of STI/HIV I AIDS into Reproductive, Maternal and 
Newborn Health and the 6th United Nations Task Force Meeting on the Prevention of Mother-to-Child 
Transmission. I also would like to express my appreciation to the organizers of these back-to-hack meetings, 
especially the Government of Malaysia. In addition, our thanks go out to UNAIDS, UNICEF and the United 
Nations Population Fund for their collaboration in organizing this meeting. 

The HIV I AIDS pandemic continues to take a devastating toll on individuals, families, societies and the 
health systems, with an estimated 40 million people are living with the virus worldwide. The pattern in which 
the epidemic is spreading varies from region to region and country to country. But in the Asia Pacific region, 
home to some 60% ofthe world's population, the implications are enormous. 

The HIV prevalence rate exceeds 1%, the level at which a country is considered to have a generalized 
epidemic, in Papua New Guinea, where it is 1.8%, in Cambodia, where it is 1.6%, in Thailand, where it is 1.4%, 
and in Myanmar, where it is 1.3%. India has an estimated prevalence rate of 0.9%. But measured into absolute 
numbers in the world's second-largest country-and considering the potential sources of infection-this 
translates into a huge public health problem. 

It also is important to remember the vulnerability of women and girls, both biologically and socially, to 
sexually transmitted infections and HIVIAIDS. Ofthe total number of people living with HIV,just under one 
half are women and girls. Children must also be a special focus in our efforts to prevent and control 
HIVIAIDS. 

We must take advantage of the window of opportunity available for intervention by integrating the 
prevention and treatment of sexually transmitted infections and HIV I AIDS into basic reproductive, maternal 
and newborn health services. The nexus between maternal and newborn health on one hand and HIV on the 
other is now widely recognized. Fortunately, considerable progress has been made in the area of life-saving 
antiretroviral drugs, which are now more widely available, more affordable and more accessible to pregnant 
mothers, their partners and their newborns. In the absence of intervention, it is estimated that 15% to 30% of 
HIV-infected mothers will transmit the infection to their babies during pregnancy or delivery, and 10% to 20% 
through breast milk. 

Experience has shown that efforts to prevent HIV infection in pregnant women and newborns are most 
effective if they are fully integrated into the existing health services. This means that these existing services, 
including family planning, antenatal care, obstetrics, delivery services, and postpartum and newborn care, have 
to address HIV I AIDS and have to deliver the required interventions. 

Integration of HIV I AIDS prevention and control, including the other sexually transmitted infections, into 
reproductive, maternal and newborn services is of course a challenging task. Sexually transmitted infections 
greatly increase the risk of acquiring or transmitting HIV. Therefore effective management of sexually 
transmitted infections is one of the cornerstones ofHIV control. Adequate STI management will also reduce 
adverse outcomes of pregnancy, such as congenital syphilis in newborns. 
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I am pleased that this consultation is being held consecutively with the 6th United Nations Task Force 
Meeting on the Prevention of Mother-to-Child Transmission. Effective programmes for the prevention of 
mother-to-child transmission are one very important component of integrating the prevention and management 
of sexually transmitted infections and HIV I AIDS into reproductive, maternal and newborn health services. It is 
always a challenge to break down barriers, and integration certainly calls for the breaking down of barriers. In 
health systems that are highly compartmentalized and hierarchical, this is even more challenging. Sexually 
transmitted infections pose an additional challenge since people with sexually transmitted infections are more 
susceptible to HIV infection. Therefore, the effective management of STI is a cornerstone of HIV prevention 
and control. 

Integration of STI and HIV I AIDS prevention and management into reproductive, maternal and newborn 
health must become a reality in order for us to achieve the Millennium Development Goals that call upon us to 
halt and reverse the transmission rates of HIV I AIDS and to reduce maternal mortality by three quarters between 
1990 and 2015. In trying to meet these goals, we must maximize the use of our resources, increase the 
utilization of our health services, and reduce the social stigma associated with these diseases. 

This consultation brings together a wide r ange of experts who can provide country experiences and help 
develop a framework that can support countries in their plans to integrate the prevention and management of 
sexually transmitted infections and HIV I AIDS efforts into their reproductive, maternal and newborn health 
services. On behalf of WHO, I would like to once again thank you for your commitment to this issue and 
encourage your endeavours. I also wish you an enjoyable stay in Kuala Lumpur. 
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Opening of the t•t Asia Pacific Joint Forum: 

Consultation on Integration of Prevention and Management of STis I HIV I AIDS into Reproductive, 
Maternal and Newborn Health Services 

and 
The 6th Annual Asia Pacific UN Task Force on PMTCT Meeting 

Richard Bridle, Deputy Regional Director 
United Nations Children's Fund (UNICEF) East Asia and Pacific Regional Office 

Monday, November 6, after lunch I Sheraton Subang Hotel and Towers, Selangor, Malaysia 

Your Excellencies, distinguished delegates, and colleagues from the UN family: 

Let me say how pleased UNICEF is to be a partner of this joint forum, the organization of which has spanned 
nearly one year, traversing the geographic scope of 7 regional offices of WHO, UNFPA, UNICEF and 
UNAIDS, involving more than 20 countries. We are also grateful to the Ministry of Health ofMalaysia for 
agreeing to host it; for enabling us to bring an impressive array of Governments, health professionals, people 
living with HIV, young people, civil society and UN partners from all over Asia-Pacific together. The fact that 
all seven regional offices have decided to jointly invite you here represents our modest efforts to foster linkages 
and dialogues, and maximize the synergy each ofyou can bring to the subject of integration. 

This joint forum, held together with the annual Asia-Pacific UN Task Force on PMTCT, aims to shape our 
scale-up strategy towards universal access, for which the complete scope is unattainable unless HIV prevention, 
treatment and care are integrated with other services in the health care system. It is a recognition, on our part, 
that scaling up HIV prevention HIV in children and women cannot be achieved by any agency or department 
alone. The consultation between us is the first step towards fostering a common understanding on integration, 
how to improve linkages and coordination of a set of rather disparate services and programmes in largely 
vertical systems, and who shall take leadership. 

HIV and AIDS manifests itself not only in surveillance data- largely concentrated and low in Asia-Pacific -
but also in social indicators that points to gender inequality, social and economic disparities, including 
education and access to services, social exclusion, high fertility, high incidents of domestic and sexual violence, 
poor health and pervasive absence of reproductive health rights of women and girls. 

It is unambiguously clear that in the long run, to prevent new HIV infections in children, we must prevent HIV 
infection in women. To assure children a future unclouded by HIV, we must safeguard women from HIV now. 
While it seems common sense, the current systems and the way they're organized does not provide for a 
straightforward response. For too long, we have focused our efforts exclusively on interrupting HIV 
transmission in newborns, and that the gains have not outweighed the losses of seeing more women infected 
with HIV, especially in a low prevalence region like Asia-Pacific. 

The missed opportunities entail high opportunity costs when women, especially those vulnerable and at risk of 
HIV, are reached by the health system too late. New epidemiological trends in the region are already showing 
a growing percentage of women and girls living with HIV. The improvement of HIV prevention services for 
women will entail, first and foremost, better collaboration between departments and greater convergence of 
services that enable us to more effectively reach out to the vulnerable groups and their sexual partners. Men 
who visit STI services , for instance, can be asked whether their partners are pregnant, and young couples who 
attend family planning sessions can be educated about safe sex and reproductive health, not only birth planning. 
There are also inherent 
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advantages to the integrated approach. Pregnant women in general can access a range of services, from child 
vaccination to contraception and HIV counselling, antenatal care, and screening for STis on the same day, 
which save them time and travel costs. 

As we strive towards programme and service integration, we must however acknowledge the reality of cost. 
Competing priorities and often low level of resources do not allow us to scale up the approach everywhere. For 
low and concentrated epidemics, pretty much characterize the current HIV status of Asia-Pacific, we must 
prioritize our scarce resources to bring these services to women most in need through better referrals. This 
usually takes the form of referral from community level to a higher level of services where lab support for 
testing and blood screening is in place. And this entails prioritizing the approach for pregnant women or girls 
of reproductive age in high prevalence, high risk pockets of each country. This also entails prioritization of 
testing and counseling of women in high prevalence and high risk areas, and improving sub-national data that 
point to where HIV is circulating. 

Along with it comes the prioritization ofPMTCT services for women in high prevalence areas. Now quite 
commonly and narrowly confined to ARV prophylaxis treatment to interrupt HIV transmission during and after 
delivery, the service tends to follow testing results. Whether routinised with opt-out or voluntary testing, we 
have to prioritize the service to reach those who need it most, the vulnerable groups who may not have access, 
or fear rejection by the health system due to stigma attached to STI and HIV. PMTCT service also needs to 
recognize women's inherent rights to reproductive health treatment, knowledge and support services, which are 
not dependent on their test results. 

The question that increasingly assumes importance is whether a population-based strategy will enable us to 
reach women most in need of prevention services. When HIV prevalence is generally low, as is the case in 
Asia-Pacific, in particular, East Asia and the Pacific region, we are likely to find 99% of women testing HIV 
negative. And we tend to let those who test negative go, with a congratulation, without paying due attention to 
the risk ofHIV infection they face at later stages of pregnancy. Women are more susceptible to HIV for a 
range of biological reasons during pregnancy. Cultural factors and sexual behaviours among men during this 
period can greatly exacerbate the risk of HIV infection. 

Further, we tend to overlook women in high HIV prevalence pockets where behavioural trends and risks are 
dominant, and whose needs for reproductive health services, including STI diagnosis and treatment, and 
maternal and child health services are the greatest. And those we should increasingly target are spouses of men 
who buy sex, men with multiple sexual partners, men who have sex with men and also with women, and 
partners of injecting drug users. 

Thus In achieving greater integration and convergence of services, we cannot emphasize more the importance 
of engaging men. We have so far not sufficiently recognized that men are largely the ones making sexual and 
reproductive decisions. When a woman remains unable to decide when to have children and how many 
children she wants, she is least likely to be in a position to insist on condom use with her husband to shield her 
against HIV risk. 

And men could be involved through such new behavioural norms as a routine couple antenatal visit. This will 
enable discussion with the expectant father about warning signs of complications during pregnancy and labour 
and the need to make a plan for urgent transport and referral. He can also learn what he can do to protect his 
wife's health during pregnancy, and understand the importance of exclusive breastfeeding. In these ways a 
couple antenatal visit can contribute to maternal and perinatal health. It also allows both partners to be tested 
and treated for STis and for condoms to be promoted and provided, and what it entails, perhaps, is simply 
thinking out of the box, such as creating a unique space for men in ANC clinics, without much cost. 
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To date, much of the strategic focus of action to prevent HIV infection in children has been on counseling and 
HIV testing in ante-natal settings which are linked to provision of antiretroviral prophylaxis, counseling on 
infant feeding choices, and safe delivery services to those women who test positive for HIV. We have made 
inroads. Many countries in Asia and Pacific have national guidelines in place for prevention of parent to child 
transmission. Many countries have trained health workers and are introducing treatment. Many health facilities 
have started out-reach services to mobilize communities and to make services available to a larger segment of 
women. 

The issues remain one of stepping up effective measures to prevent HIV among women, prioritizing the 
package of services in areas and to those who need it most, and integrating PMTCT with larger measures to 
improve women and children's health. And I am glad thes€: will be discussed this week in our common effort 
to meet your leaders' promises at the start of the millennium. 
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Opening speech of J. V.R. Prasada Rao 

Director UNAIDS, Regional Support Team for Asia and the Pacific 

at the Joint Forum Incorporating the Consultation on Integrating Prevention and Management 

of STI/HIVIAIDS into Reproductive, Maternal and Newborn Health Services and the 
6th Asia-Pacific UN PMTCT Task Force Meeting 

Welcome 

First of all I would like to welcome distinguished guests and colleagues from government, civil society 

including people living with HIV, academia, donors, private sector, UN and young people, who gathered here 

today to work together, to find ways to integrate prevention and management of STIIHIV I AIDS into 

reproductive, maternal and newborn health services. I would also like to thank colleagues from WHO, UNFPA, 

UNICEF and UNAIDS who joined hands in making this forum possible. 

International commitments 

In the last couple of years, we have seen an increasing number of concerted efforts to integrate reproductive and 

sexual health and HIV I AIDS services. A significant number of international and global commitments call for 

equitable access to sexual, reproductive, adolescent, maternal and child health services and affirm the links with 

reducing the impact of HIV infection on women and children. 
The June 2005 UNAIDS policy position paper 'Intensifying HIV prevention'' expresses commitment to 

intensify links between sexual and reproductive health and HIV infection at the policy and programme 

level, build upon the New York Call to Commitment (Linking HIV I AIDS and Sexual and Reproductive 

Health) and the Glion Call to Action on Family Planning and HIVIAIDS in Women and Children. 

In October 2006 the UN General Assembly endorsed a new target: "Universal access to reproductive 

health by 20 15" as a part of the political resolution adopted at the High Level Meeting. 

Linkages between STI/HIVIAIDS services into Reproductive and Maternal and Newborn Health Services 

Integrating STIIHIV I AIDS services into Reproductive and Maternal and Newborn Health Services, is in fact a 

natural marriage. Both areas overlap to a large degree- public education, risk-reduction counseling, condom 

promotion and provision, prevention and treatment of sexually transmitted diseases, and contraception as HIV 

prevention. The overwhelming majority ofHIV infections are sexually transmitted or associated with 

pregnancy, childbirth and breastfeeding. 

We also know that reproductive and maternal health providers are at the forefront of preventive health care and 

are important entry points for HIV prevention for millions of individuals who are at high risk of contracting the 

virus 1• Already many countries have started using the integrated approach. 

The statistics 

The number of people living with HIV in the Asia Pacific region was 8.3 million in 2005 and growing. Over 

half a million people died of AIDS last year alone and twice as many got infected. Small prevalence rates in 

large countries translate into huge numbers. Between 2001 and 2004, the estimated number of HIV infected 

women increased by 16% to over two million in our region - compared to the average global increase of about 

8%. 

Asia epidemics at all stages are driven by new HIV infections occurring in a few most-at-risk populations, 

including clients and female sex workers, injecting drug users, men who have sex with men, and partners of 

these groups. 

1 ("New Analysis calls for increased integration of reproductive health and HIV prevention services" Press 

release by UNA/OS, UNFPA, /PPF, and the Alan Guttmacher Institute. June 2004) 
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Growing body of evidence shows that today many new infections are wives infected through sex with their 
husbands, and many are young children of mothers unaware oftheir HIV infection2

• 

The fact that women constitute a growing share of people living with HIV suggests that significant numbers of 
women are being infected by husbands and boy friends who probably acquired the virus during paid sex. 

In Lao People's Democratic Republic where the national adult HIV prevalence is still very low overall, 
two to three young men in Vientiane said they had had several female partners in previous six months 
and one in three reported paying for sex (2006 Report on the Global AIDS Epidemic). 
In Vanuatu in the Pacific, more than 40% of pregnant women have been found to have at least one 
sexually transmitted infection and in Samoa it is 43%. 
Papua New Guinea seroprevalence surveys have found HIV prevalence of2.5% and 2% among women 
seeking antenatal care. 
Even in Thailand, which was known for its successful 100% condom campaigns, is now facing new 
challenges. According to MoH, more than one-third of infections in 2005 were among women who 
had been infected by their long-term partners, premarital sex has become more commonplace among 
young people and condom use even during paid sex has waned seriously. 

UN AIDS estimated that by the end of 2003, a total of about 168,000 children were infected in the region, up 
from 136,000 at the end of2001. In 2004, in Asia there were an estimated 155,400 pregnant women infected 
with HIV and 46,900 children became infected with HIV. Many young women become infected through 
exploitative, coercive or violent sex. 

Opportunities 

However, despite all these daunting statistics, we have to acknowledge the fact that many countries in our 
region still have a low prevalence. These countries still have the opportunity to keep 99.9% of their populations 
HIV free. 

We must also not forget that we have three decades of rich experience and investment in the area of 
reproductive and maternal health. Reduced maternal mortality rates in Thailand, Malaysia and Sri Lanka, and 
successful family planning initiatives across the region- just to cite a few examples. 

There are of course many forces behind these successes. However the key to success is the expansive 
infrastructure of reproductive and maternal health service providers. They cover both urban and rural, trickling 
down to smallest and poorest units of society. In many instances they are the only front line health workers who 
are in touch with and are embedded in the community. 

Whereas if we look at the HIV services in our region today, we are still lagging far behind. Most of the services 
are understaffed and hardly exist beyond the provincial level. The coverage of the services is therefore very 
low. For example, prevention programmes reached only 19% of sex workers, less than 2% ofmen who have sex 
with men, and 5.4% of injecting drug users in South and South-east Asia. In 2005, only 9% of pregnant women 
in low- and middle-income countries were offered services to prevent transmission to their newborns. 
Treatment was similarly lagging sorely behind the accelerating epidemic, with more than 80% of PLHIV in 
need of ART unable to access it. Between 2003 and 2005, the percentage ofHIV-positive pregnant women who 
received prophylactic antiretrovirals increased from 3.3% to 9.2%. 

Coverage remains the key to reversing the epidemic. We need to reach at least 80% of the populations most-at
risk to achieve the levels of condom use and harm reduction to stop the epidemic growth. We have evidence 
that if we can ensure 60% of safe behaviour among key populations-sex workers and their clients, injecting 
drug users and men who have sex with men-the epidemic could be reversed among those groups. 

2 Framework for integration of maternal and newborn health, sexual and reproductive health and HIV prevention 
and care in Asia and the Pacific 
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This is the time when we need to grasp every opportunity to synergize and to integrate the two agendas 
STIIHIV I AIDS services and reproductive and maternal health services. If they are rolled out as separate vertical 
programs they may jeopardise the strengthening of government health systems on which they all depend for 
success and sustainability. 

Key areas of integration 

There are a number of areas where we can successfully integrate prevention and management of STIIHIV I AIDS 
into reproductive, maternal and newborn health services. I would like to highlight a few: 

For HIV -infected women 
Prevention of transmission from mother to her infant 
Ensure their infants receive co-trimoxazole prophylaxis, follow up care and early HIV diagnosis. 
Refer HIV positive women and children for assessment and ARV treatment and OI and treatment as 
required 

For HIV -negative women 
Provide HIV prevention counselling at routine couple visit 
Refer women/couples at higher risk, or with symptoms/ signs suggestive of HIV for counselling and 
testing and follow up PMTCT interventions if positive 
Detect and treat STis, especially syphilis, as part of antenatal and postnatal care(More than 340 million 
people contract a curable SI each year, with women having greater vulnerability to infection than men) 
(WHO 2005 - 2006 global report pg 130). 
Offer information and supplies of male and female condoms 

For children 
Offer paediatric ARV treatment for HIV+ children for their survival 

Routine offer ofVCT to all clients and their partners, or offer referral to VCT centre if indicated and testing 
facilities not available at Family Planning Clinic. 

Conclusion 

A great deal of work has already done on integration ofHIV prevention and care with sexual, reproductive, 
maternal and newborn health, and the lessons learned have been well documented. Now is the time to scale up 
these efforts and to realize universal access to HIV prevention, treatment, care and support by 201 0 and 
universal access to sexual and reproductive health by 2015, and save the lives of millions of people in the Asia
Pacific region. I am confident that by the end of this consultation, you will be able to come up with an excellent 
framework for integration and a set of recommendations for the stakeholders to collaborate to make this a 
reality. I wish you a productive meeting. 

United Nations General Assembly. Declaration of Commitment on HIV/AIDS, 261
h Special Session. August 2001 
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Dato Dr Narimah A win, Director, Family Health Development Division, Ministry of Health Malaysia 
Distinguished guests, ladies and gentlemen 

Good afternoon to all of you. 

1. First of all I would like to congratulate WHO, UNICEF, UNFPA and UN AIDS for co-convening 
this Joint Forum- the first in Asia and the Pacific- to address three key issues, namely: 

i. Integration of Sexual Reproductive Health, Maternal and Child Health, Family Planning, STI 
and HIV prevention; 

n. Comprehensive approach to PMTCT (preventing mother-to-child transmission); and 
iii. Expand access to treatment and care for HIV-positive pregnant women and their children. 

2. Such a broad area of interest and such a complex agenda certainly requires many organizers and 
involves many stakeholders. In this regard, let me congratulate you for the forging of this partnership and 
cooperation. This is not only the cooperation between the different agencies (WHO, UNICEF, UNFPA 
and UNAIDS) but also the two regions in this part of the world, that is 

for WHO, the South East Asia Region and the Western Pacific Region, 
for UNICEF, the East Asia Pacific Region and the South Asia Region 

Ladies and gentlemen, 

3. One of the major global agenda for human development is the Millennium Development Goals or 
MDGs, and we are all committed to ensure that these goals are met. In the Malaysian context: 

• We are on tract to meeting the first three goals on poverty eradication, universal primary 
education and gender equality. 

• We have made very impressive progress in maternal and child health, and have already 
achieved the fourth and fifth goals oflowering the under-five child mortality by two-thirds, 
and maternal mortality by three quarters by 2015, respectively. 
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• We are also making progress in meeting the seventh goal on environmental protection and 

sustainability, including environmental sanitation and the provision of safe drinking water to 

almost 100% of Malaysians. 
• For the eight goal of partnership, Malaysia will depend upon, and will contribute towards 

global partnership, including in health matters. 

• It is the sixth MDG that Malaysia will find extremely challenging, i.e., to halt and reverse the 

transmission ofHIV/AIDS and STis, although we will have less problem with the other 

infectious diseases such as malaria and tuberculosis. 

4. Malaysia is among those countries with a "concentrated" HIV epidemic, with the positivity rate 

among antenatal mothers being less than 0.1 %, and more than 5% among drug users. Like other countries 

in the Asia Pacific Region, the epidemic in Malaysia began largely with cases among those with high-risk 

behaviours - especially intravenous drug users, sex workers and their clients, and men having sex with 

men. But we have progressed to the stage where sexual, especially heterosexual, has become an 

important route of transmission, and one outcome of this is seen in the trend of vertical or mother-to-child 

transmission. 

5. Up till the end of2005, a total of70 559 HIV infections, including 10 663 AIDS cases have been 

reported in the country. Heterosexual transmission increased from 4.9% of cases in 1990 to 22.2% in 

2005. During the same period, female cases increased from 1.2% to 12.0% of the total reported each year. 

Mother-to-child transmission also increased from 0.2% in 1991 (when the first three cases were reported) 

to 1.2% in 2005. 

6. This year, with the assistance from WHO and UNICEF, we have drawn up a new National 

Strategic Plan for HIV/AIDS for the period 2006-2010. This Plan which was approved by the Cabinet in 

April2006 will focus on: 

i. Strengthening leadership and advocacy; 
n. Training and capacity enhancement; 

iii. Reducing HIV vulnerability among IDUs and their partners; 

iv. Reducing HIV vulnerability among young people and children; 

v. Reducing HIV vulnerability among marginalized and vulnerable groups, such as commercial 

sex workers, men who have sex with men, trans-sexuals, and mobile populations; and 

vi. Improving access to treatment, care and support. 

7. This Plan you will notice, already covers much of what you will be deliberating upon in your 

forum over the next few days. 

8. Malaysia has recently begum harm reduction strategies, with early successes seen in both the 

methadone replacement therapy and needle-syringe exchange programs. 

9. Up till August this year, we have recruited 1233 IOU clients under the needle-syringe exchange 

program at our three pilot sites. Of these 35 have been referred for alcohol and drug rehabilitation and 

107 referred to the Methadone Replacement Therapy Program. The plan is to expand the needle-syringe 

exchange program to other sites with at least one drop-in centre per state and to cover up to 25 000 IDUs 

by 2010. 
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I 0. As for the Methadone Replacement Therapy Program which started in October last year, our first 
phase target of 1240 drug addicts have already been achieved and we have begun the second phase with a 
target of 5000 clients by 2007. Most encouragingly, we are seeing an excellent retention rate of85% and 
73% ofthe recruits have since obtained jobs. Our plan is to cover at least 15 000 cases by 2010. 

Ladies and gentlemen, 

11. While vertical transmission of HIV from pregnant or nursing mother to child is relatively a small 
problem in Malaysia, we are committed to reduce this mode of transmission. More importantly, it is a 
problem that we can do something about, with the commitment and appropriate resources. Therefore, I 
must commend UNAIDS and UNICEF for having a special Task Force for the Asia Pacific Region on 
PMTCT and for having an annual conference and consultation on this important aspect ofHIV/AIDS. I 
am sure that this consultation will contribute towards the goals that have been set by the United Nations 
General Assembly Special Session on HIV/AIDS (UNGASS), which among others, requires that at least 
80% of pregnant women who attend antenatal care have access to information, counseling and testing, as 
well as access to effective treatment with antiretroviral therapy and support for proper infant feeding. In 
Malaysia where the coverage and access to antenatal care is high, exceeding 97%, this effort in PMTCT 
holds great promise in reducing the prevalence ofHIV/AIDS. 

12. In Malaysia, though the National Prevention of Mother-to-Child Transmission Program started in 
1998, pregnant women receive voluntary, confidential HIV screening and counseling at our antenatal 
clinics. Out of about 350 000 antenatal mothers screened in 2005, 107 (0.03% were positive. Out of a 
cumulative total of840 babies born to HIV mothers till the end of2005, 32 babies (3.8%) were positive. 
All positive women and newborns are offered free antiretroviral therapy. 

13. We are also committed to the "3 by 5" initiative set by WHO, i.e., to ensure that three milliion 
sufferers ofHIV/AIDS in the world have access to antiretroviral treatment by 2005. In the Malaysian 
context, an estimated 3800 patients were on HAART (highly active anti-retroviral therapy) by the end of 
2005 (vis-a-vis our target of 4 000). Our claim is to put 5000 patients on HAART by the end of 2006. A 
locally produced 3-in-1 anti-retroviral drug has become available since May this year, and it will be given 
free to all AIDS patients requiring HAART. 

Ladies and gentlemen, 

14. While Malaysia has already met with unqualified success in reducing maternal and child 
mortality, we have to go beyond mortality. This means that we have to begin paying attention to issues 
other than mortality - such as morbidity and quality of life, and to view maternal health in the broader 
perspective of reproductive and sexual health, including looking at reproductive health within the agenda 
of gender and rights. 

15. In reviewing and improving our approaches to better reproductive health, it has become 
imperative to provide services in a more integrated and holistic manner. Thus it is no longer right to 
provide for maternal and child health (MCH) separately from HVII AIDS prevention, or HIV prevention 
separately from MCH and reproductive health. 
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16. The focus on PMTCT is a rational starting point for integrating HIV/AIDS prevention into 
reproductive health services, with more and more women being tested and counseled and being provided 
with antiretroviral therapy. But PMTCT is only one several components ofHIV/AIDS in the context of 
reproductive health, and we need to do more to expand HIV and STI prevention in reproductive health 
services, besides PMTCT. These include opportunities in pre-pregnancy care, family planning services, 
post-abortion care, adolescent sexual and reproductive health and other opportunities to strengthen HIV 
and STI prevention. 

17. Even before the pregnant woman transmits the virus to her unborn child in-utero, or to her 
newborn through breast feeding, efforts must not be spared to prevent any woman from being infected in 
the first place, and also to prevent an already infected woman from having an unintended pregnancy. 
Equally important is to ensure that adequate treatment, along with care and support must be provided to 
infected women and their families. 

18. Therefore I am happy to see that this consultation is being held, to review the programs of 
PMTCT in countries ofthe Asia Pacific, and more broadly, to see how prevention ofSTI and HIV/AIDS 
can be integrated into reproductive, maternal and child health services. To make sure that all these 
programs and initiatives are put in place is of course challenging, and it will require a lot of input, strong 
and sustainable commitment from governments, and support and cooperation from their partners, 
including nongovernmental organizations. 

19. Malaysia is proud to have the honour of hosting this consultation, and I look forward to being 
informed of the output and outcome of your deliberations. I do acknowledge that five days is a rather 
short time for you to dwell on this very important and wide agenda, but I do wish to advise those of you 
who are visiting Malaysia for the first time to take some time out to see the sights and smells of Kuala 
Lumpur at least, if not of Malaysia. With those words, I now have the pleasure of declaring open this 
Asia Pacific Joint Forum. 

Thank you. 



Introducing the 
Framework: 

linking sexual, 
reproductive, maternal 
and newboilfl'iealth -

the circle of life 

The Asia and Pacific regions require different policies to 
other regions 

Characterised by diversity within and between countries 
-low HIV prevalence- key populations 

Huge burden of unnecessary morbidity, mortality and 
misery from SRH, MNH, and AH problems 

Common causes and risk factors mean that SRH, MNH, 
AH, problems and HIV can be prevented together 

Greater return to investment in HIV prevention - can also 
improve SRH, MNH and AH 

Governments need to make strategic choices 

Three-quarters of health ser\1ces in the region 
are financed by private expenditures and 
delivered by the private sector 

Is health 

• a right? 

• a commodity? 
• necessary for developrrent? 

• Who provides health services for the poor and 
marginalised? 
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• Not another framework! 

• Why integration? 

• What do we mean by integration? 

Percentage of deaths among children under five by major cause, 
2000- 03 by regions 

ARI Diarrhoeal AIDS Neonatal Measles Injuries Malaria 
diseases causes 

South 21% 18% 1'~ 45% 1'k 2% 0% 
Asia 

East 15% 18% 0% 44% 4% 6% 1'~ 
Asia 
and 
the 
Pacific 

J~l!elln::lit!rle 

the difficult road between 

Urgency of action before 
HIVtakes off 

Civil society 
organisations trusted 
by marginalised and 
HIV vulnerable groups 

Govts don't like 
controversial and 
politically unpopular 
topics- drug use, sex 
work, male-male sex, 
low status of women 

Need for sustained 

Only governments can 
provide widespread 
coverage of services 
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H IV responses 
require new, 
eomplex and 
changing technical 
knowledge and skills 

HIV is not only a 
maHer for the health 
sector - needs a 
multi sectoral 
response 

Donor funds might mean 
govts don't allocate 
sufficent domestic 
spending 

Setting up donor supported 
parallel systems and 
processes can undennine 
govt responses- and may 
drain skilled and competent 
staff from government 
services 

Who's in charge of the 
response? 
National AIDS commission? 
Ministry of Health? 
Risk of obstructive domestic 
institutional rival ' 

~!.~ I nti IO!ifit~~~ 

New flows of funds can dstort existing 
channels 

A platfonn in paddy fields in Bali 
where the heads of the subak 
meet to discuss and reach 
consensus (musyawaka
mufakat) about how to distribute 
water through the irrigation 
channels. 

Vertical integration relates to the need for strong referral 
links between services at community level, health centre 
and the referral hospital - a continuum of care approach 

fi~Mr'lel iOst ihi!P. 
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Five Myths about the HIV Epidemic in Asia 
....,'"--...... 01' ........ ,........ ........ 

www.plosmedicine.ora October 2006 Volume 3 Issue 10 

Integrating reproductive health: myth and 
ideology 
l. Lu!h,' I.CI-.' G. Wa1L 1 &S Mayhew' 

Bulletin of the Wor1d Health Organization, 1999, 77 (9) 

Avahan's Business Model 

• At the end of the day we hope to build better quality 
solutions, more rapid scale-up and local sustainabilily' 

r 1jpl'tl(: l irl~ lhulf' 

Horizontal integration- a variety of services 
are offered at the same ecility during the same 
operating hours. 

'Services' -
• providing information and counselling 

• diagnosis and management of common 
conditions 

• clinical procedures, and 
• delivery of medicines or commodities 
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Integration at the sub-district level 

Step 1. Thinking through the issues 

Responsibility for coordinating integration 

- will inevitably vary from 
country to country 

lowl 

Central administration 
[This might be national level 
or dacenlralisedtoa alb
national adminislra~e level 
(&lat81province/prelectura 
Of dilbicll -~) no<il>g 
llal respoosbilily 8lld 
ltcoo.mtabWityfordifferenl 
tunclionsisdeoanlrelised to 
diflorenllevelstodifforenl 
aXIents wilhin and belween 
oounbies) 
),tnisttyofHeal!hin 
oolaboralioo with: 
Naliooal AIDS Control 
Authority; 
Famity Planning office(~ 
out.id<!!IDH); 
JMisby of Social Welfare 
andWotnl!lll'sAftail 

functions 

Preparation or adaplalion and dissemination of nalional pol ides and 9UidelinM, whictl 
mightinclude,forexaJ11lle: 
Standard clinical care and referral protocols 
COfr4)eleney$tandards 
St.wOft and~ protocols 
Col.maling guD!nes lor. pre and post HIV test 00UlS81ing; Sn and HIV pHW8flbon 

rnanttiiO<ing; tamly ptomng; texual heal~ 
Human teso!IOOS planning and managemen~ including: 
recruitment, deployment and utilization 
identification of roles and responsbilities, acaedilzltion, salary and incf3nlivM, staff 
development, career structure 
trailllg program and conicula guidelines 
Flll8flcing ol haalll care and haam1 promotion 
Health rlforrnaOOn sysklm- data colecl)on, ana~sis, llterpretaboo and dissen\Ntion 
Drugs and 81.Wiies management system-
essential drugs, diagnoslics, and equipment lists for health care facilities at different levels; 
procuremonl,storege,disbiJUtion,secunty; 
Safe blood supply management 
Infection controt 
Ouali1yoooln>l 
Mlnitomg and evabition 
Donor oootcfll'lation 
A~ocacy for IP'Mllmenl funds 
Liaison with UN. bilateral, intem~~.tionatend national NGO partnel'll 
ConSI.Jitalion and collab0f8tion with other relev~t ministries, profeBSionaiiiS60Cilations aod 
Beademac: insiii\Jiions 
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The unexploited potential for prevention 
in clinical consultations ... 

Health care worl<ers need training in communication and counselling skills 

~l"t'll~lil~" 

Prcvindal/dislrict 
referral hospitals 

S<b-<fisbiclt..al~ 

care facilities 

Community level 
I'Mtatlhcareworker 

Care, support 
and treatment 

Monitoring 
and evaluation 

Others 

Pravde specialised SRH, MNH. and HIV prevention and care services no1 avai!mle atk:r.Ntlr Mvel 

facilitiea,including: 
Emergency obstetric and newborn care 
Gynaecological care. infertiHty managemont; fistula repair; coNical cancer management 

VCT!o<HIV 
PMTCT inlefvanlions lor HIV positive WOOlell and oouples: ARVP I ART. safer delivert cera; safeJ 
inlanl1eedng actvioe and $1.4JP011; psycho-social care 
lntegrat!KI oot.patient and in-patient services lor indrw'iduals and famit.es ~ing wi!h HIV. including: 
treatment lor S'flll'lom8, 01 prophylaxis and lroatment; ART; palliabVe care 

Provide ~port and ;~ervision to lower levels 
Unk patients to CQIMIUI\ity sLWOrts 
Placement exchange program with staff from lower levels 

Prcvide a range of SRH, MNH and HN prevention and care services (see colou'ed matrioe& pages 
15- 18 above lor lilt of e!>sentialservioes)lhrough either: supennarkel approach (aD services 
available through same provider at any visit); or teamwork approacfl (link!li to anolher service 
provideratl38meorlinkedlacility) 
Provide sLWOrt and s'-"erviaioo to lower levels 
link patients to oommunity S\.W()rta 
Coii!M:t, analyse end use cootUitalion data il planning aod management 
Skill and informalion exchange with local NGOs/CBO&'mass organisetiorw 
Provide outreec:h 681'Viol!ls to young people and marginalised gr0l4JS 

Provide basic health promotion and care soMc:es, prevention informa~Ofl. and coun86Uing 
Sit on viaage council or convene village lleatth c:omminee 



Step 2. Conduct an assessment 

Step 3. Plan strategy for strengthening integration 
and linkages of services 

Some common challenges and obstacles to 
integration 

Planning vetli<:AII itttewtoliutt 

Planning horizontal integration 

Community level 

Worl<ing w~h key populations 

Worl<ing with young people 

Step 4. Strengthen capacity of health care systems 
to support integration 

• Training, support and supervison 
• Financing 
• Health personnel management 
• Prevention of transmission of HIV in health care 

settings 
• Health information system 
• Supply management systems 

• Monitoring and evaluation 

~!.MOEL iMa ON o»i&l~iiCTICH ($' 
COIU:RIICM:AlOiQ 

~ru!l lnslllvle 

ReprodU<tlve 
Health 
lndlcaton 
~b'dnljl".,.lD"n , • .,.~.~~~.,.rll 
.......... ~ 
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Key areas: 

• Improving antenatal, delivery, postpartum and 
newborn care 

• Encourage learning of HIV status 

Providing high-quality services for family planning 
• FliminAiin(llln"'!lfl'l 11hnrtinn 

Prevention and management of sexually transmitted 
infections 

Preventing HIV infection in children 

' • Appendix 1. Glossary J • Appendix 2. HIV Testing Strategies 

~ False Poaltlvea 

t 
Assume that the HIV antibody test has specificity of 
99.6%. 

Low prevalence population e.g. 0 01% HIV infection rate 
Of 100.000 tests done, there will be 10 true pos~ives and 
200 false positives. The chance of any positive result 
being a false positive is 2001210 or 95%. 

High prevalence population e g 10% HIV infection rete 
Of 100,000 tests done, there will be 10,000 true positives 
and 200 false positives. The chance of any resuij being a 
false positive is 200110,200, or 2% 
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Appendix 3 

• Protocol for routine couple antenatal visit 

Table 4: Model estimates of potential of antenatal screening 
PMTCT to avert paediatric HIV infection 

Prevalence Incidence ad-WP and safer IF Combination AAYP regimen and 
counsolllng (68% offlcacy) safer IFCOW>oolllng {85% offlccy) 

EOitfepidemic 

0.1% 0.2% 9% 11% 

0.5% 0.5% 15% 19% 

0.9% o.s%· 21% 27% 

so;., 1% 33% 41% 

26% 10%- 30'/o 37% 
Man.eepidernK: 

0.1% 001% 38% 48% 

1% 0.01% 45% 57% 

1,1% 0.2%' 33% 42% 

5% 0.2% 43% 54% 

20'/o 3% 37% 46% 

' Th•llon-1 """" ••O::~"hAI•l'R 1QQ7>0 • T holloM ?nn<O I 

Strategic approaches to preventing HIV infections in infants: 
balancing priorities in different settings. 
de Zoysal, et al. lnt Conf AIDS. 2002Ju17-12;14:abstract no. 
Th0r01431. WHO, Geneva 

Win our lowest cost scenario a nationwide NVP program would cost 

$5 9M (USD) per/year and avert 1404 infanl HIV infections. If HJV 
prevalence among antenatal women could be lowered from 8.9% to 
only 7.9% there would be an equivalent reduction in infant HIV 
infections as the NVP program. but also a reduction of 93,111 

adult infections. 

CONCLUSIONS: Primary prevention to reduce adult HIV prevalence 
has significant impacts on the rate of MTC transmission of HIV, and 

should be a core component of PMTCT programs to prevent HIV 
infection in infants. 
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Model to demon~&-trwlll p~~rce:nta~ of HJV 5mec1ion in babies that c;ould be averted by ARVP 
and lnfan1 feeding counselling in a population braastted to 18 months 

I tD'AAIC" towt-.c> 

CountJy Estimaled 
no. HIVpos 
pregnant 
women/yr 

Cambodia 6.:m 

China 8,6e6 

Fiji 9.5 

Indonesia 2,357 

LaoPDR 102 

Malaysia 1,098 

Myam\ar 7,936 

Ph~ppines 1.013 

PNG 3,872 

Th~land 11 ,165 

Vietnam 4,932 

India 130,000 

Nap~ 1,572 

Snlanka 165 

Pal<islan 2,365 

Estimamd no. Annual number Child HIV prevented 
HIV lnfacted ofdoaths of • ANC VCT, ad-WP 
chlldron par year children under with safer IF 
(no lnlervontion) 5' (all causes) afflcacy 68% 

2.152 

2,953 

3 

801 

35 

373 

2698 

344 

1,316 

3,796 

1,677 

44,200 

534 

56 

804 

60,000 445 

539,000 1,43' 

418 1.7 

171,000 401 

17,000 5 

7,000 150 

105,000 1,116 

69,000 165 

16,000 423 

21,000 1.776 

38,000 785 

2,210,000 14,427 

60,000 81 

5,000 29 

478,000 188 

_ ...... ___ ... 
AHTJRETJ<(MRAL DRUGS FOR 

TREAnNG PRWNANTWOI-!EN ANO 
PREVENJ1)jG HIV IHFEC~ON IN INFANTS 

IN RESOURCE-LJ1,41TED SETnNGS 

TOWARDS lHVERSAl.Ata:SS 

2006YOnlon 

(21%) 

(48%) 

(52%) 

(SO'k) 

(15%) 

(40%) 

(41%) 

(48%) 

(32%) 

(47%) 

(47%) 

(33%) 

(15%) 

(52%) 

(23'4) 

Cauma1Bd 
paiBntial 
Impact 
efficacy 85% 

26% 

61% 

65% 

63% 

18% 

50% 

52% 

60% 

40% 

58% 

58% 

41% 

19'4 

65'4 

29% 



'This comprehensive approach [the four prongs] is built 
around the routine offer of HIV testing and counselling to 
all pregnant women, ARV prophylaxis for PMTCT and 
counselling and support for infant feeding, and is 
underscored by ART, care and support for women living 
with HIV, their children and families (Annex 1). In this 
strategy, special attention is given to primary prevention 
services for women identified as HIV-negative (the 
majority of women in almost all settings) and 
strengthening linkages with other sexual and 
reproductive health services, particularly family planning. 
The provision of family planning counselling and services 
is especially important during the postpartum period for 
women living with HIV who choose not to breastfeed or 
who stop breaslfeeding early as they have a shorter 
duration of lactational amenorrhea. • 

UNICEF Approach to Scale Up 
Pockeb of 

Concentrated .. neraHsed 
Sta1• of Eme,..tn1 but iow epide-mic& Generalised eptclemlcs, 

tho epidemics; amon1 drua eptd.mtcs, Concentrated 
Epldom Middle Income ..... Low Income epidemics amana 

lc country MtdcUe Income country dnq:usen 
country Mtddle/low Income 

country 

Example Countries of the Most countrtes of Most countries Some- countrles of 
Middle East Eastem Europe of SSA South and South· 

Some countries in Some countries EutAs1a 
South America In LAC 

Approach Prong 1 and 2 Prong 1, 2 for el\ All four Prone: 1, 2 for aU 
countries prongs countries . Prong 1·4 for Prong 1-4 for 
settings with settlnp with > 1X 
•1% 

.Jl.. unicef• 
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'In many resource--constrained settings, PMTCT 
programmes have not paid adequate attention 
to services for women who test HIV-negative. These 
women require access to essential primary 
prevention services, especially during pregnancy and 
lactation, as both biological and behavioural 
factors may increase a woman's risk of acquiring HIV at 
this time (21,:t:l). Innovative approaches 
should be identified according to local epidemiological 
and socioeconomic contexts to address 
the prevention needs of these women and their 
partners." 

Thloc.---~ 

,.,..~=" 
TIMIKWCoUI'Itry 

~R-

Some relevant articles- both old and new .. ... 

Neonatal survival: a call for action 
Martines J, et al. Lancet 26 March 
2005, 1189--1197 

Healthy motterhood an urgent csllto action 
Horton R. Lancet 30 Seplembar 2006, 1129 

Sexual and raprodudiva health: a matter of 
lila and dealh 
Glasiar A, at al. Lancet 4 November 2006, 
1595-1607 

THE LANCET 

.,. '-· ·~~ .. ......... 
·,t' ... - ..... 

-~ 1 ........ ,~t ..... 
- 11't.ll o •IHIIP .,. , 

r· ........ , .,AA· '""'" 
., _ ., .. .. '"' .. ... . rp~ .. , .. "'~-'- ~ ... . 
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Annex 5 

BANGLADESH AND PAKISTAN COUNTRY WORKING GROUP 

Q.1: KEY REASONS FOR INTEGRATION? 

Bangladesh Pakistan 

• For Better coordination • Between different department 

• To avoid duplication • To avoid duplication 

• To expand coverage • Resource efficiency, Time, HR, System 

• Recognize potential of different players outside public health system eg. Private 
sector, NGOs Nontraditional health care providers etc. to improve coordination 

• Time. distance and cost of access to widespread and disconnect services 

• Leveraging limited resources 

• Joint ownership and accountability 

• Ensuring continuum of care 

• Using outreach center for integrating services 

• Contributes to health system strengthening"- address common system issues-
budget, HR planning, Monitoring and evaluation 

• Reduces stigma and discrimination by not associating a specific services with a 
specific group 

Q. 2: CURRENT STATE OF INTEGRATION AND CHALLENGES 

Bangladesh Pakistan 

• There is functional • At community level MCH and FP services 
integration about MCH (LHW&VBFPW 
and FP services at the 
facility and community 
level 

• National Immunization Facility integration is in progress 
day 

NIDs 
Planned to involve LHWs for HIV awareness 

Challenges: 
• Administrative integration 
• Separate/duplicate channels for procurement, LMIS 
• Separate funding channel -donor competition sector wise 
• Continued political commitment 
• Additional capacity building needs , training, commodities, reporting 
• Monitoring and supervision 
• Turfwars 
• Fear of accountabilities 
• Stigma associated with HIV/AIDS among service providers 
• Gender roles 
• Overburdened Health workers at District level health facilities (Bangladesh) and 

Community (Bangladesh and Lady Health Workers for Pakistan) 
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Q. 3 ACCESS FOR MARGINALISED 
*Most-at-Risk Populations (in a concentrated epidemic) need to be separated out from 
Marginalised Populations as their needs are different 

Most at risk Populations - MARP - (IOU, CSW, MSM) 
Receive service through: 

• NGOs 
• Peer outreach 
• Referral and advance care not available at tertiary level 

Assumption they are already getting: 
• STI SeNices 
• Harm reduction 
• ace 
• Condoms 
• VCT (sometimes) 

Services should be offered for MARP: 
• Rehabilitation 
• VCT (if not given) 
• Job placement 
• Treatment, Care and support 
• Access to other social services 
• Substitution therapy 

What prevents MARP to get services? 
• Stigma, attitude 
• Cost 
• Referral 
• Lack of information 
• Quality of care 

How to get MARP into Services? 
• Facilitate collaboration with private sector and NGO 
• Awareness raising amongst heath care providers to reduce stigma 
• Health care providers not trained/ competent to deal with special needs of this 

group 
• Quality of care 
• Gender discrimination 

Disabled: 
• Receive access through philanthropic group 
• Access needed for most health services particularly related to sexual abuse 

Ethnic minority groups: 
• Access to the public service is limited 
• Monitoring systems don't disaggregate utilization data by ethnicity 
• Poor understanding of their special needs/belief system 
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Poor women and men: 

• Day time OPD- Loss of wages to attend facility 
• Illiteracy 

Q. 3 REFERRAL LINKAGES: 

• EMOC: weak, transport, HR problem, lack of communication mechanism, 
community awareness, Poor referral 
care for premature baby: Limited services (Newborn unit only at tertiary 
hospitals) 

• PMTCT services for HIV positive women 
• Anti retroviral for HIV 

• Through VCT and NGOs 
• Limited public sector referral- Eg. Not through TB, ST/s clinic 

Steps required 
• Institutionalization referral linkage 
• Pre services and in service training 
• M&E and feedback 

PMTCT services for HIV positive women 
• Just initiating Limited 
• Referral for NGO 
• Operationalize national strategic framework 

Q. 4 MALE INVOLVEMENT 

Status: 
• More in FP 
• Less in MNCH and HIV 

Steps: 
For adolescent boys: 

• Life Skill Based Education (LSBE) in schools 
• LSBE in school in madrasah & mosque for out-of-school adolescents 
• Youth friendly/drop-in-centers, sport clubs and other clubs 
• Peer education 
• vocational training 

For men: 
• Men in workplace (Trade unions, offices, ministries 
• Mosque/religious gathering 
• Community gathering (Panchayat, gram sarker) 
• Festivals, melas 
• Utilizing male providers 
• Special program for men in movement 
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Challenges: 
• Most problems are female focus 
• Male dominating society 
• Religious and cultural norms and working within them 
• Sensitivity of topics need for suitable/ acceptable vocabulary 
• Illiteracy 
• Poverty 
• Lack of awareness about RH issues mostly thought female problems 
• No specific approaches for engaging men 
• Sectoral issue: Health sector (HR mostly female at service delivery 
• Timing of health clinics and services 

FRAMEWORK/MATRICES 

Comments: · 
• Useful as a guide for a standard package of services 
• To use as a checklist for assessment will need to be further articulated 
• To use as a checklist for training it will need a different focus and need to include 

enabling environment, competencies, knowledge/skills, gaps 
• It is public sector, institutional based and half or more of Asian countries are in 

concentrated epidemics where most at risk populations are accessing primary 
services in NGOs- in general issues relates to Concentrated Epidemic needs to 
be separated out 

TABLE 3 ON PAGE 27 

Missing from National: 
• Coordination mechanisms between ministries, departments and agencies 
• Missing under Counseling guidelines: for ANC, PNC, adherence (for both 

prophylaxis, Tx, STis, Ols), sustained emotional support for HIV+ women, and 
PEP for service providers (including adherence) 

Missing from Provincial/District: 
• Coordination mechanisms between ministries, departments and agencies -

needs-based interventions · 
Missing from Sub-District: 

• Coordination mechanisms between departments- needs-based interventions 

TABLE 3 ON PAGE 35 

• Consideration for concentrated epidemic missing- maybe recommend strongly 
phased approach under Prong 1. 

STEP 1: THINKING THROUGH THE ISSUES 
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Concepts (pg. 22): 

• In general useful, but should be brought forward into Introduction so there is 
clarity before the matrix and other related issues are introduced. 

• Highlight areas of potential conflict and common ground 
• Diagram is good but does not further articulate the ideas presented in the 

Concept section 
• Sexual Health needs mention of older aged men and women (getting infected 

later in life and having particular sexual health needs) 

Responsibility for Planning and coordinating integration of service: 
• Pakistan: Responsibility to be taken by future Inter-Ministerial Committee 

between Health and Population Welfare and including (to what extent to be 
determined) Women's Development, Social Welfare, and Planning and Finance 

• Bangladesh: Ministry of Health and Family Welfare- the Secretary 

Table 23 on .Page 27: How much should be included?: 
• No Introduction to Table of Functions with mention of integration into annual work 

plans and coordination between the different annual work plans/priorities 
between sectors/departments 

• Points mentioned under Working Group Guide could be included in an intro 
section to the Functions Table as part of a planning process for implementing the 
Functions. Issues could include: 

o Training Systems: Institutions, Staff strength, expertise, existing courses 
run 

o Health Information Systems: Reporting and feedback forms, LMIS forms, 
supply requisition 

o Supply Management: System (push/pull), Minimum and maximum, List of 
commodities, slips, specifications, procurement and distribution 
mechanisms 

o Safe Blood Supply Management: Relevant authority, responsibilities, 
SoPs, MIS 

o Monitoring and Evaluation: indicators, systems, tools, frequency, 
Reviews, planning, reporting and monitoring mechanism 

o ADD: Coordination Mechanism: Funding flow mechanisms, Roles and 
Responsibilities 

• Institutionalization of Referrals (paper trail, M/E, feedback) 

STEP 2: CONDUCT AN ASSESSMENT 

Individual sectoral assessments may exist but there should be an assessment/tool for 
looking at cross-cutting issues and collaborations such as: 

• Policies: Who is facilitating which policies and how do they/do they affect multiple 
sectors or programmes? 

• Services: Existing services and gaps including referrals within a continuum (i.e. 
continuum of maternal health ANC through PNC) 

• Commodities: Including IEC materials, tools including for referrals- (paper trails), 
equipment, medical drugs and materials - who is using what, where do they 
place orders, what is beign shared already, etc. 
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• Effectiveness of current Linkages: Current vertical and horizontal linkages 
between departments/services 

STEP 3: PLAN STRATEGY FOR STRENGTHENING INTEGRATION AND LINKAGES 
OF SERVICES 

See Above- Needs special attention for Concentrated Epidemic 



Integration and linkages 
in 

Cambodia and Afghanistan 

Key Reasons for integrating services 
in Afghanistan 

• To reduce MMR, new born and child 
mortality 

• To strengthen health care system 

• To minimize the distortion of funding 

• To increase the coverage of cost effective 
interventions 

Challenges for integration in 
Cambodia 

• Sector Wide Management /Sector wide Approach 
is taking time 

• Limited quality of health infrastructure and 
equipment 

• Limited qualified human resources (number, mal
distribution, high tum over, low motivation) 

• Poor harmonization among health development 
partners 

- 61 -

Annex 5 

Key Reasons for integrating services 
in Cambodia 

• To reduce ~. new born and child 
mortality 

• To strengthen health system 

• To minimize the distortion offundin~ 
• To increase access to quality health services 

for all and specific groups (adolescents and 
marginalized groups) 

Current state of integration and 
challenges in Cambodia 

• CMDGs, Health Strategic Plan 2003-2007, 
National RSH strategy 2006-2010,5 year 
plan for HIV I AIDS 

• Policies 
• Joint statement for the linkage between 

MCH, RH, PMTCT and HIV I AID SISTI 
• joint strategic plan for common activities of 

different services (ongoing) 

Current state of integration in 
Afghanistan 

• Policy (health) 

• Basic Packages of Health Services and 
EPHS 

• Strong linkages between BPHS and RH 
strategy and National AIDS Strategic 
framework 

• Joint operational principles 
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Challenges for integration in 
Afghanistan 

• Insufficient funding for Health 
• HIV preyenlion and management recently 

incorporated at Comprehensive Health Center and 
Distnct Hospi.tal (lack of experience) 

• Limited quality of health infrastructure 
• I.usufficit:uluwubt:i ufht:allh ~taff, c~vc~.;i.slly 

female health workers 
• Stigma 
• Lack of availability of ARV 
• Low level of population awareness 

Access of marginalized population 
in Afghanistan 

Young people: 
- Department at MoPH established children and adolescent health 

department 
- Adolescent health strategy developed 

• IOU 
- Harm reduction guidelines and needle exchange program at 

selected sites 

Disabled 
- Disability centers accommodated at Health centers (services 

available) 

Internally displaced populations: basic mobile services 

• Sex workers: counseling, STI services at selective sites 

Referrals links in Afghanistan 

• Basic and comprehensive health centers 
(STI, prevention, MCH, FP) 

• VCCT at regional level 

• ART not yet available 
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Access of marginalized population 
in Cambodia 

• Young people: 
- National standard guidelines for adolescent/youth 

friendly SRH services (in process) 

- Small scale integration into PH services 

• Sex workers, MSM, [)rug users: 
- Special STD clinics (stand alone and integrated) 

- Access to general services for VCCT, 01/ART, MCH 

Referrals links in Cambodia (Continuum of 
Care) 

• Home-based co,.., 
• Fallow tJ11 
• Counseling 
• Pallfaflve eo,.., 
• Support groups : 

-F-----"""t.... : ~;~:.,;ty 
• ReligioUs 

10 

Men's involvement in Cambodia 

• Good start (couple ANC visits, mother class 
VCCT and FP) 

• But need improvement to increase number 
ofmen involved 

II 



Men's involvement in Afghanistan 

• Group health education sessions provided to 
men attending health facilities, including 
STI, FP, HIV 

• Involvement of community and religious 
leaders 

Comment on colored Matrix 

• General comments: 
- Confidentiality should be addressed at each 

level, particulalry in the columns on Sexual 
health and Counseling and Testing 

- Pre-marital counseling should be addressed in 
MCH, FP, STI and C&T 

Comment on colored Matrix 

MCH/FP 

'' 

I ~ 

- Young women (add and their partners) attending MCH 
clinic .. . . 

MCH/sexual health 
- Add pre-marital sex counseling 

MCH/counseling and testing 
- Provide HIV prev. counseling at routine couple visit ( 

add at all settings)' 
- Where HIV prevalence >I% change routinely "offer" to 

routinely "recommend" 
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Thank You 

Comment on colored Matrix 

• MCH/MCH 
-MCH->MNCH 

- For HIV -positive pregnant women, provide 
Comprehensive Abortion Care (iflegal and 
unwanted pregnancy 

- Offer routine couple ANC visit 

- Add malaria in endemic area 

Comment on colored Matrix 

FP/FP: 
- Change " encourage men" for "promote men 

involvement" in FP 
FP/C&T: 
- provide counseling and refer for HIV testing 
("routinely offer" is interpreted as mandatory in some 

countries->prefer "routinely recommend") 
STIIsexual health: 
- Please clarify "through patient or provider referral" 

STIIC&T: 
{"routinely offer" is interpreted as mandatory in some 

countries->prefer "routinely recommend") 

" 

,. 

II 
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Comment on colored Matrix 

• VCTNCT: 
- Row: Change "VCT for HIV centre" to "VCT centre" 
- Add "educate those who test HIV -negative to maintain 

their HIV -negative status" 
- Add "promote couples to come and get counseling and 

testing" 

• VCl!MCH: 
- Change "ask male clients" .. . to "ask .. . and provide 

infonnation ... " 
- Last sentence: add "for both male and female" at the 

end 

" 

Comments on Table 3. Functions necessary 
to support and deliver integrated services 

-Central administration-

• Clarify "competency standard" !human resource 
planning and management 

• Counseling guidelines 
- Add one bullet: "MNCH" 
- Infant feeding (add "in general and related to HIV-

positive) 

• Human Resource: 
- Add "supervision for quality improvement" 

• Health Information Management System 
- Data collection ... add "and utilization" 
- Monitoring, supervision, and evaluation 

" 

Comments on Table 3. Functions necessary 
to support and deliver integrated services 

- Provincial and district RH-

• Infertility Management, fistula repair and 
cervical cancer, only if possible and 
relevant 

• Add a bullet on "STI prevention and case 
management" 

• ART add "for adults and children" 
• Provide support, supervision and feed back 
• Clarify "placement exchange program" 
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Comment on Matrix 

VCT/FP: 
- Small observation: start second paragraph by a 

verb (consistency) 

Comments on Table 3. Functions necessary 
to support and deliver integrated services 

-Central administration-

Liaison with UN to be changed for 
"Harmonization with UN" 

• Advocacy for government political and 
funding support 

Comments on Table 3. Functions necessary 
to support and deliver integrated services 

- sub district RH-

• In title : "sub-district health care facilities or 
health centres" 

• First bullet: concern that care services for 
HIV is not available for HIV/AIDS (need to 
split in 2 sentence) 



Comments on Table 3. page 35 

• Strongly recommend for every level to change 
"routinely offer" to "routinely recommended". 
The word offer is confused with mandatory testing 

• Intervention for HIV positive women: include "01 
~nil ART prnvi~inn ifrP.Q\JirP.d" 
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Comments on "Concept, p 21-22" 

• Suggestion to summarize the key points in 
one paragraph. 

• Diagram is OK 

,. 
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CHINA 

DAY 1 Group Work 

CURRENT STATE INTEGRATION 
National Level 

• State Commission AIDS Working 
Committee [SCAWC] 

• National Family Planning Commission 

• National Working committee for Children 
and Women [NWCCW] 

• International Support [bi-lateral programes] 

• GONGOs [All China Women's Federation; 
China Communist Youth League] 

CURRENT STATE INTEGRATION 

Lessons Learned 
Government Commitment is necessary in order integrate 
Coordination Mechanism must be clear before initiation 

• Clarification of responsibility for each stake holder 
• Utilization of existing networks is critical, rather than creating new services. 

Challenges 
Integration is not the only means of achieving outcomes for women in China, 
Need to ensure that increased stake holders can work together _ 
Lack of capacity of providers on dealing with sensitive issues [counselling 
and other 1ssues)-stigma and discrimination. 
Health care providers roles are very specific. Will need training to integrate 
Monitoring and Evaluation of integration is difficult with many partners 
because it is hard to assign accountability. Who is responsible? 
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WHY INTEGRATION 

1. In order to meet unmet needs of patients in the health system 
2. Financing: To avoid creating a new system; less expensive to 

integrate 
3 Vertical system does not address the various needs of the clients 
4. to decrease the large amounts of referrals and accommodate the 

needs of women 

Examp/01: Sex worker is planning to become pregnant., she get pre 
and post CCJUIIS~IIIny, an(} IIUW HIV l~sl, <llltl 1/1~11 ~MT'CT; dlltl 11.-w 
born. 

MCH ssrvl~;es, ST/ services, Family Planning, Nutrition, Paediatrics, 
also Women's Feaeration may work with long term family planning. 
Those are all different facilities. 

CURRENT STATE INTEGRATION 
Best Practice 
MCH CDC FP Remarks 

IECIBCC B B B Mia.rant Workers 

B B Premarital 
Screening 

STIIRTI B B B PGD for RT 

Contraception B A 

Condom Promotion c B A Condom Promotion 
in Guang'li 

PMTCT 8 Pilot Sites 

Prong I A c 8 

Prong 2 B B A 

Prong 3 A c 
Prong4 A A 

ACCESS BY MARGINALIZED 
Matrix of Service Components 

Overarching Issue: High risk groups are not 
sufficiently covered in the matrix in the 
Framework. They are described as "vulnerable 
groups" or "high risk groups". We need to be 
more specific about the interventions for: sex 
workers [male & female]; IDUs; clients of sex 
workers; persons with multiple sex partners. 
This is important because there are many 
governement, NGOs and others providing 
services. 



REFERAL LINKS 
Matrix on Functions: National 

Central Administration 
Need to be explicit that women and children's services 
may be broader than Health 

• Need a role for an overarching coordination body, {State 
Council} is separate from Ministry Level 

• Ministry of Finance is particularly important. 

Function 
Need to address stigma and discrimination in national 
laws 
Supervision [Chinese Experience] to motivate personnel, 
provide technical support, and advocate for action. 

-67-
Annex 5 

REFERAL LINKS 
Matrix Functions: Provincial/Local 

Provincial L•v•l 
Need to add more ad"mlnistralfve tun.clfo.n• 1nd roht5 to aiSapl national guidelines to local 

level 
Funotfons 
Note: These should be spelled out at the national level. but there is some room tor 

sdeptstion 
Provide services to referred client! from local level faclnties 
1n!orm1tion colt.etron &rut SUrveman:ce coordination 

• lnvettigate the promotion of •youth frlemily -.ervira-.:·, A•p•rlaUy fnr •nut nf 110r.hnn1• 
youth. 

Loc•l Lwei 
Funr:tions 

~bg ~e~:~~ta:::=,t[H~J+ n:~~~J. higher level facBities, e.g. to an STI clinic or a 

• Investigate the promotion of-yGuth friendly services·, especially for "out of school" 
youth. 
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Feedback from Group 10 
(India and Bhutan) 

Current Stage of Integration 

• Integrated approach is already a part the 
Government policy of both countries: 

-Targeted interventions are being given 
priority as a part of the national program 

- Health workers overburdened with too 
many activities 

- Need for additional health workers or 
capacities for strengthening? (more resources) 

• Guidance for service delivery of a 
basic minimum package at different 
level of health care needs to be 
incorporated 

• Strategies and interventions for risk 
reduction in the women of child 
bearing age have not been 
adeq~ately addressed in t~e matrix 
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• Draft framework, for whom? 

- For countries? 

- For donor agencies? 

• How will this framework 
document relate to other 
existing ones? 

• The enhanced resources required for 
effective integration need to be elaborated 
in terms of financial, infrastructure, human 
resources etc. (to be enhanced in tandem 
with each other) 

• Integration between donor agencies for 
implementation frameworks 



Context for ANC in Lao PDR 

• Maternal mortality - 405 per 1 00,000 
• Newborn mortality- 60 per 1 ,000 
• Child mortality- 82 per 1000 
• Health care system - needs improvement esp at 

district level , 
• Access of marginalized groups to health 

prevention and care services- in general 
population the access is st ill very low especially 
women in remote communities. Generally in the 
northern villages is difficult to access. 

Encouraging ANC Seeking 

• Encourage them to take responsibility for 
their own health 

• Strengthen and improve health services, 
especially at district level 

• Advertise and promote existing services 

• Develop better referral protocols 

• Campaign for couple involvement 
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HIV and ANC in Lao PDR 

• HIV prevalence in Lao PDR is estimated at 
0.09% in the general population. 

• Main groups affected are mobile populations
service women (2.02% nationally- and MMM
mobile men with money or clients of sex workers 

• Compared with high ratP.<> of m<'ltPrn<=ll , nP.whnrn 
and infant mortality HIV is not as pressing. 

• However getting women to ANC will enable 
them to access ANC,PNC, Delivery, STI and 
HIV services 

Challenges for ANC 

• Low coverage of ANC - 34 % 
• Delivery at home 86% 
• HIV and MCH services- different 

geographic locations and different targeted 
groups 

• Access to health services still low 
• Weak health services at district level 
• Vertical structure and poor coordination 

between HIV and MCH services 

Male involvement -Steps 

• ANC couple counseling 

• Post-partum couple counseling 

• Target expectant fathers in STI/HIV 
prevention 

• IEC and media targeting expecta'nt fathers 

• Family education 

• Campaign on responsible fathers 
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Prophylactic ART 
The most commonly used protocol in 

Malaysia 

MOTHER 

LABOUR 
AND 

DELIVERY BABY 

Provisional transmission rates -3.7% 
Simple, but note adherence risks of "long" neonatal phase, 

resistance risks with single drug protocol 

Q1 & Q2: Key reasons for integration 
of services 

Factors Human Financial/ Facilities Approach 
resources/ Money infrastru lmplementatio 
Man cture/ ol 

Material Methodology 

constraint/ 2 5 5 4 

limltatioa 

overload 2 4 3 NA 

accessibility 3 4 4 J.4 

client orientated 4 NA 4 4 

quality of seTVice 4-5 4 4 4 

referral & 4 NA 5 5 
feedback 

Range /legend: 1 (Jowest/ poor) to 5 (bes!lexcellent) NA: not appbble 

CHALLENGES 
accoua adap availabl access affor approri accep Attra 
table table e lbJe dable ate table ctivea 

tSS 

MM 5 5 5 S+ 5 5 5 5 

NM 5 5 5 5 5 5 5 5 

CM 5 5 5 5 5 5 5 5 

SRH 
-1doLHultb 5 3 5 4 5 5 3 3 

-Wome-n hnlth 5 5 5 5 5 5 5 5 

HIV 5 5 5 4-5 5 5 5 J.4 
·P"l'ml»n. 
R1.. , npport 
..... PMTCT 

Strcngh of 5 5 4-5 4-5 5 3·4 5 4·5 
Healtbcare 
system 
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400,000 
l•w~,.-~ 

350.000 7 \~ 

v 
50,000 a 8 2 -5 

"""' "'" ""' 
,., 

- 5GOO .. ~ed l 6 J.a&7 ttli.6JID ~-.:F.M) ,.,.,. :JIIJ'.'tOt 30' - '-~ ~n.01a :J.a_llU 

~ ·-
..,. ·- .... ..,, o . ..-r .. .,. o,m 

0 Babyv.ttiiHIVp~i¥• Connge for PMTCI' (2005) • 96 9 "!. J % D•tl)' wlthHlV+n • 321140 . 3.8"1· 

Points to share with: 
Integration had been initiated in stages into the MCH 
services since the early 1980s (Malaria, TB & STis); 
comprehensively from the 1990s (Family planning -early 
90s, PMTCT since 1998) 

Modified budgeting system (MBS- led manager 
manage; since 1992) 

Health management information system (HMIS), THIS 
(Total hospital information system) established since 
1989 and strengthened over the years 

• Quality Initiatives: QAP for each activity/ services 
provided at every level of care ( 1 o /2°/3 ') 

ucountl adap availabl access affor approri accep Attr1cti 

·~ l.ta.hk_ l..i.tiie_ l.d.abk. .m.. _tahl<._ 
M•r&iJI•lUtd '-5 

~. 
MSM 
JVDU 
Tnruntil'" 

.l .. r.trr•nt 
Mohllto 

·Aboripn'" 

W~llnHt 

nrvtct 
(sinuRMI: 

2001 ·2005) 

Pr'"nndonof 
Plffll,fsTo 
Chl.ldr~n 

Tnnsrn.WI 

k!~~ 
rorRM9: 

2-3 ... 2.;) l.:l l.:l 

.. , .. , .. , 
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7.11.06 

IJ 

Health service structure 

CHALLENGES FOR INTEGRATION 

• Challenges 
-Human resources- workload of BHS, #of HCP, 
-Capacity of the staff- not enough capacity to 

decide (tech & management) 
-Supplies & materials (adequate & timely) 
- Referral and FU 
-Cross cutting- sustainable 
- ??? funding - if to provide more services & 

more coverage 
- Service delivery points are providing - one 

stopped service 
- TMO- MCH,STI , HIV 
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I 
1. KEY REASONS 

I 

• Pattern & extent of spread of HIV 
- From concentrated to generalized pop- 1. 75 % in 

Sen surveillance -2004 

- More mother and newborn, and children 
a reaffected 

I 
CHALLENGES FOR INT£6RATION 

- Human resources- workload of BHS, #of HCP, 

- Capacity of the staff- not enough capacity to 
decide (tech & management) 

- Supplies & materials (adequate & timely) 

- Referral and FU 

• Cross cutting - sustainable 

3. SC£NARIO I 
young married woman who is 5 months pregnant 

MCH clinic/RHC for ANC 

From lam~. friends 

RegLII!u ti~l'lrrce-s".& HIV l•:allld 
services -Current situation 

HN related services 

I 

• Regular services 
litollltraAN CO<l rll'lnlllionofp.rtg Grou p lnfo onHI\IIInd"'preles1 CouiiMIII'ISI 

oo~·· · ·••eu:tpt cSewoollilll HIVIetllrlg 
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C I 

C I 

I 

I 
• Factors prevent 

- Limited Knowledge due to low education, 

- High rate of home deliveries 

• Fooilitoting Footoro 
- Increase awareness and knowledge among 

community 

I 
5. MEN INVOLVEMENT 

l 

• Low male involvement 

• Steps 
- Education/ awareness 

- Community mobilization 

- Form male frontline health promoters 
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I 

4. REFERRAL UNKS 

• Already existing but accessibility - limited due to 
geographical/remotes 

• Depend on the PMCT project sites 

• To improve-
- Transportation 

- Financial and support from family members 

- Male participation and awareness on the danger signs of 
pregnancy 
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Group Work on Framework 
NEPAL 

• In our setting 80% of health services are delivered by government. 

• In urban areas private sector must be -considered. 

• Civil society and promotive aspects covered by civil society organization 

• Can civil society fit into the framework. 

• Services are already integrated structurally at the community level. 

• Problems are that people are not trained in the areas. 

1. In Nepal key reasons for integrating services? 
a. Maximum utilization of resources 
b. Goal to reduce existing maternal, neonatal and child mortality rates 

c. Geography with major access and transportation issues 
d. Poverty 

2. In your country what is the current state of integration and what are some of the 

challenges? 
a. State of integration is good at VDC and PHC 
b. Vertical nature at referral level facilities 
c. System and structure in place 
d. Issues: 

• Quality of services 
• Lack oftraining ofHCW especially on HIV issues 

• Predominance of high profile programs (ie. FP) 

• Logistics and supply management is weak 

• Manpower issues (Gap) 
• Referral system is weak 
• Weak inter-sectoral collaboration (central level) 

• No specific community programme (HIV) at public sector 

Annex 5 

• NGOs/CSOs limited in small pockets (HIV)- Geographical preference 

• Private hospitals and medical colleges: difficult to integrate these programs 

• Sustainability of integrated services (funding, HR, logistics) 

3. Access by marginalized people to services in Nepal: 

a. MCH services 
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SERVICE Young Single FSW IDU Disabled MSM Trafficke Migrant Children 
s People Women (no d women s vulnerable 

special to HIV 
program 
s) 

MCH available N/A ??? No No data N/A No/ Male Good 
Returnees mostly 
thru NGO N/A 

FP available Good Availa ? ? Don't go Good availabl N/A 
/urban ble, but e 
private utilizat 

ion not 
clear 

STI Urban Urban Urban nil ? GO and Through Urban NIA 
areas- areas- and NGOin NGO's areas-
available availabl highwa urban availabl 
Rural- e ysin areas e 
drugs not Rural- NGO's Rural -
available drugs drugs 

not not 
availabl availabl 
e e 

HIV Urban- Urban- Urban- Urb ? GO and Through remote >18 months 
counselin available, availabl availab an- NGOin NGO's areas only. 
g remote e, le, ava1 Urban limited Problem 

areas not remote remote lab! areas (throug with street 
available areas areas e, h children 
(through not not rem NGOs/ access to 
NGOs/GO availabl availab ote GO's services 
's) e(throug le(thro area 

h ugh s 
NGO's) NGOs/ not 

GO') avai 
lab! 
e(th 
rou 
gh 
NG 
Os/ 
GO' 
) 

Neonatal available N/A Limite ? N/A Through availabl 
/Child d NGO's e 

throug 
h 
NGO's 

Mental Few in Few in Nil ? yes nil 
Health urban 

areas 
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3b. Steps could be taken to improve their access and what are the challenges in achieving this. 
• Implementing or strengthening specific programs targeting groups with poor 

access. 
• Develop policies and guidelines 
• Increase awareness raising activities 
• Quality improvement 
• Capacity building 
• Improve attitudes 
• Improve links between NGOs/CSOs and government services 
• Ensure sustainable supply of commodities 
• Monitoring and Evaluation system in place 
• Resources for capacity building 
• Advocacy for intersectorallinkages- political leaders 

4. How strong are referral links to clinical services? 
• · In general very weak 
• Practically not functioning for geographical and economic. 
• Lack of roads 
• Support system 
• Social/cultural barriers 
• Limited capacity ofrefhospitals 

4b. What steps could be taken to improve the strength of linkages and quality of referral care? 
• Improve coordination, communication and cooperation 
• Improve awareness of other services 
• Establish comprehensive services center in each region (cost implications?) 
• Improve transportation (transport subsidies) 

5. What extent are men involved? 
• Limited involvement in ANC, delivery 
• Some are involved with immunizations 
• Men make most of health decisions for family 

Sa. What steps can be done to engage men? 
• Men need education on importance of ANC 
• Shift focus to couples- consider Saturday clinics 
• Couples ANC visit 
• Update IEC material to include men 

Sb. What are the challenges? 
• Traditions 
• Time 
• Financial issues (missing work) 
• Attitudes 
• Childcare 
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MCHC 
MCH column 

76 

Matrices 

• Wording of second sentence- change to "optimal infant feeding (inc exclusive 
breastfeeding)" 

• 3rd paragraph- change wording to match VCT matrix wording 

• Add paragraph on For HIV ne~ative pregnant women: education on HIV risks, 
importance of staying negative, how to stay negative 

Sexual Health column 
• Add "provide or refer for HIV PEP" (since may not be easily available in every MCH 

clinic )6para 

Family Planning Clinic 
FP column 

• 5th paragraph- change wording to match VCT matrix wording 
MCHcolumn 

• Last paragraph on exclusive breastfeeding is repetitious (from FP column) 
• In 2"d paragraph, add that women stopping contraception should be counseled to take 

daily folic acid 
Sexual health column 

• Last paragraph. If women and their partner test HIV and STI negative, are in mutually 
exclusive relationship and are trying to conceive, would not encourage condom use. 

STI Clinic 
Sexual Health column 

• last paragraph- change wording to match VCT matrix wording 
• Add paragraph- Advice patients with STI to refer sexual partners for STI detection 

MCH column 
• Change "wife" to "partner" 

VCT Centre 
VCT column 

• Add paragraph about counseling those who are negative on risks ofHIV and how to stay 
negative 

• Add paragraph encouraging all who test to refer partners in for VCT. 

Table 3 on page 27 
• Central level: Add Ministry ofYouth and Education. Ministry of Women Development. 

Ministry of Local Development. Ministry of Justice and Empowerments 
• Linkages between levels 
• Referrals between levels 
• PLHA involvement at all levels 
• Community involvement at all levels 
• Capacity building all levels 
• Joint action plan at each level 
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Pg 35 Table 3 (? Should be Table 4) 
Clarify in the title that different strategies may be used in different parts of the country (based on 
situation and HIV prevalence) 

VCT during ANC row 
• 2nd column (faoilitien with VCT but no PMTCT, hi prev)- Would take out the or phrase 110 

that all pregnant women are offered counseling and testing (since there is a high 
prevalence, since women may not be totally honest or understanding of their risks- ie. 
Partners activities) 

• 3rd column (Facilities with no VCT and no PMTCT)- leave current sentence, but add 
"refer all pregnant women for VCT if feasible" 

• 4th column (low prev, with VCT)- add if resources allow, offer VCT to all pregnant 
women and their partners 

• 51
h column (low prev, no VCT)- add option of referring all high risk women for VCT, 

since. we know we will miss most HIV infected women if we screen only 
symptomatically. 

Add row under interventions for HIV positive: 
Interventions for HIV negative women: Offer counseling on risks of HIV and how to stay 
negative. This should be the same across all columns 

CONCEPTS 
Figure 6 needs either modification, explanation or deletion. Doesn't really match text. 
Community health circle should be more encompassing. Missing young people and adolescents 

Nepal country questions 
Ministry of Health has responsibility for integrating and strengthening outreach and referral links 
NCASC under the ministry of health facilitate this 
NGO's very involved as well. 
PLHA Networks are also involved in decision making 
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Philippines and Mongolia 

Question 1. 
Reasons for integration services 

Limited resources (human, logistics NO FINANCIAL) 
System (only one person delivering different services) 
Relationship (direct relationship in health outcomes between mother and child) 
For wider coverage of services 
To increase access especially the marginalized pop 
For greater impact of intervention 
Increased prevalence of STI amongst MARPS spreading to the gen. pop. 
Reduce stigma and marginalization of MARPS 
Hidden and growing prevalence ofHIV and AIDS 
Commonalities of risk factors and interventions 

Current state of integration and ongoing process 

RH Policy that reflects FP, maternal health, adolescent health, 
gender and STI issues and violence, male involvement and 
management of abortion. 

AIDS AMTP IV Philippines 

- • ~ • •• :.~· :· .1' : .. _.,. ~ .. : •·•• :--- .:;-.. .. ,, -

' . - . -~ ..... . -· - '- - ~- -- -

All programme are under the National center for Disease 
Prevention and Control 
Operational manual on women's health and safe mother hood 

National Framework of integration in terms of tools and 
standards in areas maternal health, family 
Essential care Practice Guidelines on newborn care and safe 
pregnancy 
IYCF 

"s-eiv.iGe..I>en~f.Yilt :-9:-df · · ·· ·- • •, ~~~ ~-·;9 I'~ ~ .,, . ··.t.~. --~~ -~,..::- ·~,:~ ~ ., - -· ... ~ 

Multi-sectoral involvement in HIV prevention and family 
planning and RH 
Scheduled service provision at service delivery level 
lntegrated operational plan+ 

Challenges 
Implementation in a devolved set up 
Limited budget and supply 
Human resource and migration 
Access problem: in reaching out migrant workers. 

- - -- -
. -

Beginning process 
Big meeting in December for integration 

-~ce1Ben{r~j·'<;.,,>;._. -..z: . c;:;:._.J~~~~~·;~~~~~ 

Going to start Harm reduction programme 

Challenges 
Community involvement 
NGOs with variety of interests and different projects 
Lack of male involvement especially in maternal health 
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Social cultural factors 
Focus on civil society in major cities limited in rural and 
urban areas 
Documentation of good practices is limited 
Strong Catholic influence 
Sensitivity (Government) on Harm reduction 
In-terms of HIV, limited baseline data on general population 
Lack of male involvement in Maternal Health 
Functionality of working groups is questionable'/ 
Strength Strength 
Multi-tasking capacity of field workers High literacy rate in the country 
Harmonization of external partners and donors 

Summary of the Different Scenarios: 

Questions Philippines and Mongolia 
Where would this person Private clinics, health centers, STI clinics, hospitals, TBA (in case of 
be likely to seek care? pregnant women), self-medication, adolescent friendly clinic 
How would they know Word of mouth, personal perception, need for more popular version of 
where to go? promoting the services 

What services should they FP 
be offered? HIV prevention and condom promotion 

VCCT 
STI screening and management 
FP counseling 
Routine MCH services 
Complete management and treatment- available in hospitals 
Specialized care in tertiary level facilities and Women and Children's 
Protection Unit 

Are these services Not likely that all services will be provided in one facility but providers 
available at the facility know where to refer 
they are likely to attend? 
If not, are they likely to be 
referred? 
What factors might - lack of information 
prevent this person being - financial problem 
able to learn about and -stigma 
take up services that - lack of supply 
would benefit their sexual -health workers' attitudes 
and reproductive health? - lack of privacy 

-physical accessibility of the facility 
- not client-friendly services 

What factors might make -severity of illness 
them more likely to seek -financial capability 
care appropriately in the -improved attitude of health workers 
future? -integrated services with complete facility 

-adequate information 
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Question 4. 

In your country how strong are the referral links to clinical sevices? 

• National referral system and treatment 6 treatment hubs in the country 
• All government retained hospitals with HIV/AIDS Core Teams+ some private hospitals 
• HACT offer counseling, screening and treatment of Ols only for AR V, he individual is referred to 

treatment Hubs 

What steps could be taken to engage referral links and quality of referral care? 
• Technical support and capacity building 
• Supervision and monitoring 
• Strengthen referral system and feedback mechanism 

Question 5 
In your country to what extent are men involved in sexual, reproductive, maternal, newborn and child 
health? 

What steps could be taken to engage men? 
• Finalization of national policy on men's involvement in RH 
• Strengthen health promotion 
• Advocating men's groups to involve in RH 
• Capacity building of implementers 
• Challenges 

Implementation of administrative MIRH 

Pages 16-19: Matrices 

Overall suggestions: 
To address the diversity of different countries 
Provide guidelines that will reflect facility based as well as outreach activities under the 
framework of integration 
Guidelines for low, concentrated and or generalized HIV and AIDS epidemic 
Guidelines for a devolved or centralized set-up 
The framework must focus on possible entry points that will reflect real areas of integration 
between or among existing programmes that can be taken on by individual countries. 
The matrices must reflect the relationships of facilities with other sectors in the community and 
the "how to" without sacrificing the quality of each programme 
Integration must be able to reach-out marginalized groups through systematic out-reach activities 
in order to promote universal access. 
The integration guidelines must serve as a venue to encouraging MIM (meaningful involvement 
of men) 

Page. 27: Table 3. Functions necessary to support and deliver integrated services 

General Comment: this will vary from country to country due to different health care delivery system 

Overall suggestions: 
1. Central Level: 

To include research and development as basis for planning and policy development 
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Consultations and collaborations must include other stakeholders like inter-faith, media, corporate 
community 
To add advocacy for legislative agenda 
To include the provision of technical and logistic support in the context of the programme 
management and system development (e.g. referral) and national policy 
Ensure regulatory and quality assurance mechanisms are in placed 

2. Community Level: 
To include referral and follow-up mechanisms 

Page. 35: Table 3. Planning for scaled up comprehensive PMTCT interventions in a country with 
low national HIV prevalence and areas with higher HIV prevalence 

General Comment: 
I. reconfigure table 3 to reflect the four levels of interventions vis-a-vis prevalence ofHIV and 

AIDS 
2. why are we referring to specific site like PMTCT 

Overall suggestions: _ 
I. To include in all rows of the table for low prevalence countries: STI and HIV prevention must be 

emphasized or must be a part of the routine counseling and provider initiated VCT. 
2. Risk assessment of clinic attendees and depending on the level of risk/vulnerability, provide 

necessary services. 
3. To include pre-pregnancy or/and pre-marriage counseling. 
4. Refer clinic attendees seeking special medical needs to appropriate health facilities (e.g. HIV and 

AIDS treatment Hub or HACT) 
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Group Work 

Countries - Sri Lanka, Kiribati, Fiji 

1. Key reasons for integrating services 
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Maternal and newborn mortality rates are low in all three countries. 

Youth Population 

• Youth population in all the three countries is high 

• High risk behaviours as shown in National surveys( Sexual, drug abuse) 

• Lack of access to conventional services due to stigma and discrimination 

Opportunity to provide integrated services at school level through School Health Programmes using Life 

skills education. 

Difficult for youth to access maternal and child health services due to stigma and discrimination hence 

alternative services such as Drop-in-Services or Youth Friendly Health Services are being made available 

for youth and other appropriate services should be integrated in order to provide comprehensive services 

making them a one stop shop. 

Pattern and extent of spread of HIV 

All three are Low prevalence countries with the main mode of transmission is unprotected heterosexual 

transmission. Male to female ratio is narrowing in all three countries is a danger sign although MTCT is 

still low. 

Strength of health care system 

• Government health services are free of charge 

• Government & Private sector Primary health care infrastructure is strong in two countries. (Sri 

Lanka & Fiji) 

Access of marginalized groups to health prevention and care services 

Very poor 

2. Current state of integration 

• Screening for syphilis- VORL testing of antenatal mothers to eliminate congenital syphilis is 

___ integrated. __ _ 

• Syndromic Management of STI 

• Family Planning services 
• Cervical cancer screening (in one country) 

• HIV screening for 30% of mothers attending Tertiary Hospitals -Fiji ( 98% deliveries are in 

hospitals) 
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Challenges 

• Lack of coordination between MCH & HIV programmes 
• Quality services 
• Unequal distribution of resources ( HIV getting more money) 
• Inadequate trained health staff due to various reasons ( high turn over, migration, lack of 

incentives) 
• Allocation of resources adequately and appropriately 
• Over burdening the health staff 

Annex 5 

3. How much access do marginalized women and men have to MCH, FP, STI and HIV prevention 
and counseling 

Accessibility to FP, STI and HIV services is limited 

Eg 18 year old sex worker 

Difficult to seek care at conventional service points at present. and the person may get to know where to 
go through peers or media and they should be offered integrated services but at present all the integrated 
services may not be available and they could be referred to the STI /FP clinic. Stigma, poverty, illiteracy, 
staff attitudes, may be a barrier to seek services. If they are educated on where to seek treatment and that 
integrated services will be offered at point of care and staff are friendly more people will seek treatment 

What steps could be taken to improve their access and what are the challenges to achieving this 

• Increase awareness about complications of not using contraception, availability and accessibility 
to services 

• Users friendly services 
• Sustainability of services provided & commodities 

4. How stro-ng are the referral links to clinical service eg emergencv obstetrics care, care for 
premature babies, PMTCT services for HIV positive women and antiretrovital treatment. 

Referral links to emergency services are available but quality of services inconsistent due to lack of 
resources ( staff, transport, emergency situations ) 

Steps to improve strengthen 
• Rational allocations 
• Accountability 
• Upscale skilled services 
• Monitoring & Evaluation 

5. To what extent are men involved in sexual, reproductive, maternal, newborn and child health 

Involvement in providing maternal and child care and the role of responsibility is selective. However, no 
research studies 

Steps that could be taken to engage men 

• Educate on parenting 
• Facilities & services to be more father friendly 
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• Change culturally believed taboos 

Concepts should be included but it should be precise and also reflect the components of the matrix. 
Concepts and the diagram -figure 6 needs to be congruent. 

Components Maternal & child health Family Planning Sexual Counselling & testing for HIV 
Health 

Maternal & Provide home-based 
child health child health record and 

preventive and 
promotive SRH for all 
ages including 
vulnerable groups 
marginalized by poverty, 
single, migration, 

Routine couple pre-
pregnancy visit Ensure their infants receive co-

trimoxazole prophylaxis, 
Delete the term HIV follow up care and early HIV 
positive women & men diagnosis 

Components Family Planning Maternal & child Sexual Counselling & testing for HIV 
health Health 

Family Counsel about 
Planning increased 
Clinic susceptibility to HIV 

infection during 
pregnancy and risk 
of MTCT of HIV 

Components Counselling & testing for Maternal & child Family Sexual Health 
HIV health Planning 

1 • 1 

I 

Components Counselling & testing for Maternal & child Family Sexual Health 
HIV health Planning 

Youth 
Friendly 
Health 

Out reach 
(countries 
where service 
coverage is 
low) 
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Where services are functioning well and women are familiar with and are able to reach separate facilities 

horizontal integration is not a priority. ( eg Sri Lanka) 

Responsibility 
All four areas- Ministry of Health ( all3 countries) 
Donor and UN agencies and NGOs working to strengthen the National Strategic Plan 

Table 3 -page 27 

Provincial /district referral hospital 
Collect, analyse and use consultative data in planning and management 
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Thailand 

Current state of integration 

• Emphasis on (married) couples only 

Access for marginalized groups to 
MCH, FP, STI and HIV prevention 

and counseling 
Migrant Sex Worker 
• Where seek care: GOs & NGOs 

• Source of information: through employers and 
friends 

• Services offered: full 

• Availability of services: yes 

• Encouraging factors/steps to improve access: 
legal registration 
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Reasons for integrating services 

1. Improved sexual and reproductive health 
of young people 

2. Pattern and extent of spread of HIV 

3. More efficient use of resources 

Challenges of integration 

• Negative attitudes of service providers 
Uudgmental attitudes towards SWs, IDUs 
and female STI patients) 

• % of men who attend ANC with partners is 
low 

• Should pre-marital/pre-pregnancy be 
integrated? 

• Inadequate youth friendly services (both 
quality and quantity) 

Female teenager with sexual abuse 

• No specific service available 

• Need mental support services 

• Few NGOs provide support 

• Need services (not available) STI , HIV, 
counseling, mental support, legal services, 
family planning, social welfare, 

• Challenges: social attitudes, transport cost 

• Encouraging factors: school curriculum, life skills 
training , child protection, peer support 

1 



Strength of referral links 

Already quite strong but could be improved by 
• building capacity (knowledge, attitudes and 

skills) of service provides both GOs & 
NGOs 

• strengthen community participation and 
capacity of self-help supporU 
interdependency (transport cost, referral, 
social welfare services, etc.) 

• Strengthen outreach services 

Challenges for men's involvement 

• Concepts regarding gender roles among 
service users and service providers 
(cultural aspects) 

• Employers understanding 

• Time/money 

Framework Document Review 

• Family Planning Clinic: 
- Rename and create new brand name to make more 

friendly to youth single and men 

- Relocate service points to community areas and 
central public areas with referral system for better 
services 

- Implement routine VCT 

- Offer sexual health education/package 

- Self-assessment checklist of HIV & STI risks 

- Collaborate with family planning outlets (drug store) 
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How to involve men in sexual, reproductive, 
maternal, newborn and child health? 

Areas that can be improved: 
Roles/responsibilities 

• Increase interest of men in attending with partners 
• Value change/attitudinal change 
rroposed strategies: 

Strengthen school sexuality education curriculum to 
improve knowledge and understanding of men's roles 
through mass media campaign, integrated in HIV 

community-based training (for men), school sexuality 
education curriculum 
Motivation techniques (social recognition/rewards) 

Framework Document Review 

• Page 22, agree with "Concept" 

• MCH clinic should be: 
- add details of ANC services (i.e. 

common/routine blood testing ," urine test, 
tetanus toxoid vaccine) 

-Well-baby clinic (anticipatory guidelines, 
vaccination, good mechanism- growth 
development) 

Framework Document Review 
• Table 3 page 27 

- condom supplies management system should be 
included 

- add Ministry of Education as one of responsible 
organizations 

- school-based education and counseling should be 
added in the list of functions 

- referral and follow-up linkage should be added into 
sub-district and community levels 

- add another level for civil society and private sectors 
(NGO) (i.e. counseling, health education, outreach 
activities, referral and follow-up) 
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Framework Document Review 

• Table 3 page 35 
- appropriate 

Step 2: Conduct an assessment 

• Too long and academic (limited action
oriented) 

• More than enough 

Recommendations 

• Read more like textbook than a manual or 
framework for implementation 

• Need conceptual framework 
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Step 1 :Thinking through the issues 

• Too long and academic (limited action
oriented) 

• 'Concepts' on page 22 could be cut or 
shorthened 

• Planning and coordinating responsible 
bodies include MOPH, National AIDS 
Committee (GOs, NGOs, Civil societies, 
PHA network, universities, etc.) 

Step 3: Plan strategy for 
strengthening integration and 

linkage of services 

• Lack of NGO, civil societies (religious 
groups, youth groups, people living with 
HIV/AIDS) and private sectors in 
implementation 

3 



Group Discussion Results 

Vietnam Team 

Current Status of Integration 

• Differ: 
¥ Depending on the sites. 
¥ Depending on the donors. 

• Strengths: 
¥ National Standard Guidelines on RH Care {2003). 

¥ ART Procedure {linkage bt. HIV/AIDS Care & 
Treatment- RH services: Safe motherhood, safe 
abortion, STis, FP ... ). 

¥ POA on HIV/AIDS Care & Treatment. 

¥ POA on PMTCT: Describe referral PMTCT
HIV/AIDS Care & Treatment. 

Scenario 1 (Sex worker 18 Ys 
migrant wants to get contraception) 

• YFS (IEC, counseling, provide contrace 

II ANC (IEC, counseling, contraception). I 
• STis centers (IEC, counseling, and clini . 

services, contraception), HIV/AIDS (VC , 
contraception). 

• Drug store (IEC, contraception). 

II Source of lnf: Peer group, mass media. 
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Key reasons 

• GoV Strategies, policies, MDGs: 

¥ASRH 

¥ Pattern and extend of spread of HIV 

¥ Me~l~:~rrJal morlality 

¥ Newborn mortality 

¥ Maximize resources to strengthen 
health care system. 

Challenges 

• Clear function and responsibility of 
the parties involvement (coordinating 
body, implementing agency etc.). 

• Clients' needs: Comprehensive 
services in one facility. 

II Resources (Human resources: 
quantity and quality, facilities, 
equipments). 

Obstacle Factors 

II Stigmization. 

Annex 5 

II Quality of services (Availability, Accessi , 
Affordability, Acceptability). 

IIIEC material, equipments. 

II Peer group information. 
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Supportive Factors 

• Minimize stigma. 
•Increase quality of services (available, 

accessible ... 

• Provide ICC material, adequete equipm 

• Mass media, peer education. 

Men Involvement 

• RSH including SM, safe abortion, FP, STis 
(IEC, counseling, provide contraception) . 

• PMTCT. 

• HIV!AIDS. 
• Steps: Mass media, mechanism to attract 

men to participate in the RSH-HIV/AIDS 
prevention activities. 

• Challenges: Beliefs, stigmization, 
knowledge. 
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Referral Link 

•oK. 
•Improve RH care center staff skills in 

counseling on HIV/AIDS, PMTCT. 

• Set up mechanism for integration 
(functions, responsibilities). 

•Integration should be vertically and 
horizontally. 
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