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Results from country programmes, cohort studies and 

mathematical modelling illustrate that significant and 

substantial reductions in new paediatric infections can be 

achieved as a result of high coverage with effective inter-

ventions for prevention of mother-to-child transmission of 

HIV (PMTCT). Following the success of a high-level, mul-

tilateral, heads-of-agency meeting in June 2010, which 

endorsed the goal of elimination of mother-to-child trans-

mission of HIV (MTCT), there is strong global commitment 

to the general concept and overall goal of MTCT elimina-

tion. However, there has been less clarity on the defini-

tion and terminology, the most appropriate targets, how 

to translate global targets to regional and national targets, 

the most appropriate indicators and the best methods for 

monitoring progress towards elimination. As a result, the 

World Health Organization (WHO), United Nations Chil-

dren’s Fund (UNICEF), Joint United Nations Programme on 

HIV/AIDS (UNAIDS) and United Nations Population Fund 

(UNFPA) co-convened a technical consultation on the 

“Elimination of mother-to-child transmission of HIV”, on 

9–11 November 2010 in Geneva, Switzerland to discuss 

these issues, develop technical guidance on the elimina-

tion of MTCT, and outline a draft framework for goals and 

monitoring (including indicators, baselines, target-setting, 

monitoring and reporting), and for an operational frame-

work and action plan to support the elimination of MTCT 

at the global, regional and country levels.

The bold, aspirational goal of eliminating new paediat-

ric HIV infections by 2015 was endorsed and positioned 

within the broader vision of improved HIV-free survival, 

maternal and child health (MCH), and sexual and repro-

ductive health (SRH). It was agreed that the elimination 

agenda should be linked to the global commitment to 

achieving the 2015 Millennium Development Goals 

(MDGs), as the success of elimination of MTCT is directly 

linked to the health of the mother and the child. Ad-

ditional linkages are needed with maternal health, HIV 

counselling and testing, broader HIV treatment and pre-

vention programmes, and with other initiatives using 

the same MCH platform (e.g. elimination of congenital 

syphilis). The elimination goal needs to be supported by 

a strong, focused global campaign. At the same time, 

synergies with related MCH and SRH initiatives need 

to be strengthened and MTCT elimination needs to be 

supported by these broader initiatives as well. Success 

in achieving elimination will require a comprehensive 

and multifaceted approach, including for decreasing the 

number of HIV-infected pregnant women (primary pre-

vention and family planning), bringing PMTCT services 

to all women and children in need, providing the most 

efficacious interventions feasible, strengthening health 

systems and working with communities. Community and 

civil society participation and support are integral to the 

success of elimination. 

Successful elimination of MTCT will require a high level of 

commitment, a new way of organizing, and a new way 

of working to support PMTCT at the global, regional and 

country levels. Strong leadership at all levels is critical, 

in combination with political and stakeholder endorse-

ment and increased, sustained financial support. Organi-

zational commitment, support and collaboration among 

agencies, partners, donors, regions and countries will be 

essential.

Clear baselines, annual targets and an agreed framework 

to monitor and measure progress need to be developed 

to support one programme and one monitoring mecha-

nism with targets for 2015. WHO and UNICEF, working 

with other United Nations (UN) and Interagency Task 

Team (IATT) partners, will work together to produce a 

global guide on setting targets and indicators for elim-

ination, and will develop an action framework to pro-

mote the elimination initiative and strengthen linkages 

to other, related initiatives and global strategies. The IATT 

and partners will work to develop and further support 

regional frameworks for elimination, and partners will 

Executive Summary
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work at country level to support national (country-level) 

targets for scale-up and elimination. 

The consultation recognized that elimination of new 

paediatric infections by 2015 is an aspirational goal, and 

the proposed numerical targets are intended to focus 

the global community on significantly reducing global 

MTCT and new paediatric infections to a much lower 

level public health problem. Regional differences, type 

of epidemic, disease burden, level of current country 

programmes, capacity and strength of health systems 

(especially the MCH infrastructure and the HIV pro-

gramme) all need to be considered in adapting these 

targets at the regional and country levels. 

ProPosed overall elimination goals and targets

The consultation proposed the following overarching 

goal for elimination:

“To eliminate new paediatric HIV infections and 

improve maternal, newborn and child health and 

survival in the context of HIV”

The consultation proposed the following overall targets 

for elimination to be achieved by the end of 2015: 

1. Reduce new paediatric HIV infections by 
90% from the 2009 estimated baseline

The overall global target should be to reduce new pae-

diatric infections from the 2009 baseline global estimate 

of ~400 000 to <40 000 annual new infections in 2015. 

This is a comprehensive target that reflects the contribu-

tions of the four-prong strategy for PMTCT. Regional and 

country targets should be developed to reflect the 90% 

global target. (However, it was recognized that in some 

regions and countries where significant reductions have 

already been achieved, a further reduction of 90% may 

not be directly applicable.) 

and

2. Reduce the overall, population-based HIV 
transmission rate (through MTCT) to <5% 
(<2% in the absence of breastfeeding or as 
measured at 6 weeks)

Baseline 2009 population-based MTCT rates should be 

established at global, regional and country levels, and 

corresponding targets for 2015 should be developed 

with the aim of reducing the overall rate of transmission 

among HIV-exposed infants born to HIV-infected moth-

ers to <5%. This 5% transmission rate target should 

be calculated based on “final” infection status in the 

context of breastfeeding. In settings where breastfeed-

ing for HIV-infected women is not recommended, and 

in settings where an “early transmission rate” is mea-

sured or estimated in infants at 6 weeks of age, a target 

of <2% transmission was proposed, consistent with a 

final transmission rate target of <5% for breastfeeding 

populations. (It was recognized that most countries focus 

on the transmission rate and estimated number of infec-

tions, but that there is currently wide variability in how 

and when this is calculated.) 

These targets on transmission rate were proposed 

based on the assumption of a background estimated 

rate of transmission, without any PMTCT interventions, 

of approximately 35% (including a rate of approximate-

ly 20–25% without breastfeeding). Based on the 2010 

Universal Access report, the 2009 estimated global 

transmission rate (“2009 global baseline MTCT rate”) 

was 27% (calculated as the estimated number of new 

infections/estimated number of births to HIV-infected 

women). 
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PMTCT ARV and HIV and infant-feeding guidelines. 

This target directly addresses the effectiveness of 

PMTCT services being provided to HIV-infected preg-

nant women at a population level.

 ■ Prong 4 (assuring linkages to care, treatment and fol-

low up): reduce HIV-related maternal deaths by 90%, 

and reduce HIV-attributable deaths among infants 

and children <5 years by 90%. While this target does 

not directly address the prevention of new paediatric 

HIV infections (although there is important overlap 

with Prong 3 on the provision of ART [treatment] to 

eligible pregnant women), it addresses the important 

linkage to maternal and child health outcomes and 

the need to link to long-term care and treatment be-

yond the time frame covered by PMTCT progammes.

The consultation reviewed and strongly endorsed the 

need for a comprehensive, four-prong approach towards 

elimination, and emphasized the importance of develop-

ing and including key targets and indicators that address 

each of the four prongs. In several cases, the targets have 

already been established as part of the MDGs. These pro-

posed targets should also be for 2015 and the proposed 

baselines will be estimated for 2009. 

 ■ Prong 1 (primary prevention): reduce HIV incidence by 

50% in young women (age 15–24 years) and in wom-

en of reproductive age (15–49 years). Achieving sig-

nificant reductions in new infections among women 

will help reduce the number of HIV-infected pregnant 

women and at-risk infants. 

 ■ Prong 2 (prevention of unintended pregnancies): re-

duce unmet family planning needs to zero among 

all women (regardless of HIV status). This is already 

a key MDG goal for improving maternal health. 

Meeting unmet family planning needs among all 

women, as well as the specific population of HIV-

infected women, will also help to reduce the num-

ber of HIV-infected pregnant women and at-risk 

infants.

 ■ Prong 3 (prevention of vertical transmission): reduce 

the overall MTCT rate to <5% (<2% in the absence 

of breastfeeding or if assessed in infants at 6 weeks 

of age). This is listed as a separate “prong 3” target, 

but is also proposed as one of two overall targets for 

elimination, since it directly estimates new infections 

among at-risk infants and is the most common indi-

cator used by countries to assess the impact of their  

PMTCT programmes. The target is based on what can 

be achieved with high levels of coverage with highly 

effective antiretroviral therapy (ART) and antiretroviral 

(ARV) interventions, based on the 2010 revised WHO 

related elimination targets for each of the four Prongs
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 ■ release of the revised 2010 WHO guidelines on ARVs 

for PMTCT (3) and HIV and infant feeding (4), recom-

mending more efficacious regimens and interventions; 

 ■ active work on the synergies between PMTCT and the 

2015 Millennium Development Goals (MDGs); 

 ■ drafting of programming guidance for Prong 1 and 

Prong 2; 

 ■ recognition of the need for a comprehensive, four-

prong (or four-element) approach to achieve elimina-

tion; 

 ■ regional MTCT elimination initiatives; and

 ■ increased funding and implementation support, par-

ticularly by the Global Fund to Fight AIDS, Tuberculo-

sis and Malaria (Global Fund) and the US President’s 

Emergency Plan for AIDS Relief (PEPFAR). 

This increasing advocacy and commitment culminated 

in a high-level, multilateral, heads-of-agency meeting 

in June 2010, which endorsed the goal of elimination 

(5). While there is now strong global commitment for 

the general concept and overall goal of “elimination”, 

there is less clarity on terminology, the most appropriate 

targets, how to translate global targets to regional and 

national targets, and the most appropriate indicators and 

recommended methods for monitoring progress towards 

elimination. In considering global MTCT elimination, it 

is important to also consider the experience and lessons 

learned from regional elimination initiatives already in 

place, and regional differences in epidemiology, particu-

larly between high-prevalence and low and concentrated 

epidemic settings.

In view of the commitment to elimination but lack of 

clarity on a number of key issues, it was agreed that a 

The 2001 Declaration of Commitment on HIV/AIDS at the 

United Nations General Assembly Special Session on HIV/

AIDS (UNGASS) called for a 50% reduction in the propor-

tion of infants infected with HIV by 2010. Although this 

global goal will not be achieved by the end of 2010 (as 

assessed by pending 2010 data, to be analysed in 2011), 

considerable progress has been made towards the na-

tional scale-up of prevention of mother-to-child transmis-

sion of HIV (PMTCT) programmes, introduction of more 

effective interventions and prevention of new infant in-

fections. In 2009, more than half (53%) of the pregnant 

women living with HIV in low- and middle-income coun-

tries were estimated to have received at least some anti-

retrovirals (ARVs) for PMTCT  (1); however, at least 30% 

of these women were estimated to have received single-

dose nevirapine instead of the recommended more ef-

ficacious regimens. Early in 2009, the Joint United Na-

tions Programme on HIV/AIDS (UNAIDS) first called for 

the “virtual elimination” of mother-to-child transmission 

of HIV (MTCT). This call has helped mobilize new atten-

tion and commitment to PMTCT and has set in motion a 

process of developing new global goals and targets for 

elimination of MTCT by 2015. 

During the past year, there has been increasing advocacy, 

new standards for more effective interventions and in-

creased commitment to “elimination” of MTCT, includ-

ing: 

 ■ active discussion at the annual meeting of the ex-

panded Interagency Task Team (IATT) on Prevention of 

HIV Infection in Pregnant Women, Mothers and their 

Children (April 2010); 

 ■ proposal for global elimination targets by United Na-

tions (UN) agencies (defined as a population MTCT 

rate of <5% or a 90% reduction in infections among 

young children by 2015)  (2);

Introduction
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technical consultation among key partners, and with rep-

resentation from all regions, was needed to review and 

better define the technical framework for elimination, in-

cluding targets, indicators and clear methods for monitor-

ing progress towards elimination. There was also agree-

ment on the need to develop an interagency framework 

consultation aPProach

The consultation featured both plenary presentations and 

working groups that focused on specific technical ques-

tions. The presentations and discussion topics are listed 

in Appendix 1. Modelling of various scenarios and analy-

sis of the contribution of the various prongs at different 

levels of coverage was presented (see Appendices 3 and 

4). Background papers were drafted for each of the four 

prongs and are included in Appendices 5–8. The three-

day meeting provided an opportunity to review current 

approaches, recent data and analyses, and to hear per-

spectives from a variety of stakeholders as part of a col-

laborative process of developing a common framework 

for elimination.

objectives

The overall objective of this consultation was to provide 

technical and operational guidance on the goal of MTCT 

elimination within a framework of support for the 2015 

MDGs. The specific objectives were:

 ■ To review and clarify the definition of and terminology 

for the goal of MTCT elimination;

 ■ To review and clarify global elimination targets, agree 

on proposed sub-targets, and recommend a process 

for developing regional and country-specific targets 

and time frames;

 ■ To define the most appropriate indicators, how to 

best establish baselines and propose methods for 

monitoring progress towards elimination;

 ■ To highlight linkages between MTCT elimination goals 

and the 2015 MDGs;

 ■ To recommend an operational framework and action 

steps to support MTCT elimination.

to operationalize support for MTCT elimination including 

coordination and implementation mechanisms, promote 

regional commitment, provide support for both high-bur-

den and low-prevalence countries, and establish a joint 

framework for monitoring and reporting on progress.



13

tional Development (USAID), and the Office of the US 

Global AIDS Coordinator (OGAC); the Clinton Health 

Access Initiative (CHAI); the Canadian International De-

velopment Agency (CIDA); the Elizabeth Glaser Pediatric 

AIDS Foundation (EGPAF); Family Health International 

(FHI); UNITAID; and partners representing civil society in-

cluding M2M, the International Community of Women 

Living with HIV/AIDS (ICW); and the Global Network of 

People Living with HIV (GNP+). (See Appendix 2 for the 

full list of participants.)

WHO convened this meeting in response to a recom-

mendation made at the June 2010 High-level Consulta-

tion on the elimination of mother-to-child transmission 

of HIV (5). The meeting was co-sponsored by the United 

Nations Children’s Fund (UNICEF), UNAIDS and United 

Nations Population Fund (UNFPA). Participants included 

country and regional representatives, technical experts, 

members of civil society, implementing partners, funding 

agencies and UN agencies. These included the Global 

Fund; PEPFAR, comprising the US Centers for Disease 

Control and Prevention (CDC), US Agency for Interna-

ParticiPants

exPected outcomes

The expected outcomes of this consultation were:

1. To achieve a consensus on technical guidance for 

MTCT elimination.

2. To draft a plan for an elimination monitoring and 

evaluation (M&E) framework: a guide on indicators, 

baselines, target-setting, monitoring and reporting 

for MTCT elimination 2010–2015 at the global, re-

gional and country levels.

3. To develop an outline for an operational framework 

and action plan to support MTCT elimination, includ-

ing a communication plan and support for country-

level processes.
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 ■ Reduce the HIV incidence among women of repro-

ductive age by 50%.

 ■ Provide ARV drugs for PMTCT to all HIV-positive preg-

nant women including ART for those in need of treat-

ment for their own health. 

 ■ Eliminate 100% of current unmet needs for family 

planning among all women. 

The UNAIDS PMTCT business case also emphasizes the 

need for continued support to countries with low-level 

and concentrated epidemics in order to also address their 

specific policy and programmatic needs.

Modelling the UNAIDS business case and 
elimination

In order to assess the feasibility of elimination of MTCT, 

several modelling scenarios for interventions were ex-

amined. The background risk (or rate) of MTCT is vari-

able, and can range from 15% to 45% in the absence 

of interventions (the consensus point estimate used 

in breastfeeding settings is 35%). This rate can be re-

duced to levels below 5% with effective interventions. 

Modelling work using the currently available Spectrum 

analysis software and country-specific data sought to 

identify the impact of expanded PMTCT interventions 

on the rate of MTCT and the number of new child infec-

tions in 2015 (Appendix 3, figure 1; see also Appendix 

A variety of background documents, technical analyses 

and presentations were considered as part of the review 

of key issues.

1.  Review of key background documents 
and recommendations

1.1 the unaids business case 

The UNAIDS Outcome Framework includes PMTCT as 

one of ten priority areas for future HIV/AIDS work (6). The 

PMTCT business case 2010–11 (based on a draft avail-

able for the meeting) (2), which was developed by UN 

partners (UNAIDS, WHO, UNICEF and UNFPA), proposes 

a global target for the elimination of MTCT, defined as 

<5% transmission rate at the population level or a 

90% reduction in infections among young children 

by 2015.

Additional “bold result” targets for 2011 and 2015 were 

set for the 22 highest-burden countries, which account 

for approximately 90% of all pregnant women needing 

ARVs for PMTCT:

Bold results 2011 (for 10 of 22 countries with the larg-

est number of HIV-positive pregnant women)

 ■ Reach at least 80% coverage with effective ARV drugs 

(based on the 2010 WHO guidelines) (3) for PMTCT.

 ■ Provide ART (lifelong treatment) to at least 50% of 

HIV-positive pregnant women in need of treatment 

for their own health. 

 ■ Reduce by 50% the current unmet need for family 

planning among all women. 

Bold results 2015 (for all 22 countries with the largest 

number of HIV-positive pregnant women) 
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In the modelling work, the distinction between the early 

perinatal transmission rate (commonly estimated at 6 

weeks of age), duration of breastfeeding, and the final 

infection rate are important considerations. In the best-

case scenario, assuming 100% of HIV-positive pregnant 

women receive ART/ARVs, the early perinatal transmis-

sion rate (estimated at 6 weeks without breastfeeding 

transmission) was 2% with triple ARV/ART. When com-

bined with 12 months of breastfeeding, and accounting 

for the additional monthly risk of postnatal transmission, 

this resulted in a population-level cumulative (or final) 

MTCT rate of 5.6%. (Additional breastfeeding beyond 

12 months, even in the presence of ARVs, would increase 

the final transmission rate.)

In conclusion, the models showed that significant reduc-

tions in MTCT can be achieved with expanded coverage 

of more effective interventions. The proposed global tar-

gets of a 5% MTCT rate and a 90% reduction in new 

child infections are within the range of the models, but 

were recognized to be very optimistic targets, as they can 

be achieved only with nearly full population coverage of 

PMTCT interventions and limited duration of breastfeed-

ing. Even with the provision of the more effective ART/

ARV regimens recommended in 2010, key determinants 

of the population-level transmission rate are: coverage 

(there is a big difference in transmission rates, assum-

ing 90%, 95% and 100% coverage) and the duration of 

breastfeeding (especially beyond 12 months). 

It was also noted that the available modelling was based 

on an “old” version of Spectrum. The modelling and anal-

ysis software used for these estimates is in the process of 

being updated, based on the latest evidence of effective-

ness of PMTCT ARV interventions, and newer estimates 

of incidence and prevalence. It was recommended that 

the key modelling be repeated when the updated soft-

ware is available to better define what might be expected 

to be achieved under different coverage assumptions. 

4 for the full background paper). The 25 countries with 

the largest numbers of HIV-infected pregnant women 

were used for the analyses. For these analyses, it was 

recognized that some of the targets were clearly aspira-

tional (e.g. meeting 100% of the unmet need for family 

planning) and other targets would probably be difficult 

to reach in specific countries; however, other countries 

have demonstrated clear progress towards achieving 

these targets. Assumptions included:

 ■ Reduce by 50% new HIV infections among women 

aged 15–49 years.

 ■ Meet 100% of the unmet need for family planning.

 ■ Provide 90% of HIV-positive pregnant women with 

effective ARV and ART regimens, based on the WHO 

2010 recommendations (this intervention was mod-

elled with “Option B”: ART (treatment) or triple ARVs 

(prophylaxis) during pregnancy and breastfeeding). 

 ■ Limit the duration of breastfeeding to 12 months (in 

settings where breastfeeding was felt to be the safest 

infant-feeding option), in conjunction with provision 

of ART or ARV prophylaxis during breastfeeding.

Based on the modelled data presented at the meeting, 

optimistic or “best case” results for the 25 high-burden 

countries showed that it would be possible to attain: 

 ■ A 79% reduction in new child infections between 

2009 and 2015

 ■ An 8% global rate of MTCT in 2015 

 ■ A cumulative reduction of 1.2 million HIV-infected 

pregnant women (and women needing ARVs for 

PMTCT) between 2010 and 2015.
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Member States was obtained in 2010. The key targets 

for 2015 include: ≤2% MTCT rate, <0.3 new infant HIV 

infections per 1000 live births, and <0.5 CS cases per 

1000 live births. To support these elimination targets, the 

PAHO programme goals are to increase antenatal cover-

age and interventions for both MTCT and CS to >95%. In 

this Region, avoidance of breastfeeding by HIV-infected 

mothers is also part of the PMTCT intervention package.

The Asia–Pacific Region (including both the WHO Re-

gional Offices for South-East Asia and the Western Pa-

cific [SEARO and WPRO]) is currently in the process of 

developing a joint framework for elimination of MTCT 

and CS, which defines elimination of MTCT as <5% and 

sets targets of ≥90% for ANC coverage (of all pregnant 

women) and coverage with interventions for PMTCT. 

Sub-Saharan Africa (WHO Regional Office for Africa 

[AFRO]) is by far the highest-burden MTCT region, with 

more than 90% of HIV-positive pregnant women and 

new paediatric infections. Overall global progress and 

success towards elimination is dependent on progress 

in sub-Saharan Africa. There continues to be important 

progress (particularly in the highest-burden countries 

of eastern and southern Africa) in national scale-up of 

PMTCT programmes (both increased provider-initiated 

testing and counselling [PITC] and increased coverage 

with ARVs), and rapid movement to adopt more effective 

regimens based on the 2010 WHO ARV guidelines. Many 

countries are in the process of setting national scale-up 

targets and action plans towards elimination through 

2015; however, at the time of this consultation, the plan-

ning process for the development of a regional frame-

work for MTCT elimination was just beginning. 

The Eastern Mediterranean (WHO Regional Office 

for the Eastern Mediterranean [EMRO] Region) has the 

lowest burden of MTCT (most countries in the Region 

As a result of strong commitment and the success of ef-

fective PMTCT interventions in greatly reducing new child 

infections, several regions and countries have already 

initiated strategic frameworks, and have developed and 

endorsed regional or country targets towards the elimi-

nation of MTCT. While early endorsements of elimination 

have come primarily from “low-prevalence” regions, it is 

anticipated that following this global technical consulta-

tion, regional endorsements for elimination will be ac-

tively considered in high-prevalence regions. 

1.2.1 Regional goals towards elimination 

Regional presentations illustrated the variability both 

between and within regions, calling for a more country-

specific focus, and highlighted the challenges for elimi-

nation of MTCT, particularly the variability in coverage of 

services and of reaching highly stigmatized and difficult-

to-reach populations. Despite these challenges, several 

regions have already set targets and goals for elimination 

of MTCT, and two regions, Europe and Latin America, 

initiated MTCT regional elimination initiatives well before 

the global discussions on MTCT elimination.

In Europe and Central Asia (WHO Regional Office for 

Europe [EURO]), where the epidemic is strongly associ-

ated with the risk of injecting drug use, the first regional 

framework for elimination was developed and published 

in 2004, with elimination targets of <2% MTCT rate and 

<1 HIV-infected infant per 100 000 live births by 2010. 

Analysis of the progress achieved by 2010 is under way. 

In this Region, avoidance of breastfeeding by HIV-infect-

ed mothers is part of the PMTCT intervention package.

In Latin America (WHO Pan American Health Organiza-

tion [PAHO]), a joint initiative for the elimination of pae-

diatric HIV and congenital syphilis (CS) was developed 

and launched in 2009. Formal endorsement by WHO 

1.2 regional and country goals towards elimination
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and adopting the 2010 PMTCT ARV guidelines, but does 

not yet seem ready to move towards an elimination 

framework.

have very low HIV prevalence) and the lowest regional 

coverage of HIV counselling and testing among pregnant 

women and PMTCT ARVs. The Region is in the process 

of developing increased support for PMTCT programmes 

Summary of the regional status on elimination, November 2010

 ■ AFRO: initial discussions on regional elimination to begin after the global consultation

 ■ AMRO/PAHO: joint MTCT and CS elimination initiative launched in 2009 
Key targets: ≤2% MTCT rate, <0.3 new infant HIV infections/1000 live births 

 ■ EMRO: low-burden Region, in early implementation and scale-up phase for basic PMTCT services

 ■ EURO: MTCT elimination initiative launched in 2004 
Key targets: <2% MTCT rate, <1 new infant HIV infection/100 000 live births

 ■ SEARO/WPRO: in process of developing joint MTCT and CS elimination initiative, as part of an 
Asia–Pacific framework on elimination 
Key targets: <5% MTCT rate; >90% ANC and PMTCT coverage

1.2.2  Country perspectives and goals towards 
elimination 

There were several country presentations highlighting 

progress towards national scale-up and elimination, and 

sharing key best practices and lessons learned.

In Thailand, a national policy on PMTCT was developed 

in 2000, which resulted in a rapid decline in the MTCT 

rate, based on the provision of increasingly effective regi-

mens and a policy of no breastfeeding (for HIV-infected 

mothers). The 2008 evaluation of the national PMTCT 

programme in 28 hospitals (N=911) calculated the MTCT 

rate by level of compliance with their PMTCT recom-

mendations, with the following results: 1.3% transmis-

sion rate (fully compliant), 5.5% (partially compliant), 

and 9.7% (non-compliant) and an overall MTCT rate 

of 5.4%. Approximately one-third of the sample was 

in each level of compliance. Key lessons from Thailand 

include: strong national management; integration with 

maternal and child health (MCH) services; strong success 

both in providing more effective regimens and reduc-

ing the number of HIV-infected pregnant women. The 

remaining challenge is achieving even lower population-

based estimates of transmission, by reducing further the 

partial compliance with regimens and reaching the hard-

est-to-reach subset of women not accessing antenatal 

care (ANC) or PMTCT at all or doing so very late in preg-

nancy. An important part of Thailand’s success in PMTCT 

has been due to primary prevention – the Thai epidemic 

trends and national data document an impressive reduc-

tion in antenatal HIV prevalence. Thailand revised and 

updated its PMTCT guidelines in October 2010, based on 

“Option B” (highly active antiretroviral therapy [HAART] 

prophylaxis or treatment for all). Targets for 2011 include 

an HIV prevalence of 0.65% among pregnant women 

and a 3.5% national MTCT rate. 

In Namibia, one of the countries with the highest HIV 

prevalence, the National Strategic Framework includes 

targets for PMTCT, testing and counselling of pregnant 
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decentralization of ART: all health facilities will provide 

ART (implemented in April 2010), with task-shifting to 

facilitate nurse-initiated treatment. South Africa has also 

moved rapidly to adopt “Option A” (and was the first 

country to publish revised PMTCT guidelines based on 

the 2010 WHO recommendations). A national popula-

tion-based evaluation study of the effectiveness of the 

national PMTCT programme in South Africa is currently 

under way. This cross-sectional surveillance study is do-

ing PCR testing on a representative sample of all infants 

at 4–8 weeks of age coming for the first immunization 

visit (for diphtheria, polio and tetanus [DPT1]) to estimate 

the national transmission rate (at 6 weeks), the coverage 

and impact of the PMTCT programme, and the correla-

tion with coverage and uptake of PMTCT services. There 

is an additional sub-study which will follow infants lon-

gitudinally and assess late outcomes and final infection 

status. This study, which also aims to help strengthen the 

health system, including referrals and linkages, is likely to 

provide key data for South Africa’s programme and can 

serve as an important model for active field evaluations 

of national MTCT rates. It will also be very useful and 

instructive to compare results from this field evaluation 

with the transmission rate-modelled estimates obtained 

through Spectrum. 

women and testing of infants, with the goal of reducing 

the estimated national MTCT rate from 13% in 2007 to 

4% by 2015/16. Good progress has already been made 

in increasing PMTCT coverage, resulting in a reduction 

in the estimate of HIV-positive infants (at 8 weeks) from 

10% in 2006/07 to 5% in 2008/9. Namibia is in the pro-

cess of moving to “Option A” of the 2010 WHO guide-

lines, and implementing extended infant prophylaxis 

during breastfeeding. Programme data illustrate the op-

portunities (ANC coverage of 95% for a single visit and 

high immunization coverage) and missed opportunities 

(HIV counselling and testing, family planning) for inte-

gration of services. One of the new challenges for their 

monitoring and evaluation (M&E) system and ongoing 

assessment of progress will be to estimate final transmis-

sion rates, by considering the duration of breastfeeding 

and estimated coverage with ARVs during breastfeeding.

In South Africa, which has the largest number of HIV-

infected pregnant women and which now has one of 

the most successful PMTCT programmes, the National 

Strategic Plan 2007–2011 set a target of <5% MTCT by 

2011, based on increased coverage and improved qual-

ity of PMTCT, expanded counselling and testing, and 

routine testing of exposed and symptomatic infants by 

polymerase chain reaction (PCR). A key innovation is 

Summary of country targets

 ■ Thailand: 2011 targets: reduce ANC HIV prevalence to 0.65% and reduce the national MTCT rate 
to 3.5% (from 5.4% in 2008)

 ■ Namibia: 2015 target: reduce the national MTCT rate to 4% (from an estimate of 13% in 2007)

 ■ South Africa: 2011 target: reduce the national MTCT rate to <5%; analyze national transmission 
rate study.
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increase in child mortality, independent of the HIV status 

of the child.

There is a need for integrated responses that strengthen 

health systems. Community involvement is a key ele-

ment. The variation in coverage of related services high-

lights missed opportunities for essential interventions. 

One of the strong messages is that PMTCT is an entry 

point for maternal health and for decreasing maternal 

morbidity, and the elimination campaign should be em-

bedded within the broader maternal and newborn mor-

tality reduction strategy, expanding the focus beyond HIV 

infection and incorporating HIV-free survival and healthy 

HIV-free survival.

The consultation recommended that the M&E framework 

for elimination should be linked with the related M&E 

framework that is being developed to track the MDGs.

Key presentations were made on the MDGs and the re-

lationship of MTCT elimination with the campaign to 

achieve the MDGs by 2015. 

The goal of elimination of MTCT is inextricably linked 

with and directly contributes to the MDGs, especially 

MDG 3 (gender equality), MDG 4 (reduce child mortal-

ity), MDG 5 (improve maternal health) and MDG 6 (com-

bat HIV/AIDS). This helps to position the elimination of 

MTCT as part of the maternal and child survival agenda, 

and the broader reproductive and sexual health agenda. 

Globally, HIV/AIDS is the leading cause of death among 

women of reproductive age; 68 countries, including a 

large number in sub-Saharan Africa, account for 97% 

of the global maternal and child deaths. A lower mater-

nal CD4 count results in increased HIV transmission to 

infants and increased mortality in children. In addition, 

maternal death is associated with a more than fourfold 

1.3 relationshiP between mtct elimination and the mdgs

1.4 comPrehensive Pmtct

The four elements, or prongs, of comprehensive PMTCT 

include primary prevention, family planning, ART/ARV 

interventions, and care, treatment and follow up. Each 

prong contributes towards the elimination of MTCT 

(Prong 4 more directly contributes to the ongoing health 

of the mother and child). The consultation reviewed back-

ground papers that were prepared on the four prongs. 

Working groups met to review the key issues for each of 

the prongs and make recommendations on the proposed 

targets, methods for measurement and progress indica-

tors. The background papers drafted for each prong are 

included in Appendices 5–8.

1.4.1  Prong 1 – primary prevention 
(preventing new HIV infections in 
women)

The key concept of Prong 1 PMTCT interventions is that 

it is an integral part of the larger HIV prevention pro-

gramme. The specific contribution of sexual and repro-

ductive health (SRH) and maternal, newborn and child 

health to overall HIV prevention efforts needs to be de-

fined, and more thought needs to be given to define the 

responsibilities for Prong 1 which should be carried out 

by “PMTCT programmes”, as opposed to primary pre-

vention efforts that should be implemented by broader 
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 ■ HIV prevalence in pregnant women attending ANC 

(overall and disaggregated by age)

 ■ Modelled reduction of HIV incidence, and age co-

hort–trend analyses

 ■ HIV case reporting

Proposed priority progress indicators:

 ■ HIV testing and counselling for pregnant and postpar-

tum women

 ■ % of pregnant women tested for HIV in the 

past 12 months and who know their test results 

(source: UNGASS, WHO, PEPFAR)

 ■ Male partner counselling and testing

 ■ % of pregnant women attending ANC whose 

male partner was tested

 ■ 4b: Condom use during sex with more than one part-

ner

 ■ % of males and females aged 15–49 years who 

had more than one sexual partner in the past 12 

months reporting the use of a condom during 

their last sexual intercourse (source: Demographic 

and Health Surveys [DHS])

HIV prevention programmes. The PMTCT IATT Working 

Group on Prongs 1/2, led by UNFPA, is finalizing a global 

guide on programmatic implementation of Prong 1 (and 

Prong 2). The consultation recognized that if we are to 

succeed in eliminating MTCT, we need to achieve success 

globally and at country level in reducing the number of 

new HIV infections in women, and the number of HIV-

infected pregnant women in the first place. As proposed 

in the background paper, Prong 1 begins at the commu-

nity level and is part of a continuum of activities at the 

individual, group and societal levels. There is a need to 

address structural determinants, focus on human rights 

and gender, and reduce stigma and discrimination. In-

terventions may vary by context and type of epidemic. 

In addition, there is a need to strengthen primary pre-

vention at the health-care facility level, and women who 

test negative urgently need information and support on 

how to avoid infection. This is especially true for preg-

nant women attending ANC, because new maternal HIV 

infections during pregnancy (seroconversion) result in a 

much higher risk of transmission to the child. 

Proposed global target: 

 ■ 50% reduction in HIV incidence among women 15–

49 years, and including

 ■ 50% reduction in HIV incidence among women 15–

24 years

 ■ baseline=2009, end-point=2015

Note: Further discussion is needed to decide whether one 

or both of these should be the overall global target. It 

was recognized that both are monitored and modelled, 

and both represent important targets related to reducing 

the number of HIV-infected pregnant women. 

Proposed methods for measurement:
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Proposed key indicator: unmet need for family plan-

ning (MDG 5B) 

Proposed other indicator: % of reproductive age wom-

en attending HIV care and treatment services with unmet 

need for family planning (proposed for pilot testing)

1.4.3 Prong 3 – ART/ARV interventions

The goal of Prong 3 is to maximize the health of the HIV-

infected mother and decrease the transmission rate (the 

risk of transmission from the HIV-infected mother to the 

exposed newborn). This prong is directly related to the 

MTCT rate. The ability to provide effective ART and ARVs 

(treatment and prophylaxis) – both the type of interven-

tion provided and the coverage reached in the popula-

tion – have a substantial impact on new child infections 

(Appendix 3, Figure 2). In the discussion, it was noted 

that there is some important overlap with both Prong 1 

and Prong 4. The target populations include all pregnant 

women, all HIV-infected pregnant women and all HIV-ex-

posed infants. The key interventions for Prong 3 include 

routine HIV testing and counselling of all pregnant wom-

en, lifelong ART for eligible pregnant women and ARV 

prophylaxis for HIV-positive pregnant women not eligible 

for ART (and those not assessed for eligibility or without 

access to ART), and safer infant-feeding practices (includ-

ing ART or ARV prophylaxis during breastfeeding). 

Proposed global targets: 

1. Reduce new infections in young children by 90% (this 

reflects all four prongs)

2. Reduce the population transmission rate to <5%

 ■ <2% at 6 weeks

 ■ <5% in breastfeeding populations (final infection 

status)

1.4.2  Prong 2 – family planning (preventing 
unintended pregnancies in HIV-infected 
women)

Family planning needs to be framed in a reproductive health 

and human rights context. This includes sexual, maternal 

and perinatal health, and cross-cutting issues of reproduc-

tive rights and gender-based violence. Because of concerns 

about stigma and the need to strengthen family planning 

in general, the goal is to prevent unintended pregnancies 

in all women, including those living with HIV. It is estimated 

that 27% of maternal deaths can be prevented by meet-

ing the unmet need for family planning, and family plan-

ning also contributes to child health and survival. Goals 

and indicators currently exist for family planning as part 

of the global goals for MDG 5. The discussion highlighted 

the need for more focus on the male partner and on the 

challenging measurement issues to establish baselines and 

results in 2015, as nationally representative surveys are not 

done annually or uniformly for family planning. 

There was considerable discussion at the consultation on 

the aspirational nature of the target to meet 100% of all 

unmet family planning needs (MDG 5 target), and the 

complexities of considering and meeting the family plan-

ning needs of all women as well as HIV-infected women. 

Further work is needed to guide this area. The PMTCT 

IATT working group on Prongs 1/2, led by UNFPA, is fi-

nalizing a global guide on programmatic implementation 

and monitoring considerations for Prong 2. 

Proposed target: Reduce unmet need for family planning 

to 0 among all women 

 ■ baseline=2009, end-point=2015

 ■ Baseline value: global and per country (MDG 5B)

Proposed method for measurement: nationally repre-

sentative surveys 
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 ■ Treatment-eligible HIV-positive pregnant women

 ■ ART/ARV coverage of HIV-positive pregnant women

 ■ ARV coverage during breastfeeding

 ■ Early transmission rate

 ■ Duration of breastfeeding

 ■ Number/percentage of HIV-positive pregnant women.

1.4.4 Prong 4 – care, treatment and follow up

Globally, there is still low coverage with ART for treat-

ment-eligible pregnant and lactating women, low cov-

erage of paediatric treatment, and low rates of partner 

counselling and testing in most countries. Prong 4 in-

cludes ART for treatment-eligible infected women (over-

lapping with Prong 3) and children, longitudinal care, HIV 

testing and counselling of children, nutritional counsel-

ling, and psychosocial support and counselling. The ma-

jor emphasis of this prong is to ensure that the needed 

linkages are present for ongoing, chronic care and treat-

ment for HIV-infected pregnant/postpartum women and 

their HIV-exposed and HIV-infected children both during 

and beyond the PMTCT intervention period. The major 

impact of this prong is on improving survival. 

Proposed global target #1: 

90% reduction in the number of HIV-related maternal 

deaths up to 12 months postpartum*

 ■ baseline=2009, end-point=2015

* The recommendation by the Prong 4 group was to consid-
er maternal deaths up to 12 months postpartum. However, 
it was recognized that the standard definition of maternal 
mortality is up to 6 weeks postpartum, and standard data 
collection is not done for maternal deaths at 12 months 
postpartum. More work will be needed to harmonize with 
ongoing data collection processes and standard defini-
tions, while also considering special studies to expand the 
analysis of maternal deaths related to HIV.

baseline year: 2009
MTCT rate 27% (2009)

Global infections ~400 000*

end-point year: 2015 (mdg link)

MTCT rate <5% (2015)

Global infections <40 000 (2015)

* The actual point estimate of new infections for 2009 is 
370 000, but is rounded to 400 000 as a baseline for the 
target of a 90% reduction.

Proposed methods for measurement: 

 ■ Modelling (based on Spectrum and national data on 

coverage with disaggregated ARV regimens, and ma-

ternal seroprevalence)

 ■ paediatric/immunization clinic surveillance at six 

weeks (active field surveys of representative popula-

tions of children at risk) for early transmission, and 

possible nested follow up studies for “final” transmis-

sion rate

 ■ Population-based surveys 

A key point is that the <5% transmission rate refers to 

the “final” transmission rate. 

Proposed frequency of measurement: annual (at least 

with modelling estimates; every 1–3 years by surveillance 

and other special studies, where possible) 

Adaptation for country and regional levels 

Proposed intermediate indicators:

 ■ ANC coverage

 ■ HIV testing and counselling for pregnant women

 ■ HIV-positive pregnant women assessed for eligibility 

for ART using CD4 count
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 ■ baseline value: modelled 

Proposed global target #2:

90% reduction in HIV-attributable deaths among infants 

and children <5 years of age

 ■ baseline=2009, end-point=2015

 ■ baseline value/end-point value: at modelled age bands

Proposed methods for measurement: programmatic 

data to inform modelling, complemented by population-

based surveys and surveillance

Proposed key indicators: four key indicators from core 

list (4, 13, 8, 10 in Appendix 8).
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strategies to support both high-burden countries and 

countries with low and concentrated epidemics, and 

an agreed framework for monitoring and reporting on 

progress towards the goals of elimination. A new level of 

commitment, a new way of organizing and a new way of 

working are all needed to operationalize the elimination 

of MTCT.

Given the strong momentum and commitment to the 

goal of elimination of MTCT, as well as the major chal-

lenges, it was recognized that there is a strong need 

to develop an interagency action plan or framework to 

operationalize support for elimination of MTCT. This ac-

tion plan should address: coordination and implementa-

tion mechanisms, promotion of regional commitments, 

2. Operationalizing MTCT elimination

2.1  lessons learned from the malaria and tb elimination and Polio 
eradication initiatives

While the biological, behavioural and control issues are 

different for each of these three major diseases and dif-

ferent from HIV and PMTCT, useful lessons can be learned 

from the malaria and TB elimination and polio eradication 

initiatives. Each of the three presentations from these ini-

tiatives emphasized the importance of clear definitions 

and measurable targets, and a comprehensive, multidi-

mensional and detailed strategic plan involving all levels, 

from the community to high-level political groups. Part-

nerships have been developed and used effectively by all 

three of these initiatives and play a key part in generat-

ing the funding, technical expertise and political support 

required to sustain progress and move towards success. 

Important lessons have also been learned about develop-

ing specific regional and country strategies for high-bur-

den areas, and for certifying progress (and elimination) at 

country level.

There was a lot of discussion on the achievable versus 

the aspirational nature of the different goals, and the re-

ality that other key elimination initiatives (e.g. malaria, 

polio, measles) have moved their targets forward several 

times. While a specific goal with specific targets is need-

ed, there is the potential for great scrutiny and negative 

consequences if expectations are raised too high and the 

initiative does not meet key goals, potentially leading to 

donor fatigue, and decreasing political and public health 

commitment. It is important to remember that elimina-

tion campaigns have the potential to draw away resourc-

es from other important initiatives and that inequities will 

occur and will need to be addressed.

The Malaria Elimination Initiative has a long history. 

The first phase was the Global Programme for Malaria 

Eradication (1955-1969). Although eradication was not 

achieved, 24 countries were certified as malaria-free by 

1987. The Malaria Elimination Initiative operates with a 

precise definition and a continuum framework, which 

applies to both high-endemic, and low- and moderate-

endemic settings. In high-endemic settings, the focus is 

on “control” and planning towards “pre-elimination”. In 

low-endemic settings, the continuum moves from “pre-

elimination” to “elimination” to “prevention of reintro-

duction” and ultimately to WHO certification as being 

malaria-free. One of the issues of the Malaria Initiative 

is the very long duration of the campaign, some key dis-

appointments and setbacks, and the very different goals 

and challenges in low-endemic and high-endemic set-

tings. While great progress is now being made in all steps 

of the continuum and in nearly all countries, there is no 

time-bound target for the Malaria Initiative to achieve full 

elimination or eradication. 
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including a central organization and advisory and over-

sight groups, are an integral component of this multilevel 

strategy, particularly for technical, strategic and financial 

support. Communication efforts at all levels are also an 

essential component. 

Global TB control is based on a long-term strategy, includ-

ing the proven success of the directly observed treatment, 

short-course (DOTS)/Stop TB strategy (1995–2009), and 

the Global Plan to Stop TB 2011–2015, which aims to 

achieve a 50% reduction in TB prevalence and deaths 

by 2015, and elimination by 2050. For TB elimination, 

with the goal well into the future, linked targets were set 

within the MDGs and a multidimensional strategy was 

adopted. This includes a research agenda, development 

agenda, health systems and policies, with both political 

commitment and civil society participation.

Measles and polio were both discussed, as two vaccine-

preventable diseases with the possibility of both elimina-

tion and eradication. For measles, different regions have 

declared different goals for elimination (e.g. the Americas 

by 2000, Eastern Mediterranean by 2010, and Africa by 

2020). There is currently debate within the global immu-

nization community on whether measles can be “eradi-

cated” and, if so, whether 2020 is an appropriate target 

date. Polio represents a full, global eradication campaign, 

based on a strong multiagency, multidonor partnership, 

and a large number of eradication staff (e.g. more than 

3000 WHO-funded staff at international and country lev-

els). The current eradication campaign is based on a well-

developed strategic plan for polio eradication by 2010-

2012 (the original target date was 2000). For polio, high-

coverage campaigns have had success with elimination 

while low-coverage campaigns have not. Partnerships, 

2.2 Priority actions and key elements needing clarification

Panel discussants representing civil society, country per-

spectives, implementing partners and funding agencies 

were asked to reflect on priority actions to move the 

elimination agenda forward, and key elements and issues 

needing clarification. Specifically:

A) Beyond the initial commitment and agenda 
for the elimination of MTCT, what priority 
actions are needed to move forward at the 
global, regional and national levels?

Civil society perspective

 ● All stakeholders (faith-based, civil society, govern-

ment, people living with HIV [PLHIV]) should be in-

volved in the decisions made (planning, implementa-

tion and funding).

 ● There is a need to work with communities (PMTCT 

should be community-based and start in the commu-

nity).

 ● A four-prong, comprehensive and rights-based ap-

proach to PMTCT should be emphasized.

 ● Some of the language and messages around “elimi-

nation” should be clarified, as this might have inad-

vertent negative connotations.

Country perspective

 ●  There should be technical and financial commitment 

at the global level from multilateral and development 

partners, with clear indicators.

 ● Elimination should be anchored into the existing and 

new government strategic plans. 

 ● Wider stakeholder involvement is needed at all lev-

els, including high-level government and community 

levels. 
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all partners (from civil society all the way upwards) 

must be ensured. 

 ● Commitment from donors and governments for the 

elimination initiative needs to be strengthened; gov-

ernments should address their own national budgets 

and identify how these can be used to help support 

PMTCT scale-up and elimination. There is a need for 

long-term, sustainable funding and evidence of cost-

effectiveness. 

 ● Health systems strengthening is required for the ini-

tiative to be successful and to adopt an integrated 

approach to addressing other initiatives (e.g. MDGs, 

congenital syphilis, neonatal tetanus, malaria) at 

the same time. The process and progress should be 

tracked, and M&E and clear accountability ensured.

 ● There is a need to address policy and legal aspects, 

gender inequalities, protection of rights, and stigma 

and discrimination.

B)  What key elements of the elimination 
agenda need clarification?

The definition of elimination needs to be clarified, includ-

ing precisely defined impact indicators and process indi-

cators. When will the 5% MTCT transmission rate target 

be measured – at 6 weeks? At 12 months? This definition 

is very important as many babies will have died by 12 

months and many infections will be transmitted after 6 

weeks. What about the final infection rate (e.g. after ces-

sation of breastfeeding)? How will the overall transmis-

sion rate be measured or estimated? How do we balance 

the focus on transmission rate with the contribution of 

all of the prongs? (Prongs 1, 2 and 4 do not contribute 

to the transmission rate.) Additionally, the role of each 

stakeholder in the agenda, the broader linkages with the 

community and a plan for engaging the private sector 

all need to be defined. A minimum package or standard 

of care is needed. HIV-free survival is a key element that 

seems to be missing from the agenda.

 ● Clear targets are needed – there should be clarity on 

what a 90% reduction means, especially at the coun-

try level, and what a 5% MTCT rate means. Countries 

will need assistance with modelling and validation of 

their national transmission rate estimates, and the dis-

tinctions between early and late transmission. 

 ● A clear and concise elimination framework is needed 

for implementation (situational analysis, country-level 

targets and goals, defined roles and responsibilities of 

stakeholders, outcomes and deliverables, monitoring 

of progress, documentation).

 ● Health systems and health systems strengthening 

must be addressed for this to go forward; start small, 

develop best practices then go to the national level. It 

should be recognized that the success of MTCT elimi-

nation depends in large part on strong health systems.

Implementing agency perspective

 ● Country-specific plans are needed, with a focus on 

the highest-burden countries identified. Costs should 

be estimated in terms of dollars and human resources.

 ● Access to measurement of CD4 count for PMTCT 

should be increased and improved – the laboratory 

(or outreach from the laboratory) needs to go where 

women go. This can accelerate the process, and is 

key to providing more effective interventions. Related 

laboratory issues and access at the primary-care level 

(eg. new point of care testing) should be considered.

 ● The MTCT elimination initiative should be carefully 

packaged – there are many competing initiatives, 

campaigns and shifting health priorities, and there 

seems to be some move away from HIV. How should 

the initiative be packaged, focused and sustained to 

generate the needed support and avoid donor fa-

tigue? How can this initiative be properly linked with 

broader MCH initiatives?

Funding agency perspective

 ● Strong political commitment and leadership among 
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2.3 key elements of the ProPosed oPerational framework 

A general outline was developed for a proposed opera-

tional framework, as well as action plans to support the 

elimination of MTCT. These included global and regional 

coordination processes, country perspectives for target-

setting, implementation of the elimination initiative, and 

a plan for advocacy and communication, generated from 

the consensus achieved in the working groups. 

2.3.1 Global and regional coordination

Next steps at the global and regional levels

 ● Prepare and make available a summary of the meet-

ing.

 ● Make M&E guidance on elimination available online 

as a working document. 

 ●  Prepare a technical guidance note on elimination. 

 ● Conduct regional consultations on the global elimina-

tion initiative, with the goal of endorsing or further 

developing regional elimination frameworks.

 ● Conduct within-region consultations in parallel and 

modify strategies as appropriate when the global 

document becomes available (note that some Regions 

already have strategies and key tools in place).

Recommended priority actions/mechanisms to im-

prove coordination and synergy across the global, 

regional and country levels

 ● Develop an operational structure that will enable 

achievement of the goal and targets, and will accel-

erate efforts. Establish appropriate global working 

mechanisms with dedicated structures and staff con-

sisting of:

a. A strong strategic advisory group

b. A global management team

c. A marketing advocacy group

d. A strong fund-raising and external relations effort

e.  Systematic involvement of reproductive health and 

MCH programmes at regional and country levels.

Recommended progress tracking and reporting 

mechanisms

 ● Reduce the key indicators for each of the four prongs.

 ● Strengthen the capacity and plan for M&E.

 ● Develop other mechanisms of communication (e.g. 

MTCT elimination web site, Twitter/Facebook, news-

letter, etc.).

 ● Use the Universal Access reporting mechanism (with an 

expanded section on elimination) to track programme 

progress (consider an additional report, which might 

be able to provide more detailed information).

2.3.2  Country perspectives: setting targets 
and operationalizing

Generic steps for operationalizing at the country 

level

 ● Conduct advocacy for buy-in.

 ● Prepare a costed integrated operational plan (includ-

ing human resource needs, service delivery).

 ● Prepare a robust M&E plan with emphasis on data use 

at all levels.

 ● Develop subnational plans.

 ● Conduct a situational analysis clearly defining the cur-

rent status, key challenges, gaps and needs, and also 

define programme status and resources (also where 

concentrated epidemics and high-risk populations fit in).

Priority actions to enhance the efficiency of PMTCT 

services to achieve elimination

 ● Ensure that political commitment translates into gov-

ernment-backed funding.

 ● Determine the gap between current programme sta-
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 ● Operational planning for elimination of MTCT

 ● Adaptation/adoption of relevant documents/guidelines.

Dissemination of the guidelines and relevant tools is very 

important; often, these do not get to the point of ser-

vice where they are needed. There is a need to use the 

existing tools available in-country, which promotes inte-

gration. Advocacy at the subnational level is needed to 

address human resource needs.

2.3.3 Advocacy and communication strategies

“Global communication strategy: Improving maternal 

and child health survival with equity through the reduc-

tion of MTCT”

Constituencies to engage through advocacy and 

communication strategies

 ● PLHIV

 ● People affected by HIV (families, support systems)

 ● Women and their partners/young people

 ● Female sex workers, women who inject drugs and un-

derserved populations

 ● Health-care providers

 ● Policy-makers

 ● Traditional leaders

 ● Private sector – employers and employees.

Linking advocacy to service provision

 ● Empower individuals to understand what they can de-

mand from their service providers.

 ● Empower health-care providers to demand what their 

communities require. They should demand the train-

ing they need, and for standard supplies to be readily 

accessible and available.

 ● Use opportunities to highlight the importance of hav-

ing PMTCT as part of the broader MCH and survival 

agenda, and linked with the MDGs.

tus and the 90% reduction target at all levels.

 ● Ensure the quality of coverage.

 ● Adopt innovative measures to assess programme ef-

fectiveness and impact (operations research, in-depth 

data analyses). 

 ● Integrate gender and human rights principles in the 

elimination plan.

 ● Bring comprehensive and effective PMTCT services to 

where women are.

Potential policy changes and operational implica-

tions

 ● Support task-shifting.

 ● Support integration of HIV/AIDS into MCH (as well 

as family planning and sexually transmitted infection 

[STI]) programmes.

 ● Adopt/adapt the new WHO PMTCT and infant-feed-

ing guidelines.

 ● Harmonize the elimination of MTCT with other ini-

tiatives that use the MCH platform (e.g. congenital 

syphilis, tetanus, malaria).

Country-level mechanisms and actions to set tar-

gets and track progress

 ● Have inclusive technical working groups (include 

MCH, PLHIV) at the national and subnational levels.

 ● Align the tracking mechanism with the existing M&E 

system.

Country-level processes to obtain formal endorse-

ment and commitment 

 ● Develop locally appropriate messages for advocacy.

 ● Regularly report back to stakeholders on the progress 

towards elimination. 

Potential technical assistance needs

Technical assistance is required for

 ● Improving data quality
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 ● As PMTCT services scale up, ensure agreement with 

principles that inform the greater HIV movement, e.g. 

a rights-based approach, and meaningfully including 

PLHIV at the national, regional and global levels. 

Proposed next steps to develop communication/ad-

vocacy strategies for elimination

 ● Global communication strategy – convey the meet-

ing results to the global community of donors and 

stakeholders.

 ● National coordination bodies – to bring in the various 

partners who will determine the success of this agen-

da (including key populations, faith-based organiza-

tions, civil society, nongovernmental organizations 

[NGOs]) and country-specific strategies.

Proposed communication channels for consider-

ation

 ● Meetings with national coordinating bodies

 ● Events such as World AIDS Day, Women’s Day, etc. 

(link to broader agendas)

 ● Community events (empowering the community)

 ● Media and media events

 ● Networks of PLHIV in key populations

 ● Faith-based initiatives.

Additional priority actions

 ● All messages must be inclusive and use the language 

of rights.

 ● The focus should be on empowerment and involve-

ment.
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broader vision that incorporates HIV-free survival, MCH 

and SRH. The agenda should be positioned within the 

context of the MDGs. The success of elimination of 

MTCT is directly linked to the health of the mother and 

the child. Strong leadership at all levels is critical, along 

with political and stakeholder endorsement. Community 

and civil society involvement is an integral component 

of every aspect of this agenda. Clear baselines, annual 

targets and measures of progress are needed to support 

one programme and one M&E system. Strong leadership, 

partnership and management are needed to move from 

“scale-up” to “elimination”. 

Elimination of MTCT is an aspirational but plausible 

goal. The concept of elimination, as applied to MTCT, 

is to significantly reduce new paediatric infections to a 

much lower-level public health problem, and link this to 

improved health of HIV-infected mothers and HIV-free 

survival of children. The success of the programme will 

depend on a comprehensive approach, and a combina-

tion of both prevention and treatment. 

This should be a global priority, with clear global and 

country goals and strong support at the country level. 

There should be a clear, specific, bold goal within a 

3.  General principles, areas for further 
clarification, key action steps

3.1 general PrinciPles of the mtct elimination agenda

3.2 areas for further clarification

Global targets

The meeting agreed that the overarching goal is to elim-

inate new paediatric HIV infections and that this is part 

of the broader vision of improving maternal, newborn 

and child survival and health in the context of HIV. The 

consultation agreed on two overall targets: a 90% re-

duction in new HIV infections among young children, 

and a 5% population-based transmission (MTCT) rate. It 

was recognized that these are directly related, but rep-

resent two different approaches, and represent differ-

ent but related contributions from the various prongs. 

Participants discussed the fact that the transmission rate 

addresses infants at risk (the denominator is HIV-positive 

pregnant mothers), and is a measure of risk and provi-

sion of successful Prong 3 interventions in the popula-

tion. Transmission rate has been the standard measure 

for PMTCT outcome, especially at the country level, but 

it is difficult to measure (especially final infection status) 

in programmes and at the population level. Prongs 1 

and 2 do not contribute to the transmission rate (be-

cause the denominator is women who are already HIV-

positive and pregnant) and thus the target of 5% MTCT 

rate reflects only Prong 3, while the 90% reduction in 

new infections incorporates Prongs 1, 2 and 3, and is 

therefore more comprehensive. Neither of the proposed 

global targets directly assesses the health of the mother 

(maternal survival among HIV-infected mothers) or in-

fant (e.g. infant mortality and HIV-free survival). 

Targets within the four prongs 

While targets were proposed for each of the four prongs, 

there are still some key questions pertaining to the tar-

gets for each prong (and additional questions for sub-

targets and methods of measurement):

 ■ Prong 1: Reduction in incidence: Is it appropriate to in-

clude overlapping targets – females 15–49 and 15–24 

years? How should this be related to standard moni-
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major issues were discussed: conveying a public health 

interpretation of elimination, and ensuring that elimi-

nation did not introduce new stigma or negative con-

notations. The first consideration is that in the context 

of a public health approach and an aspirational goal 

of global “elimination” by 2015, it needs to be clear-

ly understood that the initiative aims to reduce MTCT 

and new child infections to a significantly lower level 

than the current baseline, and to reduce it to a low lev-

el such that it is no longer considered a major public 

health problem. However, global elimination should not 

be understood to imply “no new infections” or “zero” 

infections. Furthermore, even with the goal of achiev-

ing a 5% MTCT rate, there will be a large number of 

HIV-infected pregnant women and at-risk infants in the 

foreseeable future, and thus a strong PMTCT mainte-

nance phase will be needed, with considerable ongoing 

programme cost and effort. 

The second issue, raised particularly by civil society, is 

the concern that “elimination” should not carry nega-

tive overtones. Language around elimination is important 

and needs to be framed within the context of health and 

healthy individuals. HIV is a lifelong and chronic infec-

tion, and thus differs from other elimination campaigns. 

Further, safeguards are needed against stigmatizing HIV-

infected women in the guise of “elimination” of new 

child infections. There was strong agreement that one 

priority should be enlisting the help of a specialist group 

to look into the cross-cultural and social issues, and com-

munication strategies surrounding the use of the word 

“elimination”. While it is recognized that this is an elimi-

nation campaign, the precise language and smart brand-

ing need further consideration, which was outside the 

expertise of this group. 

Additional considerations for precise terminology include 

the following:

toring of prevalence? Prevalence in pregnant women 

is directly related to the number of new infant infec-

tions and is often an easier measure to understand 

and track. 

 ■ Prong 2: Is the target population all women? Is there 

agreement that the target should be reducing the 

unmet need for family planning to 0? Should there 

be specific indicators for family planning need among 

HIV-infected women?

 ■ Prong 3: Time frame for measuring new child infec-

tions – at 6 weeks? At 18 months? At 24 months? 

The Spectrum model estimates the final infection sta-

tus after cessation of breastfeeding. Field studies will 

need to assess final infection status and HIV-free sur-

vival at 18–24 months. It may be difficult to establish 

one time point for final infection status. 

 ■ Prong 4: There is a need to further define the targets 

and the methods of measurement.

Indicators

Due to the very short time frame of the elimination initia-

tive (to 2015), and the generally agreed guidance to not 

develop new indicators unless absolutely needed, exist-

ing indicators or indicators that can be calculated using 

already available data are needed. An overall impact indi-

cator which can be easily calculated is needed along with 

additional MDG linkage indicators, and then intermedi-

ate indicators, which contribute towards achieving the 

elimination goal and monitor progress towards the four 

prongs of PMTCT.

Terminology

Further consideration may be needed around the lan-

guage and messaging of the term “elimination”. Two 
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by 2015 and what are the implications of time-

bound goals? Globally, and for some countries, closer 

achievement of the elimination targets is more realis-

tic by 2020.

 ■ What precisely do we mean by “integration”?

 ■ What is needed in terms of organization, resources 

and commitment?

 ■ How do we obtain formal country buy-in?

 ■ How can vulnerable groups be reached, and geo-

graphical areas, populations and levels of health ser-

vices prioritized for maximum impact in concentrated 

epidemics?

terminology Potential alternatives or additional terminology

Elimination virtual, effective, “stop”, “reduce”, “prevent”

MTCT, PMTCT eMTCT, E-MTCT, E-MCT (mother and child transmission)

Paediatric infections (new) Child infections, young child infections, paediatric AIDS

The consultation recommended “Elimination of MTCT” 

and “Elimination of new paediatric infections” as the 

best short terminology. However, it was recognized that 

in some contexts it might be appropriate to still use “vir-

tual elimination”. Specific language for a branding cam-

paign was outside the scope of the consultation. 

Operationalization

The elimination of MTCT is a complex public health chal-

lenge, requiring strong health systems and linkages be-

tween many programmes to deliver the required inter-

ventions. The interventions are difficult to measure and 

may require multiple different types of targets and indi-

cators. There is also wide variability at the regional and 

country levels, based on the type of epidemic, burden 

of disease, and strength of the HIV programme and un-

derlying MCH system. It is important to remember that 

different regions and countries will require very different 

efforts to reach the goal, depending upon their baseline 

levels and capacity. 

Additional questions surrounding the operationalization 

of elimination of MTCT include the following:

 ■ Should the discussion be framed in a specific subset 

of priority countries (e.g. the top 22 or 25 high-bur-

den countries)?

 ■ How do we balance aspirational goals with what we 

are likely to achieve? What are we likely to achieve 
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3.  The IATT Global Scale-up Working Group (a newly 

formed working group) could become the “MTCT 

elimination” working group or steering group for the 

IATT to support elimination.

4. The next IATT annual meeting (spring 2011) should 

focus on elimination.

5. Active work should continue at the regional and 

country levels.

 ● The Asia–Pacific region (WPRO and SEARO) will 

initiate regional planning for elimination in late 

November 2010.

 ● The Africa Region should begin planning an elimi-

nation framework.

6. A new level of coordination needs to be developed 

between UN agencies, partners and donors to sup-

port country ownership, leadership, management 

and sustainability: 

 ● Strengthen coordination between the Global 

Fund, PEPFAR and ministries of health for country-

level funding and implementation.

There is unprecedented political commitment and op-

portunity for PMTCT, as well as clear commitment across 

a broad constituency for elimination of MTCT. This con-

sultation has provided increased clarity on goals, targets 

and indicators. It has also provided an increased under-

standing of the focus and specificity of MTCT, and the 

broad linkages and contributions to the larger maternal, 

newborn and child health agenda, and other SRH goals. 

However, it has also raised a number of persisting techni-

cal and operational questions about the elimination goals 

and framework. We now have a greater appreciation of 

the global, regional and country perspectives, challenges 

and roles; and have identified broad issues related to 

overall goals, terminology, targets and M&E. Responding 

to the elimination challenge and making significant prog-

ress towards these ambitious targets for 2015 require 

bringing services to all women and children in need, pro-

viding the most efficacious interventions, strengthening 

health systems, linking HIV and MCH/SRH programmes, 

and working with communities.

The following are the key action steps to be taken follow-

ing the consultation:

1. WHO will work with UNICEF and partners to finalize 

the meeting report.

2. WHO, UNICEF, UNAIDS, UNFPA and partners will spe-

cifically review the action steps recommended and 

develop an MTCT elimination framework, including:

 ● Action framework

 ● Target-setting guide

 ● M&E plan 

 ● Operational and management plan for the initia-

tive.

3.3 key action stePs



34

1. WHO, UNAIDS, UNICEF. Towards universal access, scal-
ing up priority interventions in the health sector: progress 
report 2010, Geneva, WHO, 2010.

2. We can prevent mothers from dying and babies from be-
coming infected with HIV. Joint Action for Results. UNAIDS 
Outcome Framework: Business Case 2009-2011. UNAIDS, 
2010.

3. Antiretroviral drugs for treating pregnant women and 
preventing HIV infection in infants: 2010 version. Geneva, 
WHO, 2010.

4. Guidelines on HIV and infant feeding. Geneva, WHO, 
2010.

5. Action Minute: Consultation on the elimination of mother-
to-child transmission of HIV. 06 June 2010. (Accessed 11 
Oct 2010 at www.unicef.org/aids/files/June06Consulta-
tion_ActionMinute.docx)

6. UNAIDS. Joint action for results. UNAIDS Outcome Frame-
work 2009–2011. Geneva, UNAIDS, 2010. http://data.
unaids.org/pub/BaseDocument/2010/jc1713_joint_ac-
tion_en.pdf, accessed on 07 May 2011.

References



35

Appendix 1 – Agenda

Day 1 (Tuesday, 9 november)

day/time topic facilitator/Presenter

Morning Session Chair: Karl Dehne

8:30–9:00 Registration

9:00–9:45 Welcome
Opening Remarks 
Introductions of participants
Overview of Objectives and Agenda
Housekeeping and admin

Gottfried Hirnschall  
Jimmy Kolker
Chair
Nathan Shaffer
Jasmin Leuterio

setting the scene
Objective: To introduce the Elimination of MTCT and learn from global initiatives and regional experiences

9:45–10:00 Session 1: Global Picture
Brief overview of Key Events and Key Issues 

Nathan Shaffer

10:00–10:30 Session 2: Partner Initiatives and Plans
PEPFAR Programme PMTCT Goal (15 min)
GFATM Programme PMTCT Goal (15 min)

David Bell/Maggie Brewinski
Fareed Abdullah

10:30–10:45 Coffee Break

10:45–11:15 Discussions on Sessions I and II

11:15–12:30 Session 3: Regional Picture
Regional Panel (10 min presentation by each region)
- European Region 
- Latin America and Caribbean Region
- Western Pacific Region

Comments from other regions AFRO, SEARO and EMRO 
(5 min each)

Discussion 

Facilitator:  
Florence Soroses

Irina Eramova
Raul Gonzalez
Teodora Wi

12:30–13:30 Lunch
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day/time topic facilitator/Presenter

Afternoon Session Chair: Chewe Luo

Goals and Targets
Objective: To learn about the rationale and objective 
of MTCT elimination and reach consensus on various 
terminologies and targets

13:30–14:00 Session 4: Relation of MTCT Elimination and MDGs

MDG 5 (maternal health) (10 min)
MDG 4 (child health) (10 min)
Discussion

Luc de Bernis 
Liz Mason

14:00–14:45 Session 5: UNAIDS PMTCT Business Case: Targets for 
Elimination, Definition, Rationale and Caveats
Overview of the PMTCT Business Case and Targets 
(15 min)
Modelling Work Related to the Business Case Targets 
(15 min)
Discussion

René Ekpini 
 
Peter Ghys 
(for Mary Mahy)

14:45–15:00 Coffee Break

15:00–16:30 Session 6: Elimination Goal and Key Targets
Objective of elimination - what are we trying to achieve? 
(Discussion of terminology and key targets) (20 min)
Discussion

Nigel Rollins

16:30–16:45 Wrap up and conclusions on Goal and Targets Chewe Luo

16:45–17:00 Assignment to Working Groups for Day 2

Homework for Tonight: Read background paper for your 
Group

WHO

17:00 Close of Day 1
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Day 2 (Wednesday, 10 november)

day/time topic facilitator/Presenter

Morning Session Chair: Christian Pitter

9:00–9:15 Review of Day 1 and Overview of Day 2 Tin Tin Sint

9:15–10:30 Session 7: The Four Elements (Prongs) 
A review of each of the 4 elements and how they 
contribute to the elimination goal, where we are, 
proposed indicators/ targets and monitoring strategy
1. Primary Prevention (10 min)
2. Family planning (unintended pregnancies) (10 min)
3. ART/ARV Interventions (10 min)
4. Care, treatment and follow up (10 min)
Clarifications
Group Work Instructions

Karusa Kiragu / Ying-Ru Lo
Lynn Collins /  
Manjula Lusti-Narasimhan 
Nathan Shaffer
Matthew Barnhart
Priscilla Akwara

10:30–10:45 Coffee Break

10:45–12:30 Group Work on the 4 Elements (4 working groups)

12:30–13:30 Lunch

Afternoon Session Chair: Ying-Ru Lo

13:30–15:00 Presentation of Group Work on the 4 Elements 
(15 min presentation each)
Plenary Discussion

15:00–15:15 Coffee Break

15:15–16:00 How to Measure and Monitor Progress Towards 
Elimination
Objective: To discuss potential measurement methods 
including updates from recent consultations, and 
examples of country approaches and issues

Chika Hayashi
Priscilla Akwara

16:00–17:00 Session 9: Country Perspectives on Global Targets
Country presentation and comments on measurement (10 
min each):
- Thailand
 - Namibia 
- South Africa
Country roundtable

Nipunporn Voramongkol
Florence Soroses
Nonhlanhla Dlamini

17:00–17:15 Wrap-up of Day 2 Ying-Ru Lo

17:15 Close of Day 2
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Day 3 (Thursday, 11 november)

day/time topic facilitator/Presenter

Morning Session Chair: Dorothy Ngacha and Raul Gonzalez

9:00–9:15 Review of Days 1 & 2 and Overview of Day 3 WHO

Lessons learned: Global Elimination Initiatives
Objective: To hear from and learn successes and challenges of implementing other global elimination 
initiatives

9:15–10:00 Session 10: Lessons from Other Elimination Initiatives
(10 min each) 
1. Malaria 
2. Polio/ Measles
3. TB
Discussion

Aafje Rietveld
Rudi Tangermann 
Delphine Sculier

Operational issues
Objective: To discuss and outline key elements to operationalize elimination: global and country level

10:00–10:30 Session 11: What is Needed to Operationalize 
Elimination
Introductory presentation René Ekpini

10:30–10:45 Coffee Break

10:45–11:40 Panel discussion
– Country
– Civil Society
– Funding agency
– Implementing agency

Moderator

11:40–12:30 Group Work: Outlining Key Elements in the 
Operational Framework
Introduction to group work
Group 1: Global and Regional Coordination and Processes
Group 2: Country Perspectives: Setting targets and 
operationalizing
Group 3: Advocacy and Communication strategy
Group 4: M&E

René Ekpini

12:30–13:30 Lunch
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day/time topic facilitator/Presenter

Afternoon Session Chair: Ying-Ru Lo

13:30–14:30 Group Work continued

14:30–15:15 Group Work Presentations (10 min each)
Discussion

All

15:15–15:30 Coffee Break

15:30–16:00 Summary and Agreement on Next Steps for Common 
Framework and Process

Nathan Shaffer

16:00–16:15 Close of Meeting

16:15 Close of Day 3



40

country ParticiPants

Marcelo Araújo de Freitas
(unable to attend)
Care and Treatment Division
STD and Aids Department
Ministry of Health, Brazil
Brazil
marcelo.freitas@saude.gov.br

Francina Rusberg
(unable to attend)
Senior Health Program Administrator
Maternal and New-born Health
Ministry of Health and Social Services
Windhoek 
Namibia
rusbergfrancina@yahoo.com

Maximillian Bweupe
(unable to attend)
PMTCT Coordinator 
Ministry of Health
Lusaka
Zambia
bweupem2001@yahoo.com

Martin Sirengo
PMTCT Program Manager
National AIDS and STD Control Program (NASCOP), 
Ministry of Health
Nairobi
Kenya
sirengomartins@yahoo.com 

Nonhlanhla Rosemary Dlamini 
Director, Prevention Strategies
Department of Health
Pretoria 0002 
South Africa
DlamiR@health.gov.za

Florence Soroses
Ministry of Health and Social Services
Windhoek 9000
Namibia
Florence.soroses@globalfund.com.na

Evelyn Ngige
National Programme Manager, PMTCT
HIV/AIDS Division
Federal Ministry of Health
Abuja
Nigeria
nkadingige@yahoo.com

Nipunporn Voramongkol
Chief, MCH group, Bureau of Health Promotion 
Department of Health 
Ministry of Public Health 
Nonthaburi 
Thailand
job8018@yahoo.com

civil societies, imPlementing 
Partners and funding agencies

Fareed Abdullah
Unit Director, Africa
The Global Fund to Fight AIDS, Tuberculosis and 
Malaria (GFATM)
Geneva, Switzerland

Stanley Kiplangat
Health Services & HIV Programmes Manager
Christian Health Association of Kenya
Nairobi, Kenya
skiplangat@chak.or.ke

Elaine Abrams
(unable to attend)
Professor of Pediatrics and Epidemiology
Mailman School of Public Health
The International Center for AIDS Care and 
Treatment Programs
Columbia University, ICAP
New York, USA 
eja1@columbia.edu

Appendix 2 – List of participants



41

Justin Mandala
Senior Technical Officer
Family Health International (FHI)
Arlington, VA, USA
jmandala@fhi.org

Ginna Anderson
Global Advocacy Officer
Access to Care, Treatment and support
International Community of Women (ICW)
Washington DC, USA
ginna.anderson@gmail.com

Morolake Odetoyinbo
(unable to attend)
Communities Delegation, Global Fund Board 
rolake.odetoyinbo@pata-nigeria.com 
rolakeodetoyinbo@gmail.com 

Anurita Bains
Senior Advisor
Office of the Executive Director
The Global Fund to Fight AIDS, Tuberculosis and 
Malaria (GFATM)
Geneva, Switzerland
anurita.bains@theglobalfund.org

Amrita Paul
Team Leader
AIDS & Health Institutions
Global Initiatives Directorate
Multilateral and Global Programmes Branch
Canadian International Development Agency 
(CIDA)
Québec,  Canada 
Amrita.Paul@acdi-cida.gc.ca

David Bell
Acting PMTCT Team Lead
CDC Division of Global HIV/AIDS
Maternal and Child Health Branch
Atlanta, Georgia, USA
dbell@cdc.gov

Christian Pitter
Director, Global Technical Policy
Elizabeth Glazer Pediatric AIDS Foundation (EGPAF)
Washington, DC, USA
cpitter@pedaids.org 

Margaret Brewinski
Senior Advisor Pediatric HIV/PMTCT
USAID Office of HIV/AIDS
Washington, D.C. 20523-3600
USA 
mbrewinski@usaid.gov

Linda Richter
Senior Specialist, Health of Vulnerable
Children
The Global Fund to Fight AIDS, Tuberculosis and 
Malaria (GFATM)
Geneva, Switzerland

Georgina Caswell
Programme Officer
Global Network of People Living with HIV (GNP+)
Amsterdam, 
The Netherlands
gcaswell@gnpplus.net 

Sostena Romano
Global PMTCT Initiative
Clinton Foundation HIV/AIDS Initiative 
Clinton Health Access Initiative (CHAI)
USA
sromano@clintonfoundation.org

Rajesh Divakaran 
Policy Officer, Country Programmes
The Global Fund to Fight AIDS, Tuberculosis and 
Malaria (GFATM)
Geneva, Switzerland



42

un agencies

UNAIDS
20 Avenue Appia, Geneva 27
Switzerland

Karl-Lorenz Dehne
Team Leader, Systems Integration,
Evidence, Strategy and Results Department
dehnek@unaids.org 

Peter Ghys
Chief, Epidemic and Analysis
ghysp@unaids.org

Karusa Kiragu
Senior Prevention Adviser
Evidence, Strategy and Results Department
KiraguK@unaids.org

Bernhard Schwartlander
Director
Evidence, Policy and Reporting
schwartlanderb@unaids.org

Sally Smith
Partnerships Adviser
Civil Society Partnerships
smiths@unaids.org

UNFPA
220 East 42nd Street, 17th Floor UNFPA
New York, NY 10017 USA

Lynn Collins
Senior HIV/AIDS Adviser
HIV/AIDS Branch, Technical Support Division
collins@unfpa.org

Luc de Bernis
Senior Maternal Health Adviser
Technical Division
debernis@unfpa.org

Silke Seco-Grutz 
(unable to attend)
Health Adviser, AIDS and Reproductive Health 
Team
UK Department for International
Development (DFID)
London, UK
s-seco@dfid@gov.uk

Stephen Spector
Distinguished Professor of Pediatrics
Chief, Division of Infectious Diseases
Director, Mother-Child-Adolescent HIV Program 
University of California, San Diego, USA
saspector@ucsd.edu 

John Stover 
(unable to attend)
Futures Intitute



43

Dorothy Mbori-Ngacha 
Senior HIV/AIDS Specialist 
PMTCT & Paediatric HIV
ESAR, Johannesburg Unit  
South Africa        
dmboringacha@unicef.org

UNITAID International drug purchase facility
20 Avenue Appia, Geneva 27
Switzerland

Paulo Meireles
Technical Officer, HIV/AIDS
meirelesp@who.int

Gregory Martin 
Technical Officer 
marting@who.int

who secretariat

WHO/HQ
20 Avenue Appia, Geneva 27
Switzerland

Gottfried Hirnschall
Director, HIV/AIDS
Department of HIV/AIDS
hirnschallg@who.int

Yves Souteyrand
Coordinator, Strategic Information
Department of HIV/AIDS
souteyrandy@who.int

Elizabeth Mason
Director, Department of Child and Adolescent 
Health and Development
masone@who.int

UNICEF
3 United Nations Plaza
New York, USA

Jimmy Kolker
Chief, HIV/AIDS Section
Jkolker@unicef.org 

René Ekpini
Senior Advisor, Health 
PMTCT and Paediatric Care and Treatment
rekpini@unicef.org 

Priscilla Akwara
Senior Adviser
Statistics and Monitoring Section
Division of Policy and Practice
Pakwara@unicef.org

Chewe Luo
Senior Adviser, HIV/AIDS
HIV/AIDS Section
UNICEF Programme Division
cluo@unicef.org

Matthew Barnhart
Senior Advisor, Pediatrics
HIV/AIDS Section, Health Section
mbarnhart@unicef.org

unicef regional offices

Janet Kayita
Chief, Children and HIV & AIDS Section
UNICEF Nigeria Country Office
Garki, Abuja, Nigeria
jkayita@unicef.org

Nina Ferencic 
Senior Regional Adviser HIV/AIDS & YPHDP
UNICEF Regional Office for CEE/CIS
5-7 Avenue de la Paix 1211 
Geneva, Switzerland 
nferencic@unicef.org



44

Chika Hayashi
Technical Officer, Strategic Information
Department of HIV/AIDS
hayashic@who.int

Delphine Sculier
Medical Officer
Stop TB Partnership
sculierd@who.int

Manjula Lusti-Narasimhan
Scientist, Reproductive Health and Research
Reproductive Health and Research
lustinarasimhanm@who.int

Tin Tin Sint
Medical Officer, PMTCT
Department of HIV/AIDS
Tel: +41 22 791 2545
sintt@who.int 

Eyerusalem Negussie
Medical Officer
Capacity Building and HIV
Department of HIV/AIDS
negussiee@who.int

Rudi Tangermann
Medical Officer
Strategy Implementation Oversight and Monitor-
ing, Polio Eradication Initiative
tangermannr@who.int

Nathan Shaffer
PMTCT Team Leader
Prevention in the Health Sector
Department of HIV/AIDS
shaffern@who.int

Michael Mbizvo
Director, Department of Reproductive Health and 
Research
mbizvom@who.int

Nigel Rollins
Scientist, Newborn and Child Health and Develop-
ment
Department of Child and Adolescent Health and 
Development
rollinsn@who.int

Ying-Ru Lo
Coordinator, Prevention in the Health Sector
Department of HIV/AIDS
loy@who.int

Jesus Calleja
Medical Officer, Strategic Information
Department of HIV/AIDS
callejaj@who.int

Razia Pendse
Technical Officer, Making Pregnancy Safer
Department of Child and Adolescent Health and 
Development
pendsera@who.int

Shaffiq Essajee
Medical Officer
Antiretroviral Treatment and HIV Care
Department of HIV/AIDS
essajees@who.int

Aafje Rietveld
Medical Officer
Global Malaria Programme
rietvelda@who.int



45

Spès Ntabangana
Technical Officer
HIV/AIDS Strategic Information, Monitoring and 
Evaluation
IST - Central Africa
Regional Office for Africa
Harare, Zimbabwe
ntabanganas@ga.afro.who.int

Isseu Diop Touré
Regional Adviser, PMTCT
Division of Family and Reproductive Health
Regional Office for Africa
Brazzaville, Congo
diopi@afro.who.int

Saliyou Sanni
Medical Officer, IST - Western Africa
Division of Family and Reproductive Health
WHO Office
Ouagadougou, Burkina Faso
sannis@bf.afro.who.int

Teodora Wi
Medical Officer, Sexually Transmitted Infection, 
including HIV/AIDS
Regional Office for Western Pacific
Manila, Philippines
wit@wpro.who.int

raPPorteur

Kelsey Case
PhD candidate, Infectious Disease Epidemiology
Imperial College London
United Kingdom
k.case@imperial.ac.uk

WHO Regional Offices

Narimah Awin
Medical Officer, Making Pregnancy Safer and
Reproductive Health
Regional Office for South-East Asia
New Delhi, India
awinn@searo.int 

Dick Chamla
HIV Strategic Information Advisor
IST - Eastern and Southern Africa
Regional Office for Africa
Harare, Zimbabwe
ChamlaD@zw.afro.who.int

Veronique Bortolotti
AIDS and Sexually Transmitted Diseases
Regional Office for the Eastern Mediterranean
Cairo, Egypt
bortolottiv@emro.who.int

Irina Eramova
Medical Officer, HIV Treatment and Care
Regional Office for Europe
Copenhagen, Denmark
IER@euro.who.int

Sonja Caffe
Regional Advisor, HIV/AIDS Prevention
Family and Child Health 
Regional Office for the Americas
Washington DC, USA
caffes@paho.org

Raúl González
Regional Advisor
Pediatric HIV Care and PMTCT
Family and Child Health 
Regional Office for the Americas
Washington DC, USA
gonzalra@paho.org



46

Figure 1: New child infections in 25 countries 2009–2015 by PMTCT interventions*

Figure 2: New child infections in South Africa by PMTCT Prong implemented in isolation*

* Mahy M. What will it take to “virtually eliminate” MTCT? Unpublished presentation November 2010
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What will it take to achieve virtual elimination of
mother-to-child transmission of HIV? An assessment
of current progress and future needs

Mary Mahy,1 John Stover,2 Karusa Kiragu,1 Chika Hayashi,3 Priscilla Akwara,4

Chewe Luo,4 Karen Stanecki,1 Rene Ekpini,4 Nathan Shaffer3

ABSTRACT
Background The number of HIV-positive pregnant
women receiving antiretroviral drugs (ARVs) to prevent
mother-to-child transmission (MTCT) of HIV has
increased rapidly.
Objective To estimate the reduction in new child HIV
infections resulting from prevention of MTCT (PMTCT)
over the past decade. To project the potential impact of
implementing the new WHO PMTCT guidelines between
2010 and 2015 and consider the efforts required to
virtually eliminate MTCT, defined as <5% transmission
of HIV from mother to child, or 90% reduction of
infections among young children by 2015.
Methods Data from 25 countries with the largest
numbers of HIV-positive pregnant women were used to
create five scenarios to evaluate different PMTCT
interventions. A demographic model, Spectrum, was
used to estimate new child HIV infections as a measure
of the impact of interventions.
Results Between 2000 and 2009 there was a 24%
reduction in the estimated annual number of new child
infections in the 25 countries, of which about one-third
occurred in 2009 alone. If these countries implement the
new WHO PMTCT recommendations between 2010 and
2015, and provide more effective ARV prophylaxis or
treatment to 90% of HIV-positive pregnant women, 1
million new child infections could be averted by 2015.
Reducing HIV incidence in reproductive age women,
eliminating the current unmet need for family planning
and limiting the duration of breastfeeding to 12 months
(with ARV prophylaxis) could avert an additional 264 000
infections, resulting in a total reduction of 79% of annual
new child infections between 2009 and 2015,
approaching but still missing the goal of virtual
elimination of MTCT.
Discussion To achieve virtual elimination of new child
infections PMTCT programmes must achieve high
coverage of more effective ARV interventions and safer
infant feeding practices. In addition, a comprehensive
approach including meeting unmet family planning needs
and reducing new HIV infections among reproductive age
women will be required.

INTRODUCTION
In 2001, and again in 2006, national governments
and their development partners committed them-
selves to reducing infant and child HIV infections
through prevention of mother-to-child trans-
mission (PMTCT) by 50% by 2010.1 2 Recently,
UNAIDS and partners have called for virtual
elimination of MTCT of HIV.3 Virtual elimination

includes an overarching goal of reducing the
number of new child HIV infections by 90%
between 2009 and 2015 and reducing MTCT
to <5%. To prevent MTCT, the United Nations
recommends a comprehensive four-pronged
approach including (1) primary prevention of HIV
infection among women of childbearing age; (2)
preventing unintended pregnancies among women
living with HIV; (3) preventing HIV transmission
from women living with HIV to their infants and
(4) providing appropriate treatment, care and
support to mothers living with HIV and their
children and families.4 Prongs 1, 2 and 3 are
necessary to reach the first target of reducing new
child infections while only prong 3 will affect the
second target to lower the transmission rate.
In countries where breastfeeding is common, the

probability of transmission from mother to child
without any antiretroviral drugs (ARVs) is
approximately 20e45%: approximately 15e25%
transmission during pregnancy and 5e20% trans-
mission during breastfeeding.5 In developed coun-
tries, where all four prongs are well implemented
and the most effective ARVs are provided to
HIV-positive pregnant women with limited
breastfeeding, the level of MTCT has decreased to
below 2%.6e8 National measures of MTCTrates are
not available in most developing countries because
health systems cannot directly measure HIV
infections resulting from vertical transmission in
a systematic way.
In November 2009 WHO released Rapid Advice:

Use of Antiretroviral Drugs for Treating Pregnant Women
and Preventing HIV Infection in Infants and published
revised full guidelines in July 2010.9e12 The new
guidelines emphasise the importance of treating
eligible HIV-positive pregnant women (CD4#350)
with lifelong antiretroviral therapy (ART) and
recommend two equivalent options of highly
effective prophylaxis to HIV-positive pregnant
women who do not need ART for their own health.
For the first time ARV prophylaxis to either the
mother or child is also recommended during
breastfeeding, in settings where breastfeeding is
judged to be the safest infant feeding option.
Option A starts treatment of women with zido-
vudine at 14 weeks of gestation or as soon as
possible thereafter until delivery and the infant
receives nevirapine throughout breastfeeding and
until 1-week after exposure to breast milk has
ended. Option B starts treatment of the mother
with triple ARV prophylaxis from 14 weeks or as
soon as possible thereafter and continues the

1UNAIDS, Geneva, Switzerland
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3World Health Organization,
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4UNICEF, New York, New York,
USA
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maternal triple drug prophylaxis until 1-week after exposure to
breast milk has ended. In 2010 WHO also released Guidelines on
HIV and Infant Feeding, which recommend exclusive breast-
feeding for the first 6 months of life, and continued breast-
feeding and complementary foods from months 6 to 12, when
either the mother or baby is receiving ARVs.12

Effective prevention of MTCT requires a comprehensive
approach that combines multiple interventions. While remark-
able progress has been made in providing ARV regimens to
HIV-positive pregnant women and to some extent in providing
appropriate treatment, care and support to women living with
HIV and their children, the other two prongsdpreventing new
HIV infections among reproductive age women and avoiding
unwanted pregnancies among HIV-positive womendhave had
less support and success. In addition, although PMTCT is often
the starting point for HIV-positive women to learn about their
HIV status and enrol in HIV care and treatment services, post-
partum follow-up of mothereinfant pairs is often problematic
for various reasons, including the lack of capacity of maternal
and child health services to provide HIV testing or follow-up to
HIV-exposed children.13 14

Here we describe the estimated reduction in new child HIV
infections that has been achieved by providing PMTCT inter-
ventions in the 25 countries with the largest numbers of
HIV-positive pregnant women. We project the potential number
of child HIV infections that would be averted if 90% of
HIV-positive pregnant women were provided with ARVs
according to the new WHO guidelines, HIV incidence was
reduced by 50% in reproductive age women and unwanted
pregnancies were eliminated (by meeting all unmet family
planning needs). In addition, while the new PMTCT ARV
guidelines include prophylaxis during breastfeeding, we consider
the impact of prolonged breastfeeding by estimating the number
of new child infections that would be averted if the duration of
breastfeeding while receiving prophylaxis were limited to
12 months. Although breastfeeding in many settings is safer
than replacement feeding, it is important to recognise the
impact of breastfeeding on HIV transmission.

METHODS
Countries included in analysis
The 25 countries with the largest number of HIV-positive
pregnant women were chosen for this analysis based on their
2009 estimates reported in the 2010 Towards Universal Access
report.15 These countries represent 91% of HIV-positive preg-
nant women in lower- and middle-income countries. The 25
countries are listed in table 1.

Model
In 2009 UNAIDS, WHO and partners conducted a series of
training sessions to assist country teams to develop models to
estimate and project their HIV epidemics using the Estimation
and Projection Package (EPP)16 and Spectrum17 software
package. Country teams refined and improved the projections
and incorporated the latest available data. The country files used
for this analysis were submitted to UNAIDS by countries’ teams
in June 2010 and include data that were available at the end of
2009. Detailed descriptions of the methodologies for the models
are described elsewhere 16 17 while a brief description is provided
below.

Using HIV surveillance data from antenatal clinics and
nationally representative household surveys, EPP fits epidemic
curves for various geographical subregions using a maximum-
likelihood approach. Incidence was estimated from prevalence

over time, while adjusting for the number of people receiving
antiretroviral therapy (ART).16 Finally, the subnational curves
were aggregated to create national adult incidence curves.
HIV incidence among adults over time was transferred from

EPP into Spectrum. Using demographic data from the UN
Population Division’s World Population Prospects 2008 revision,
Spectrum projects men and women by age group over time
through different stages of HIV infection (or non-infection).
National programme data were entered into Spectrum and

parameters were modified based on available data. Data entered
into themodel related to calculating new child infections included
the number of pregnant women receiving ARVs by regimen
(single, dual and triple prophylaxis or ART for their own health)
and type and duration of infant feeding by HIV-positive women.
When countries do not have data on infant feeding practices
among HIV-positive women, data from the general population
were used to proxy infant feeding among HIV-positive women.
Spectrum uses the HIV incidence data estimated from EPP and

creates age- and sex-specific HIV prevalence values. HIV preva-
lence was applied to the number of women in the age group
and then age-specific fertility rates, adjusted to account for the
lower fertility of HIV-positive women, were used to estimate
the number of births to HIV-positive women by age of the
mother.18 19 See figure 1.
MTCTwas then calculated in two components: transmission

during pregnancy and delivery (perinatal transmission) and
transmission during breastfeeding. The assumed perinatal
transmission rates for different ARV regimens are shown in
table 2.
HIV-exposed infants born HIV-negative (uninfected) have

a monthly probability of HIV infection based on the infant
feeding method and duration as well as ARV use during breast-
feeding. The assumed monthly transmission rates during
breastfeeding are shown in table 3.

Scenarios
Spectrum was used to create five scenarios describing different
situations and different interventions. The five scenarios include:
1. No PMTCT. No ARVs were provided to prevent MTCTat any

point during the epidemic.
2. Base scenario. The 2009 programme was maintained through

2015dspecifically the number of women and the regimen
were kept constant from 2009 to 2015.

3. 90% on WHO guidelines. In 2010 the HIV-positive pregnant
women currently receiving ARVs were switched to the 2010
WHO-recommended interventions (providing ART for
women in need for their own health or starting women on
ARV prophylaxis at 14 weeks and continuing ARVs
throughout breastfeeding). The number of women receiving
ARVs or ARTwas increased linearly to reach 90% by 2015.

4. Prongs 1,2,3. In addition to the changes in scenario 3, new HIV
infections among reproductive age women were reduced by
50% and unmet need for family planning was eliminated.
HIV incidence and unmet need were reduced linearly between
2010 and 2015.

5. Prongs 1,2,3 and reduced breastfeeding. In addition to prongs 1,2,3,
median duration of breastfeeding among HIV-positive women
was reduced to 12 months. See table 1 for country values.
Four comparisons were made between the scenarios to

describe the impact of PMTCT.

Comparison 1
The no-PMTCT scenario described the situation if ARVs had
never been available to prevent MTCT in the 25 countries.
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Comparing this scenario with existing coverage levels (the base
scenario) provided an estimate of the impact of providing
ARV prophylaxis, before the new WHO guidelines in the
25 countries.

The other comparisons were projections of what could be
achieved in the coming years given different intervention levels.

Comparison 2
The base scenario was compared with the scenario where 90% of
HIV-positive pregnant women received the 2010 WHO guide-
lines by 2015. All other elements of the epidemic remained the
same following the epidemic curve projected from existing
surveillance data.

Comparison 3
The base scenario was compared with the scenario in which
prongs 1, 2 and 3 are implemented by 2015.

Comparison 4
Again the base scenario was compared with a scenario where,
between 2010 and 2015, prongs 1, 2 and 3 are implemented and
the duration of breastfeeding was limited to 12 months.

Unmet need for family planning
To project unmet need for family planning (as in scenario 4), we
used the family planning module available in the Spectrum
computer package. This module allows the user to describe
changes in contraceptive prevalence during the timeline of the
projection. We linearly increased contraceptive prevalence from
the projected value in 2010 (values of contraceptive prevalence
are derived from household surveys and Spectrum then projects
them forward in time) to the projected value plus unmet need in
2015. A measure of unmet need was available for 24 of the 25
countries in this analysis. No data on unmet need for family
planning was available for Angola so the impact of increasing
family planning efforts in Angola was not included in this
analysis.

Unmet need for family planning is a common measure of
access to family planning and is defined as the proportion of

sexually active, fecund women in a union who wish to stop or
postpone childbearing and are not currently using contraception.
The measure can be interpreted as the increase in contraceptive
prevalence rates if all women were able to fulfil their preferences.
This measure was collected in household surveys of the general
population. For PMTCT we were primarily interested in
reducing the unintended pregnancies among HIV-positive
women. The calculation of unmet need and its limitations have
been described elsewhere.29 30

Table 1 presents the current levels of HIV incidence, unmet
need for family planning and ARV coverage as well as the target
values according to the scenarios described. Median duration of
breastfeeding among all women by country and the proportion
of pregnant women attending antenatal clinics is also provided
to indicate the magnitude of change required to reach the targets
set in the different scenarios.
The scenarios were implemented for each country individually

and results were aggregated to create one estimate for the 25
countries with the largest numbers of HIV-positive pregnant
women.
In this analysis we focused on new child infections as the

outcome, although we recognised that many other outcomes
could be quantified with other models and data. Future models
should ideally estimate HIV-free child survival as the overall goal
of interventions to prevent MTCT of HIV.

RESULTS
The scenarios described above were used to estimate the number
of new child infections (mother-to-child vertical HIV infections),
including perinatal infections as well as postpartum infections
during breastfeeding.

Comparison 1
Between 2000 and 2009 an estimated 4.18 million children were
infected with HIV in the 25 countries. If no ART or ARV
prophylaxis had been provided to pregnant women approxi-
mately 4.45 million would have been infected. Cumulatively
269 000 child HIV infections were prevented in the 25 countries

Table 2 Assumed perinatal HIV transmission rates for different
antiretroviral drug (ARV) regimens

ARV regimen Percentage Reference

No ARV 20 20

Single-dose nevirapine 11 21 22

Combination therapy using dual prophylaxis 4 23 24

Combination therapy using triple prophylaxis ARV 2 20

Highly active antiretroviral treatment 2

Table 3 Monthly HIV transmission rates during breastfeeding

Feeding method Percentage Reference

Replacement feeding 0

Mixed breastfeeding during months 1e6 1.5 25 26

Exclusive breastfeeding during months 1e6 0.75 25 27

Mixed breastfeeding 6e36 months 0.75 25 27

Breastfeeding in the presence of maternal ART
or effective ARV prophylaxis

0.3 28

ART, antiretroviral therapy; ARV, antiretroviral drug.

Figure 1 Summary of new child infections calculations. ARV, antiretroviral drug.
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by providing ARVs to HIV-positive pregnant women for
prophylaxis or treatment. An estimated 89 000 child infections,
or a third of cumulative child infections, were averted in 2009
alone (there were an estimated 347 000 new infections in the
25 countries in 2009). Comparing the estimated annual number
of new child infections in 2000 with the annual number of
new infections in 2009 shows a reduction of 24% among the
25 countries. See figure 2. (The slight decline in the no-PMTCT
scenario in later years reflects changes in the number of
HIV-positive pregnant women as incidence declined either
owing to natural progression of HIV or owing to prevention
efforts.)

Comparison 2
Projecting into the future, if current programmes were improved
so that by 2015 90% of HIV-positive pregnant women were
provided with ART or highly effective ARV prophylaxis during
pregnancy and throughout breastfeeding as currently recom-
mended by WHO, of the projected 2.1 million child infections
between 2010 and 2015 approximately 1 041 000 new child
infections would be averted (see figure 3). In the year 2015 alone,
229 000 HIV infections would be averted among children. This is
a 60% reduction in the annual number of new child infections
between the year 2009 and 2015: a major step forward but still
well below the goal of a 90% reduction. Even after reaching 90%
of women with the new WHO recommended interventions
through pregnancy and breastfeeding there would still be
approximately 138 000 new child infections in the year 2015 in
the 25 countries. The MTCT rate in 2015 would be approxi-
mately 11% if 90% of women were reached with PMTCT
services reflecting the WHO guidelines.

Comparison 3
If in addition to providing 90% of HIV-positive pregnant women
with ART or more effective ARVs as recommended by WHO,
new HIV infections among reproductive age women were
reduced by 50% and unmet need for family planning for HIV-
positive women was eliminated, the number of new HIV
infections among children could be further reduced. Imple-
menting these interventions simultaneously would avert
approximately 1 174 000 (of 2.1 million) new child HIV infec-
tions between 2010 and 2015, resulting in a 73% overall reduc-
tion in new child infections between the years 2009 and 2015
(see figure 3). As previously noted, including prongs 1 and 2

would not reduce the overall transmission rate, which would
remain at approximately 11%.

Comparison 4
The median duration of breastfeeding among women in these
countries was 22 months. If, in addition to the above interven-
tions, breastfeeding was limited to 12 months a total of
1 306 000 new child infections would be averted between 2010
and 2015; avoiding 264 000 additional new child infections than
the scenario with the 2010 WHO recommendations alone (see
figure 3). This would result in a 79% reduction in annual new
child infections in the 25 countries between 2009 and 2015. An
estimated 72 000 children would be infected with HIV through
vertical transmission in 2015 (see figure 4). Assuming that only
the women who receive ARVs (90%) are counselled about
reducing breastfeeding and the remaining 10% continue breast-
feeding patterns that are reflected in the general population, the
transmission rate would be approximately 8%.

LIMITATIONS
This analysis was limited by the fact that the transmission rates
in the model are based primarily on results from clinical studies
which might not reflect the effectiveness of national
programmes. These assumptions are being reviewed as new data
become available. The model currently does not differentiate
transmission rates by the CD4 level of the mother. Future
versions of the model will attempt to incorporate this difference.
In addition, data on the duration and methods of infant feeding
are not readily available for HIV-positive women, and especially
with the new recommendations of ARV prophylaxis during
breastfeeding. This limits our ability to estimate HIV trans-
mission during breastfeeding. Breastfeeding duration from the
general population was the most appropriate available data to
estimate duration of breastfeeding among HIV-positive women,
although this is likely to be an overestimate. However, analysis
from household surveys suggest little difference between the
breastfeeding practices of HIV-positive women (who reported
knowing their HIV status) and HIV-negative women.31 Finally,
the models rely on programme data from the countries on
PMTCT coverage and ART coverage. These data can be of
varying quality32 The data used for this analysis underwent
a global reconciliation process comparing data reported from
countries through multiple reporting mechanisms.

Figure 2 New HIV infections through
mother-to-child transmission (MTCT) if
antiretroviral drugs (ARVs) were not
available versus reported ARV coverage,
25 countries, 2000e9. PMTCT,
prevention of MTCT.
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DISCUSSION
Between 2000, when ARV prophylaxis for MTCTwas initiated
in developing countries, and 2009 approximately 269 000 new
child infections were averted in the 25 highest burden countries
analysed here (representing approximately 91% of HIV-positive
pregnant women in low- and middle-income countries). There
was an estimated 24% reduction in the number of annual new
child infections between 2000 and 2009 as a result of PMTCT
ARV interventions. Targets are being set at global and country
level to reduce new infections due to MTCT by 90% over the

coming years. In 2009 there were an estimated 347 000 new
child infections in the 25 countries. A 90% reduction in new
child infections would require fewer than 34 700 new infections
in 2015 in the 25 countries.
Our study suggests there will still be 72 000 new child infec-

tions in 2015 in the 25 highest burden countries if we rapidly
scale up PMTCT interventions (reaching 90% of women with
ART or highly effective ARV prophylaxis through delivery and
breastfeeding as currently recommended by WHO, halving new
HIV infections among reproductive age women, eliminating

Figure 3 New HIV infections through
mother-to-child transmission (MTCT) for
different scenarios, 25 countries,
2009e15. ARV, antiretroviral drug;
PMTCT, prevention of MTCT.

Figure 4 New HIV infections through mother-to-child transmission (MTCT), 25 countries, in the year 2015. ARV, antiretroviral drug; PMTCT,
prevention of MTCT.
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unmet need for contraception and reducing the duration of
breastfeeding to 12 months): a reduction of 79% in annual new
child infections between 2009 and 2015. Under these assump-
tions, the rate of MTCTwould be 8%. Both projections repre-
sent significant progress and reductions in new child infections,
but still fall short of the definition of virtual elimination: a 90%
reduction in new child infections or <5% transmission rate.

Reaching the ambitious new targets of virtual elimination
will require significant resources and commitment, especially
in specific high-burden countries with major barriers. For
example Ethiopia, with very low antenatal care registration will
need to increase attendance at antenatal clinics from 28% to at
least 90%. Lesotho, with high HIV incidence in pregnant
women, will need to reduce incidence rates from 2.6% to 1.3%.
Uganda will need to increase the availability of family planning
so that contraceptive use will increase from 27% to 67% (see
table 1). On the other hand, 20 of the 25 countries have current
antenatal care coverage (at least one visit) >75% making it
feasible, with substantial effort, for these countries to reach
most women with PMTCT services. However, none of the 25
countries currently reach 90% of women with the recommended
four antenatal care visits (table 1), suggesting additional efforts
are needed.

This analysis shows the importance of moving rapidly to the
new, more effective ARV interventions recommended in the
2010 WHO guidelines, but also shows some of the limitations of
achieving virtual elimination, even with the new interventions.
Our analysis suggests that coverage with highly effective ARV
interventions will need to be >90% (probably >95%) and that
prolonged breastfeeding beyond 12 months, even with ARVs,
will increase the risk of new infections. To reach an approximate
80% reduction in new child infections, the duration of breast-
feeding with ARVs had to be limited to 12 months. Although
one recent clinical study found extremely low monthly trans-
mission rates among breastfeeding infants, the median monthly
transmission rate over 10 clinical trials with ARV interventions
between 2007 and 2010 was 0.3%.28 33 Depending on the
duration of breastfeeding this transmission can accumulate to
significantly increase the overall transmission rate. For example,
the probability of transmission during 12 months of breast-
feeding is 3.6%; adding the perinatal transmission rate with
100% of women on the 2010 WHO guideline interventions
results in an overall transmission rate of 5.6%.

Given our current understanding of infant feeding practices in
these 25 countries, reaching the virtual elimination goal of <5%
transmission rate may not be possible by providing ARVs alone.
Even if 100% of HIV-positive pregnant women were provided
with the 2010 WHO guideline interventions, a transmission rate
of <5% would only be possible if infant feeding were safer. In
Botswana, for example, the majority of HIV-positive women
choose to use replacement feed and vertical transmission is
estimated to be 3.7%.34 However, replacement feeding is not
a simple intervention and can lead to higher infant mortality in
some settings.35 More effort is needed to ensure that mothers are
fully informed about the risks and benefits of breastfeeding
especially over long durations, as recommended in the WHO
Guidelines on HIV and Infant Feeding.12 Even when women or
children are receiving ARVs to reduce transmission there is still
a probability of infection for each month that the child is
exposed to breast milk. As countries begin to scale up the new
WHO guidelines, including safer breastfeeding practices with
ARVs, new programme data are needed on the effectiveness of
ARV interventions during breastfeeding and the duration of
breastfeeding among HIV-positive women.

Caution is needed when interpreting the additional impact of
the different interventions. The impact of the interventions
depends on the order in which they are implemented. For
example, if unmet need for family planning was eliminated
before ARVs were provided we would estimate that family
planning had a much larger impact on reducing new child
infections. We could also hypothesise that by eliminating unmet
need for family planning, women living with HIV would have
the children they want when they want them. This also means
that the pregnancies at which PMTCT ARVs are directed would
be largely wanted pregnancies. Women with such pregnancies
might have a higher motivation to adhere to PMTCT regimens,
a crucial factor given the earlier start and longer duration of
ARVs recommended by the 2010 WHO guidelines. In practice,
the interventions would not be implemented individually thus
we have not estimated the individual impact of interventions
here.
The PMTCT interventions described here can dramatically

reduce new child HIV infections. However, these interventions
have many additional benefits beyond reducing new child HIV
infections. By eliminating unmet need for family planning and
reducing HIV incidence by 50% in the top 25 countries 50%
fewer pregnant women would be HIV positive, approximately
36 million (cumulative between 2010 and 2015) unwanted
births would be avoided among all women, and 1 209 000 fewer
HIV-positive pregnant women would require ARV prophylaxis.
Much of the global effort for PMTCT has been focused on

prong 3, provision of ARV prophylaxis. Additional efforts are
needed on prong 1, primary prevention, and prong 2, meeting
the unmet need for family planning among women living with
HIV to reduce child infections. Meeting the current unmet need
for family planning at a country level will require considerable
effort. Yet countries are more likely to reach virtual elimination
if they raise demand for family planning, and strengthen
programmes to meet this demand. The measure of unmet need
used in this analysis is based on all women and is thus likely to
be an underestimate of unmet need for HIV-positive women.36

Thus the impact of meeting unmet need for family planning
might be larger than predicted in this analysis. If more women
are reached with testing and counselling the demand for family
planning might be even greater.
Meeting global and country-specific targets for virtual elimi-

nation of MTCTof HIV will take an enormous amount of effort
and resources from government, civil society and donors. The
financial requirements should be carefully considered to help
countries plan effective, efficient interventions to reach these
goals. Clear progress has been made in the first 10 years of this
global effort. With the scale-up of more effective ARV

Key messages

< Progress has been made in the first 10 years of prevention of
mother-to-child transmission but significant resources are
required to reach virtual elimination by 2015.

< Even after providing the WHO recommended antiretroviral
drug prophylaxis or antiretroviral treatment to 90% of HIV-
positive pregnant women, prolonged breastfeeding will results
in continued new child infections.

< Strengthening programmes to improve access to family
planning and reduce new HIV infections will be critical to
reach the virtual elimination targets.
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interventions, together with a comprehensive approach to
reduce new infections in pregnant women and meet family
planning needs, rapid progress can be made towards virtual
elimination.
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i. background 

Worldwide, sexual transmission accounts for more than 

80% of new HIV infections, followed by transmission 

among injecting drug users (IDUs), and through contami-

nated blood and blood products. 

Reducing the sexual transmission of HIV is the corner-

stone of achieving MDG 6, which commits the world to 

have halted and begun to reverse the HIV epidemic by 

2015. Because women comprise 60% of new infections 

in countries with a high burden of mother-to-child trans-

mission of HIV (MTCT), intensifying overall HIV prevention 

efforts, which ultimately impact women of reproductive 

age, is absolutely critical. This entails implementation of 

a combination of biomedical, behavioural and structural 

interventions.  (1, 2)

ii. descriPtion and rationale 

Prong 1 primarily articulates gender-sensitive strate-

gies and interventions for the primary prevention of HIV 

among women of reproductive age. These can be deliv-

ered through integrated services for sexual and reproduc-

tive health, including maternal and child health and HIV 

in health facilities and communities. 

The proposed essential services for primary prevention in 

the context of prevention of mother-to-child transmission 

of HIV (PMTCT) are listed in Box 1.*

* Primary prevention of HIV and the prevention of unintend-
ed pregnancies in women living with HIV in the context 
of PMTCT: strategic framework 2010–2015. IATT, 2010 
(draft).

Appendix 5 – Draft background paper 
for Prong 1: Prevention of HIV among 
women of reproductive age

Box 1.  Essential services for primary prevention in the context of PMTCT

1.  Information and counselling to reduce the risk of sexual HIV transmission. These comprise health education, in-

formation on prevention and care for HIV and sexually transmitted infections (STIs) including safer sex practices, 

pregnancy including antenatal care (ANC), birth planning and delivery assistance, and related services.

2.  Promoting HIV testing and counselling for pregnant and postpartum women including retesting, couples coun-

selling with voluntary mutual disclosure as part of routine maternal and child health care, particularly in gen-

eralized HIV epidemics. HIV testing and counselling should be offered to women of reproductive age who are 

entering health facilities for sexual and reproductive health services. Those found to be HIV-positive and HIV-

negative should be referred to appropriate interventions.

3.  Management of STI in women of reproductive age, including pregnant women and their partners. The focus 

will be on screening for syphilis and syndromic management of STI in pregnant women and their infants, as part 

of the global initiative on Elimination of congenital syphilis. 

4.  Condom use. This includes the promotion and provision of condoms, and skills-building for negotiating con-

dom use among women of reproductive age, including pregnant women and their partners. 

5.  Blood safety and universal precautions. HIV can be transmitted through contact with HIV-infected blood during 

delivery or procedures with unsterile equipment, or other aspects addressed by universal precautions. It is critical 

to reduce the need for delivery-related blood transfusions during pregnancy and delivery. 

6.  Prevention and impact mitigation of gender-based violence. Women often find themselves the targets of vio-

lence, including rape, which places them at high risk for HIV and STIs. Violence or even the fear of violence may 

compromise their ability to access health, social and legal services.
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Further linkages need to be explored and/or strength-

ened to facilities offering: 

1. Harm reduction for women and their partners (3)

2. Male circumcision (adults and neonates) (4)

3. Services for serodiscordant couples (5)

4. Antiretroviral therapy (ART). (6)

These interventions will be delivered in health facilities 

and the community as part of the continuum of care 

for sexual and reproductive health, maternal and child 

health, and HIV. They should include information that 

addresses social and gender inequalities, harmful sexual 

norms, transactional sex and women’s rights (including 

the engagement of men), and legal and policy prohibi-

tions against violence against women, including sexual 

coercion and assault. Linking community-based to health 

facility-based services remains a guiding principle. Strate-

gies will need to be adapted to different epidemic sce-

narios. 

The proposed indicators for Prong 1 measure the contri-

bution of HIV prevention efforts to sexual and reproduc-

tive health including maternal and child health services, 

and broader HIV prevention efforts. 

iii. situational analysis 

A. Current baseline for incidence estimates

It is increasingly becoming evident that prevention efforts 

are producing results in several countries with generalized 

epidemics in sub-Saharan Africa. Encouraging declines in 

HIV prevalence have been reported among young people 

aged 15–24 years. A recent study examined trends in 

HIV prevalence among young ANC attendees to assess 

changes between 2000 and 2008. Of the 30 countries 

surveyed, seven countries showed a statistically signifi-

cant decline of 25% or more in HIV prevalence among 

young ANC attendees by 2008. In most cases, declines in 

HIV prevalence among young people were accompanied 

by changes in sexual behaviour. (7) Clearly, it is not possi-

ble to attribute these important downward trends in HIV 

prevalence to specific prevention interventions; rather, it 

is likely that a wide range of factors have played a role. 

These include expanded access to information, education 

and communication programmes; HIV testing and coun-

selling; condom availability; HIV education in schools and 

behaviour change interventions; and efforts to reduce 

stigma and discrimination as well as increase access to 

treatment. What is clear is that the interaction of these 

factors has helped shape national policy, societal norms 

and, increasingly, individual behaviour, with the result 

that fewer young people are becoming infected with HIV. 

Yet, even with these declines in HIV prevalence in young 

pregnant women, the overall proportion of women in-

fected with HIV (15–49 years of age) continues to in-

crease in other regions, a finding that is supported by 

modelling data projections by the Joint United Nations 

Programme on HIV/AIDS (UNAIDS).* (8, 9)

B. Current coverage and progress of Prong 
1-related interventions and existing 
indicators** (10)

Provide information, communication and education on 

HIV to young women and men: survey data from 64 

countries in 2007 indicate that 40% of males and 38% of 

females aged 15–24 years had accurate and comprehen-

sive knowledge about HIV and how to avoid transmission 

(United Nations General Assembly Special Session [UN-

GASS] Indicator 13). Knowledge levels in 2007 were still 

well below the Declaration of Commitment’s (11) goal of 

* Personal communication, Peter Ghys

** Reports 2009 data
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Number of syringes distributed per IDU per year: Only 28 

countries reported data and only five countries reported 

more than 100 syringes per IDU per year, far below the 

internationally recommended target of 200 syringes per 

year. (1)

iv. ProPosed targets and indicators 

Targets 

a.  50% reduction in HIV incidence among women 15–24 

years of age by 2015, from a baseline of 2009

b.  50% reduction in HIV incidence among women 15–49 

years of age by 2015, from a baseline of 2009.*

Measurement 

a.  Reduction of HIV prevalence in pregnant women (15–

24 years of age) attending ANC

b.  Modelled reduction of HIV incidence among all wom-

en, age-disaggregated, by 2015 from a baseline of 

2009. 

Current and proposed performance indicators 
and data sources 

The table below summarizes proposed interventions for 

Prong 1 for discussion, and the suggested indicators to 

assess the impact of each intervention.

* This target was chosen because it is consistent with the 
Southern African Development Community (SADC) target 
of 50% reduction in new infections among women in the 
southern Africa region, the region with the highest MTCT 
burden in Africa. It has also been adopted by the Sexual 
Transmission business case.

ensuring comprehensive HIV knowledge among 95% of 

young people by 2010. (12)

HIV testing and counselling for pregnant and postpar-

tum women: HIV testing and counselling is the single and 

only entry point for pregnant women to access PMTCT as 

well as other HIV prevention, care and support services. 

Yet, the proportion of pregnant and postpartum women 

who know their HIV status remains very low. In 2009, an 

estimated 26% of the estimated 125 million pregnant 

women in low- and middle-income countries received an 

HIV test, up from 21% in 2008, and 7% in 2005. (13) 

Data on retesting pregnant women in late pregnancy to 

identify HIV-negative women who might have serocon-

verted are not systematically collected. The same applies 

to partner’s HIV status. 

HIV testing and counselling in the general population: 

Data from countries where recent national population 

surveys have been conducted show that a median of 

12% of women and 7% of men report having had an 

HIV test in the 12 months preceding the surveys. Con-

sistently, fewer men than women report having been 

tested, except in a few countries with a very low level 

of testing uptake overall. Most likely this reflects testing 

during pregnancy as part of PMTCT services. 

Condom use in women and men who had more than 

one partner in the past year: In the most recent Demo-

graphic and Health Surveys (DHS) reported in 2008, an 

average of 27% (2–66%) of women (aged 15–49 years) 

and 33% (7–75%) of men (aged 15–49 years) who had 

more than one partner in the past year reported the use 

of a condom the last time they had sex. (12)

C. Other indicators

Safe blood supplies: During 2007–2008, only 48% of 

blood units were screened in a quality-assured manner. 
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Prong 1 Interventions Indicator Comments and special considerations

1. Information and 
counselling to reduce the 
risk of sexual transmission 
of HIV

Percentage of young women and 
men aged 15–24 years who both 
correctly identify ways of preventing 
the sexual transmission of HIV and 
who reject major misconceptions 
about HIV transmission

UNGASS 2009
Source: Population-based surveys 
(Demographic Health Survey [DHS], 
AIDS Indicator
Survey [AIS], Multiple Indicator 
Cluster Survey [MICS] or other 
representative
survey)

2a. HIV testing and 
counselling for pregnant 
and postpartum women

a. Percentage of pregnant women 
who have been tested for HIV (in the 
past 12 months) and know their HIV 
status

US President’s Emergency Plan For 
AIDS Relief (PEPFAR), UNGASS 2009
WHO Universal Access indicators

WHO, UNICEF. Monitoring and 
evaluating the prevention of mother-
to-child transmission. 2010 (draft) 

Source: Routine programme 
monitoring and triangulation with 
data from population-based surveys 
(DHS and MICS) 

2b. HIV retesting, and the 
indicator for it (new)

c. Number and percentage of 
individuals aged 15+ years who 
received HIV testing and counselling 
and received their results, and who 
report ever having been previously 
tested for HIV (new for field-testing 
in 2011)

Validation of this indicator to 
commence in late 2010

2c. Couples counselling and 
mutual disclosure of HIV 
test result (new)

b. Number and percentage of 
individuals aged 15+ years who 
received couples HIV testing and 
counselling and learned the results of 
their HIV test with their partner in the 
past 12 months (new indicator for 
field-testing in 2011) [in generalized 
epidemics]

New indicator to be validated
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Prong 1 Interventions Indicator Comments and special considerations

2d. HIV testing and 
counselling in the general 
population

b. Percentage of women and men 
aged 15–49 years who received 
an HIV test in the past 12 months 
and who know their results [in 
generalized epidemics]

New indicator to be validated 

3. STI screening and 
management

Percentage of pregnant women aged 
15–24 years attending antenatal 
clinics with a positive serology for 
syphilis

Syphilis infection in ANC attendees 
aged 15–24 years, consists mainly 
of those individuals just beginning 
sexual activity. Thus, infections in 
this group represent incident (new) 
infections and are a marker of the 
effectiveness of STI prevention 
programmes. They may provide an 
early warning of potential changes 
in HIV transmission in the general 
population.

4. Sex with more than one 
partner

Percentage of women and men aged 
15–49 years who have had sexual 
intercourse with more than one 
partner in the past 12 months (14)

UNGASS 2009
Source: Population-based 
surveys (DHS, AIS, MICS or other 
representative survey)
Disaggregated by age and gender

4. Condom use during sex 
with more than one partner

Percentage of women and men aged 
15–49 years who had more than one 
sexual partner in the past 12 months 
reporting the use of a condom 
during their last sexual intercourse*

UNGASS 2009

5. Blood safety to 
reduce blood-related HIV 
transmission

Number of donated blood units 
screened for HIV in a quality-assured 
manner (over total number of blood 
units donated)

UNGASS 2009
FRAME Tool (Framework for 
Assessment, Monitoring and 
Evaluation of blood transfusion 
services): a rapid assessment tool 
used by the WHO Global Database 
on Blood Safety (accessed on 3 
November 2010 at http://www.who.
int/bloodsafety/global_database/
BloodSafetyIndicatorsEN.pdf)
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en aged 15–24 years will be used as the impact indi-

cator in high HIV-burden countries. 

 ● Behavioural data are self-reported and largely based 

on DHS and special community surveys, which are not 

always available for all countries at the same time, 

making interpretation of findings difficult.

 ● Because of the high levels of serodiscordancy in 

couples, WHO guidance on couples HIV testing and 

counselling is being developed and couples testing 

and counselling promoted in many settings, including 

ANC and family planning services. This provides an 

opportunity for men to learn their HIV status and real-

ize their roles in and responsibilities for reproductive 

health concerns, and is key to preventing transmission 

in serodiscordant couples. There are limited indicators 

for couples interventions and measurement of inci-

dence among men.

Prong 1 Interventions Indicator Comments and special considerations

6. Gender-based violence 
(new)

The proportion of ever-married/
partnered women aged 15–49 years 
who experienced physical or sexual 
violence from a male intimate partner 
in the past 12 months. An intimate 
partner is defined as a cohabiting 
partner, whether or not they were 
married at the time. The violence 
could have occurred after they had 
separated.

Women aged 15–49 years. 
By age and HIV status (if available)

Proposed to UNAIDS Monitoring and 
Evaluation Group (MERG)

7. Harm reduction Number of syringes distributed
per IDU per year, disaggregated by 
gender 

WHO, United Nations Office on 
Drugs and Crime (UNODC), UNAIDS

* MDG indicator

iv. sPecial considerations 

 ● In countries with more than one DHS and AIS, it is 

possible to estimate HIV incidence. The 2010 UNAIDS 

report presents estimated HIV incidence curves for a 

number of countries. 

 ● Actual measurements of incidence using HIV inci-

dence assays are not yet widely available or accepted. 

Methods to measure HIV incidence are presently in 

limited use (e.g. BED assay), and are not yet widely 

available. WHO has developed new guidance on the 

use of HIV incidence assays for countries with a high 

burden of HIV. Countries could use these methods to 

measure HIV incidence trends. 

 ● In settings with a high HIV burden such as sub-Sa-

haran Africa, HIV prevalence among women aged 

15–24 years attending ANC is used as an approximate 

measure for incidence in this age group. It is proposed 

that a 50% reduction in HIV prevalence among wom-
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i. descriPtion of Prong 2: Preventing 
unintended Pregnancies among 
women living with hiv (1)

What are the desired outcome and key 
interventions to achieve this?

The desired outcome is to eliminate unintended pregnan-

cies, including among women living with HIV. The key 

intervention is family planning as part of universal access 

to reproductive health.

How does it contribute to “elimination”? 
Try to quantify in addition to explaining the 
links.

 ● Fewer unintended pregnancies mean fewer infants 

born to mothers living with HIV, thus resulting in few-

er potentially infected infants.

 ● There is a high unmet need for family planning, par-

ticularly in regions with a high HIV prevalence. The 

global unintended pregnancy rate is 38%, and rates 

of unintended pregnancies are estimated to be higher 

among women living with HIV, at 51–90%.

 ● Models have demonstrated that elimination of moth-

er-to-child transmission of HIV (MTCT) will not be pos-

sible without addressing unintended pregnancies. 

 ● Unintended pregnancies contribute to maternal mor-

bidity and mortality, which have a devastating effect 

on the survival and well-being of both the women 

themselves and their children—the mother’s death 

can double the child’s risk of death.

 ● Twenty-seven per cent of maternal deaths can be pre-

vented by meeting the unmet need for family planning. 

Definitions

Maternal mortality refers to the death of a woman 

while pregnant or within 42 days of childbirth or termi-

nation of pregnancy, irrespective of the duration and site 

of the pregnancy, from any cause related to or aggra-

vated by the pregnancy or its management but not from 

accidental or incidental causes. (2)

Unmet need for family planning is the proportion of 

women not using contraception among women of re-

productive age (15–49 years), who are either married or 

in union, and who are fecund and sexually active but do 

not want any more children or would like to delay the 

birth of their next child for at least two years. This indica-

tor reflects whether women who want to delay or avoid 

pregnancy have access to and are using family planning 

services and information at a given moment. (3)

Contraception is defined as the intentional prevention of 

conception using various methods. Contraceptive meth-

ods are classified as either modern or traditional. Mod-

ern methods of contraception include female and male 

sterilization, oral hormonal pills, the intrauterine device 

(IUD), the male condom, injectables, implants (including 

Norplant), vaginal barrier methods, the female condom 

and emergency contraception. Traditional methods of 

contraception include the rhythm method (periodic ab-

stinence), withdrawal, prolonged abstinence, breastfeed-

ing, douching, lactational amenorrhoea method (LAM) 

and folk methods.

ii. situational analysis

 ●  The total global investment in family planning as a 

proportion of total health spending is lower today 

than in 2000. 

 ● The present level of investment does not meet the 

current demand for contraception (3).

 ● The most recent global data suggest that, globally, 

63% of women of reproductive age who are mar-

ried or in union are using some form of contraception 

Appendix 6 – Draft background paper for 
Prong 2: Preventing unintended  
pregnancies among women living with HIV 
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(either modern methods or less reliable traditional 

methods). (3)

 ● HIV is the leading cause of death among women of 

reproductive age, and contributes significantly to ma-

ternal mortality, especially in high-burden countries. 

(4)

 ● Globally, the number of maternal deaths due to HIV 

is 21 000 (5.8%). (The number of maternal deaths 

globally from any cause is 358 000 per year.) (5)

 ● The contribution of HIV/AIDS was highest in sub-Sa-

haran Africa, where 9% of all maternal deaths were 

due to HIV/AIDS. Without HIV/AIDS, the maternal 

mortality ratio (MMR) for sub-Saharan Africa would 

have been 580 maternal deaths per 100 000 live 

births instead of 640. (5)

 ● “…about one in six married women still has an un-

met need for family planning: that is, she wants to 

postpone her next pregnancy or stop having children 

altogether but, for whatever reason, is not using 

contraception. As a consequence, 76 million women 

in developing countries still experience unintended 

pregnancies each year…” (6)

 ● At the global level in 2007, the unmet need for family 

planning was 11%. In the least developed countries, 

it was more than 24%. The unmet need for family 

planning in 22 sub-Saharan countries studied is high 

for all groups—between 21% and 29%. (3)

Gaps identified:

 ● Addressing the unmet need for family planning 

among key populations such as adolescents and other 

vulnerable groups

 ● Availability and quality of data on the unmet need 

for family planning: Since the unmet need for family 

planning is an MDG indicator, an up-to-date database 

incorporating all available comparable data that is up-

dated annually is available from the UN Population 

Division. Thus, this indicator is relatively well moni-

tored in developing countries, most notably sub-Sa-

haran Africa, where the unmet need is believed to be 

among the highest in the world. (3)

iii. related global initiatives, targets 
and indicators

MDG 5: Improve maternal health 

 ● Target 5A: To reduce maternal mortality by three 

quarters between 1990 and 2015

 ● Target 5B: Achieve, by 2015, universal access to re-

productive health 

Target MDG 5 indicators

 ● 5.1 Maternal mortality ratio

 ● 5.2 Proportion of births attended by skilled health 

personnel

 ● 5.3 Contraceptive prevalence rate 

 ● 5.4 Adolescent birth rate

 ● 5.5 Antenatal care coverage (at least one visit and at 

least four visits) 

 ● 5.6 Unmet need for family planning 

The target of universal access to reproductive health and 

the indicators that make up MDG5B complement those 

for MDG5A by placing maternal mortality and access 

to skilled care during delivery in the broader context of 

women’s reproductive health throughout the life-cycle. 

What is more, MDG5B indicators have been shown to be 

essential and cost-effective areas for investment in ma-

ternal health. (3)

The MDG5B indicators are adolescent birth rate, contra-

ceptive prevalence rate and unmet need for family plan-

ning. These indicators highlight a set of issues and inter-

ventions that are central, but often neglected, parts of the 

continuum-of-care approach to maternal, newborn and 
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 ● The UN Secretary-General’s Global Strategy to Im-

prove Women’s and Child’s Health (8) and HAND-

toHAND (9) campaign (USAID, DFID, AusAid, Gates 

Foundation) will target 100 million new family plan-

ning acceptors by 2015; the estimated level of unmet 

need is 215 million women worldwide, and should 

be addressed in order to prevent future transmission 

of HIV.

By 2015, in ALL the 22 countries with the highest num-

ber of HIV-positive pregnant women:

 ● Reduce the unmet need for family planning to zero by 

2015 (key action in the International Conference on 

Population and Development [ICPD]+5).

Rationale: Why this indicator and target was 
chosen 

The target has already been established, and indicators 

are being measured routinely in all countries.

Measurement method/strategy

Information on the unmet need for family planning is col-

lected through nationally representative household sur-

veys such as the Demographic and Health Surveys (DHS), 

Reproductive Health Surveys (RHS) and other national 

surveys. On average, the surveys are undertaken every 

three to five years.

Baseline: 

Baseline data are available. 

Is the target based on reducing 100% of the 
burden, or is it an ambitious but realistic 
measure? What is realistically achievable 
between now and 2015? Provide an 
assessment and maybe a few scenarios.

child health supported by the health-related MDGs. Evi-

dence suggests that, of all the MDG indicators, these three 

indicators are among the most resistant to progress. (3)

Can we adopt and synergize with any existing 
services?

Linkages can be formed between sexual and reproductive 

health (SRH) and HIV, and family planning services can be 

integrated with immunization, nutrition and child health 

services. The Partnership for Maternal, Newborn and 

Child Health (PMNCH) (7) and the H4+ Group (compris-

ing WHO, UNFPA, UNICEF, The World Bank and UNAIDS) 

provides joint support to countries in accelerating prog-

ress on MDGs 4 and 5 within the context of the United 

Nations Secretary General’s Global Strategy for Women’s 

and Children’s Health, (8) as well as an opportunity to 

ensure harmonization of approaches.

iv. global indicator and target

Proposed indicator: 

Unmet need for family planning (which is already mea-

sured as part of MDG 5B) 

Proposed target: 

By 2011, in 10* of the 22 countries with the highest num-

ber of HIV-positive pregnant women (Cameroon, Demo-

cratic Republic of the Congo, Ethiopia, India, Kenya, Ma-

lawi, Mozambique, Nigeria, Uganda and Zimbabwe):

 ● Reduce by 50% the current unmet need for family 

planning among all women.

* Thirteen countries are now included in making up 80% of 
the burden; the additional three are South Africa, Tanzania 
and Zambia.
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Yes, the 2015 target is based on commitments that have 

already been agreed upon for MDG5. The target for 

2011, reducing the unmet need by 50%, is based on 

the maximum speed at which the unmet need can be 

achieved.

 v. other discussion Points

The decision to measure the unmet need for family plan-

ning in all women was based on several considerations:

 ● Linking SRH and HIV for a better synergistic response 

to the MDGs; meeting the unmet need for family 

planning would and should benefit all women.

 ● Women living with HIV have the same reproductive 

rights as women who are not living with HIV; and 

women living with HIV should not be exclusively tar-

geted (e.g. human rights violations of forced steriliza-

tion, etc.).

 ●  Many women living with HIV do not know their sta-

tus.

 ● Although an indicator is being pilot-tested to ascer-

tain if women living with HIV attending treatment 

sites have an unmet need for family planning (study 

protocol completed and field work results due in mid-

2011), there is no way to link measurement of unmet 

need with HIV status at a national level. Data are avail-

able from DHS for some countries where biomarker 

measures for HIV were added. In these cases, the 

unmet need for family planning among those test-

ing positive in the DHS can be analysed. These data 

would not help in determining whether the HIV status 

was known and influenced fertility decisions from the 

population-based surveys, but are useful for giving an 

indication and comparisons of unmet need among all 

and HIV-positive women at the time of the survey. 
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i. descriPtion of Prong 3

Prong 3 generally refers to direct interventions to iden-

tify HIV+ pregnant women and provide interventions to 

decrease the risk of vertical transmission from the HIV-

infected mother to the HIV-exposed child during the pe-

riod of risk, which includes the pregnancy, labour and 

delivery, the immediate peripartum period and the ex-

tended postpartum period in breastfeeding settings. It 

also includes interventions to identify the most appropri-

ate infant feeding practices that will reduce HIV infec-

tions and promote HIV-free survival of infants. Without 

interventions, the background risk of HIV transmission is 

about 20-25% without breastfeeding and approximately 

35% in the setting of prolonged breastfeeding. 

The distinction between the prongs is a bit arbitrary 

and there is increasing overlap between some of the 

prongs. For example, testing of pregnant women clearly 

contributes to general prevention included as part of 

Prong 1. Prong 3 also overlaps considerably with prong 

4. Identifying women in need of treatment (ART) and 

starting them on treatment as soon as possible signifi-

cantly reduces the risk of infants becoming infected 

while also improving the health and survival of mothers. 

Similarly, the importance of following exposed children 

and providing them with appropriate, extended prophy-

laxis is a major emphasis in Prong 3 while also being the 

starting point for the care components usually included 

as part of Prong 4. 

The strategy and specific biomedical interventions for 

Prong 3 are represented in the 2010 WHO guidelines on 

PMTCT ARVs and HIV and Infant Feeding, as well as in 

the guidance on counselling and testing.

Prong 3 addresses the needs of all HIV-infected preg-

nant women (estimated) in the population, assesses the 

% coverage and quality (effectiveness) of interventions 

that the mother-baby pair receives to decrease the risk 

of transmission and measures, or models an estimated 

population transmission rate. Based on the new WHO 

guidelines, even in resource-limited settings, transmission 

rates of <2% can be achieved in non-breastfeeding set-

tings (or at the measured 6-week transmission rate) and 

cumulative rates of <5% can be achieved in the setting 

of prolonged breastfeeding. However, as implied in the 

terminology, population-based transmission rates reflect 

not only women and infants who have received the in-

tervention, but also outcomes among the estimated frac-

tion of HIV+ women and their infants who have not re-

ceived interventions.

The essential interventions for Prong 3 are:

Provider-initiated testing and counselling (PITC) for 

all pregnant women. 

The key goal of this intervention is to test all preg-

nant women as a routine part of MCH care, and 

to identify the maximum number of HIV-positive 

women both for counselling and for entry into 

PMTCT programs. Without very high testing rates 

(>95% of all women who become pregnant), the effec-

tiveness of ARV interventions at the population level drop 

off quickly, as the first part of the well-known “cascade”. 

Hence, encouraging pregnant women to attend ANC is 

the pre-requisite for high levels of testing within health 

facilities. In settings where there is low coverage of health 

facilities or where ANC attendance rates are low, alterna-

tive approaches for achieving testing of pregnant women 

must be considered. 

The best practice approach is to provide HIV testing (PITC) 

as a routine, standard part of antenatal care, preferably 

at first ANC visit, to use a rapid test with same-day results 

(usually within 1 hour, or less), and to enroll HIV+ women 

into the PMTCT program as part of post-test counselling. 

Where possible, HIV testing should be integrated with 

Appendix 7 – Draft background paper 
for Prong 3: Prevention of vertical 
transmission 
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Programmatically, it is essential for health services to 

identify: 1) mothers who have tested positive for HIV; 

2) their infants who are therefore exposed to the risk of 

HIV infection; and 3) the HIV infection status of the ex-

posed infants to determine their needs for postnatal pro-

phylaxis or treatment and to guide their infant feeding 

practices. Commonly however, registration of HIV status 

in patient-held antenatal cards, clinic registers or mother-

held infant health cards is uneven. 

One of the key global indicators for PMTCT is # and 

% of pregnant women tested and counselled, re-

flecting the importance of this intervention. 

To summarize the best practices associated with PITC:

 ● Routine T&C of all pregnant women as part of routine 

MCH care

 ● Re-testing of HIV-negative women in later pregnancy 

or L&D

 ● Testing of male partners

 ● Same-day testing, same day results, reflex CD4 testing

 ● Recording HIV status on maternal and child health 

cards

ART (lifelong treatment) for pregnant women eli-

gible for treatment

Linkage to treatment and care is a core part of Prong 

4, but the 2010 WHO guidelines also emphasize treat-

ment for eligible pregnant women as a key intervention 

for decreasing vertical transmission. ART is a highly effec-

tive intervention to decrease the very high risk of vertical 

transmission, including during breastfeeding, among this 

group of mothers and their infants, as well as improving 

the health and survival of the mother herself.

The new guidelines recommend ART initiation early in 

pregnancy for women with CD4 < 350 cells/mm3 (re-

gardless of clinical stage) and for women with clinical 

other routine MCH blood tests, including syphilis screen, 

Hb testing, etc. For women who are not tested on first 

ANC visit, or who present late in ANC or even at labour 

and delivery, HIV rapid testing should be done at the first 

possible opportunity. Particularly in generalized or high 

prevalence settings, women not tested during pregnancy 

or delivery should be tested at the postpartum visit or at 

the immunization visit of the child, in order to determine 

the HIV-exposure status of the child (ie. whether the child 

is at risk of vertical HIV transmission).

In high incidence and high prevalence areas, pregnant 

women initially testing HIV negative early in pregnancy 

should be re-tested during 3rd trimester or at L&D, to 

identify those who might have subsequently become in-

fected or seroconverted during pregnancy and who need 

to know their status and receive ARVs if positive.

With the emphasis on testing and early screening for ART 

eligibility, the best practice recommendation is to do a 

“reflex” CD4 test on all HIV+ pregnant women; i.e. to 

draw blood for CD4 testing at the same visit that the 

HIV+ test is confirmed.

HIV testing of the partners of pregnant women is impor-

tant for several reasons. It identifies men who may be in 

need of treatment themselves and also at risk of infecting 

other people. In settings where men exert considerable 

influence over the lives of women such as in very patri-

archal societies, it also may be an important mechanism 

for enabling pregnant women to jointly learn their own 

HIV status.

PITC and determination of HIV status at the appro-

priate opportunity throughout the risk period is 

well established, strongly supported by WHO guid-

ance, and is the essential first step in a successful 

PMTCT program. 
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ing high targets of the number of HIV-infected pregnant 

women receiving ART.

 In terms of monitoring, there are important challenges to 

tracking and reporting the number of women screened 

for eligibility, the number eligible, and the number of eli-

gible women who actually receive ART.

ARV prophylaxis (for HIV+ women not eligible for 

ART or without access) 

The new 2010 WHO guidelines for PMTCT ARV interven-

tions and HIV and infant feeding now recommend even 

more effective ARV prophylaxis regimens (“more effec-

tive” or “highly effective” prophylaxis) for HIV+ women 

not on ART and, for the first time, recommend continued 

prophylaxis to either mother or child during the breast-

feeding period. Key points in the new recommendations 

include:

 ● ARV prophylaxis for those who do not need treat-

ment should be started as early as 14 weeks gesta-

tion (or as soon as possible thereafter) and continued 

throughout the breastfeeding period.

 ● Two prophylaxis options are recommended for wom-

en who are not eligible for treatment or who do not 

have access to treatment. Generally, one of the two 

prophylaxis options should be endorsed and support-

ed as the national strategy. 

 ● Option A: Maternal AZT during pregnancy and 

L&D, plus infant nevirapine prophylaxis until one 

week after the cessation of breastfeeding 

 ● Option B: Maternal triple ARV prophylaxis during 

pregnancy, L&D and continuing until one week af-

ter the cessation of breastfeeding. 

For women not eligible for treatment, both options are 

equally efficacious in reducing the risk of transmission to 

the infant both during pregnancy, L&D as well as dur-

ing breastfeeding. For these women, there is no evidence 

stage 3 or 4 disease in the absence of CD4 testing. Al-

though there is some variation in the distribution of CD4 

counts in different populations, WHO estimates that ap-

proximately 40% of pregnant women will be eligible for 

ART. In settings with limited capacity for ART, the WHO 

ART guidelines recommend that eligible pregnant wom-

en should be prioritized for treatment.

Clinical trial and field experience strongly support 

the statement that the single best intervention for 

PMTCT is to provide ART to eligible women, as this 

group of women and infants represents 80% of 

HIV transmissions and 80% of deaths among HIV-

infected pregnant women and mothers.

In terms of access, the most critical barrier to assessing 

eligibility is lack of access to CD4 testing, particularly at 

primary care level, and/or timely return of CD4 test re-

sults. CD4 testing is much more sensitive than clinical 

staging for determining eligibility. In the near future, it 

is anticipated that best practice will include point of care 

CD4 testing (or an equivalent test to determine eligibility) 

that is available, reliable, implementable and affordable 

at primary care level.

Availability of ART at primary care level and in MCH set-

tings is also a key programmatic challenge. To meet the 

need of pregnant women requiring ART, ideally ART ser-

vices should be integrated within routine MCH services. 

This requires the ability to initiate ART and support adher-

ence in MCH settings, as well as effective referral, sup-

port and linkages between the ART/PMTCT programmes 

and other basic components of district health services. 

This is especially important in terms of drug supply and 

forecasting, and knowing which health care cadre is able 

to initiate ART, and what support and back up is available 

when needed. The ability of health services to reliably 

and consistently deliver ART (or PMTCT ARV interven-

tions) therefore remains a critical bottleneck for achiev-
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considerably. Rather than promoting counselling of indi-

vidual women attending antenatal clinics about possibly 

different feeding approaches depending on home cir-

cumstances, national authorities are now recommended 

to promote and support either breastfeeding and ARVs, 

or, the avoidance of all breastfeeding. Whichever ap-

proach is adopted by a country, health workers should be 

able to counsel and support all mothers regarding their 

infant feeding practice. 

While these approaches overlap with activities included 

in Prong 4, they also represent important HIV prevention 

strategies in HIV-exposed infants, as the type of breast-

feeding or replacement feeding and the duration of 

breastfeeding will significantly influence HIV transmission 

risk and also the chances of child survival.

ii. situational analysis

A. Current Coverage and Progress of Prong 3 
interventions

The universal access targets for testing of pregnant wom-

en and providing ARVs for HIV+ women have traditional-

ly been 80% coverage. The recent universal access report 

documents important progress towards this goal, with 

several high burden countries achieving or passing the 

80% targets (eg. S. Africa, Botswana, Namibia, Rwanda), 

and several countries documenting national transmission 

rates of <5% (e.g. Thailand, Botswana). 

Testing

While there has been very impressive progress in testing 

and provision of ARVs, particularly in the high burden 

countries of Eastern and Southern Africa, globally, prog-

ress in testing has been relatively slow, with approximate-

ly 26% of the estimated 125 million pregnant women 

receiving an HIV test, up from 21% in 2008 and 7% in 

that one option is more beneficial to the mother. There 

are advantages and disadvantages to both options in 

terms of feasibility, acceptability and safety for the moth-

er and the infant, as well as the cost. Drug costs range 

from US $55 for the full option A in the least expensive 

scenario, to $200-800 for the full option B. 

 ● “Option B+” -- After the publication of the revised 

guidelines, several countries have proposed “option 

B+” -- providing triple ART for life for all HIV-infected 

pregnant women. The rationale for this approach 

includes: difficulty of CD4 testing and determining 

ART eligibility at primary care level; a simplified ap-

proach, with one regimen (and potentially a single 

tablet fixed-dose combination (FDC) regimen) for all 

pregnant women; fully linking ART and PMTCT pro-

grammes; and high fertility rates and concern about 

starting and stopping ARV prophylaxis several times 

and then later starting treatment. While the WHO 

guidelines panel considered this option, there were 

inadequate data (either controlled or observational) 

and limited country experience; thus, WHO could not 

make a recommendation on this approach as part of 

evidence-based guidelines.

For both ART and ARV interventions, a successful “full-

course” intervention includes continued intervention 

throughout the period of risk (until 4-6 weeks in the ab-

sence of BF), and continuing for one week after the ces-

sation of breastfeeding, in settings where breastfeeding 

is the preferred option.

Safer infant feeding practices

In terms of infant feeding recommendations, WHO 

guidelines place HIV-free survival as the most important 

outcome of interest. The availability of drug interven-

tions, ART (treatment) or ARV prophylaxis, significantly 

reduces the risk of HIV transmission during breastfeed-

ing. As a result, the balance of risk of breastfeeding ver-

sus not breastfeeding in the context of HIV has changed 
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mothers coming back for further supplies of infant for-

mula. Very high levels of supply are reported. However, 

these do not necessarily reflect whether mothers ever 

breastfeed their infants in addition to giving replacement 

feeds. Data on infant feeding in the general population 

is usually only available through DHS and MICS surveys 

and does not commonly disaggregate data on the basis 

of maternal HIV status. Increasing breastfeeding rates, in-

cluding exclusive breastfeeding, has been noted in recent 

DHS from Zambia and Malawi. 

Key Barriers for Prong 3 interventions

 ● Women who don’t access ANC or do not have at-

tended deliveries

 ● If women are not tested, they can’t be identified as 

HIV+ and offered any PMTCT interventions or other 

needed support

 ● Lack of child follow up and ability to provide postpar-

tum follow up interventions

 ● Lack of access to CD4 testing at primary care level/ 

ANC & MCH settings

 ● Limited ability to initiate ART at primary care/ ANC 

level; limited integration/ coordination with ART pro-

grams

 ● Lack of male partner testing and support

 ● Difficulty of assessing key indicators (e.g. regimens 

that mother and child receives)

 ● Difficulty of assessing key outcomes at population 

level of infant infection status and the differences be-

tween early transmission rate (e.g. 6 wks) and late/ 

final transmission rate after 12-18 months or after ex-

posure to breastfeeding stops

 ● Special issues of how to support testing of all women 

in very low and concentrated epidemic settings or 

how to target women at higher risk and best focus re-

sources and programme efforts within these settings.

2005. By contrast, in Eastern and Southern Africa, the 

proportion of pregnant women who received an HIV test 

increased from 43% in 2008 to 50% in 2009. Testing in 

Europe and Central Asia is highest, while testing in West 

Africa and in most regions with low and concentrated 

epidemics remains low (e.g. Americas 57%, East and SE 

Asia 17%, EMRO 1%).

ARV coverage

In 2009, for the first time, over half of all the estimated 

1.4 million HIV+ pregnant women were estimated to 

have received some ARV intervention (ranging from SD-

NVP to ART). Progress across all regions is now very en-

couraging, and especially in the high burden countries 

of East and Southern Africa. One of the main challenges 

in assessing ARV coverage is the relative lack of reliable 

data on type of regimen that the mother and infant have 

received, and an estimate of the effective duration of the 

intervention, and duration of breastfeeding. These data 

are needed to more reliably estimate infections, transmis-

sion rate and infections averted. There is a new focus 

on monitoring disaggregated regimen data, but this will 

continue to be challenging with the roll-out of the new 

WHO regimens, since more variables are involved. 

Throughout all regions, countries are making very rapid 

progress in adapting the new WHO PMTCT and infant 

feeding guidelines. The next step is rapid implementation.

Infant feeding support and practices

Routine monitoring of PMTCT interventions within MCH 

services do not generally report infant feeding practices 

and counselling/support available. Data on feeding prac-

tices is complicated by the variations in daily feeding 

practices and there being no single indicator to reflect 

practices by HIV-infected mothers. Some country pro-

grammes that advocate for avoidance of all breastfeed-

ing such as Botswana and countries in Eastern Europe 

or Central Asia, report on practices based on records of 
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iii. existing related global 
initiatives, targets and indicators

 ● The main initiative and programme support for 

Prong  3 PMTCT interventions is the PMTCT pro-

gramme itself.

 ● Millenium Development Goals 4 & 5: Target is to re-

duce maternal and child mortality by 50% by 2015

 ● Global congenital syphilis elimination initiative

iv. ProPosed global target (s) (**try 
to limit to minimum necessary)

(and methods to monitor/measure)

A.  Target: Reduce the estimated number of young 

child HIV infections by 90% by 2015. 

The proposed baseline is the 2009 baseline of ~400,000 

new young child infections, and the target would be to 

reduce this number to 40,000, or, if we wanted a round 

number, to less than 50,000 infections by 2015. This tar-

get of reducing infections by 90% from a defined base-

line is generally applicable at country level, but this may 

be especially difficult or not applicable for some countries 

which have already made a lot of progress in reducing 

infections, and for others for whom this is not going to 

be possible.

Rationale: This target provides a clear global target and 

represents a goal of a very significant reduction in the 

number of new child infections by 2015. It is very useful 

because of its simplicity, and the fact that it is an ag-

gregate global number, making it very appropriate for 

advocacy and clear year-by-year global reporting and 

monitoring of progress. In addition, it takes into account 

the potential contribution of prongs 1 and 2, which can 

decrease the denominator of HIV-infected women and 

thereby contribute to the decrease in the estimated num-

ber of new infections in young children.

 ● Several large countries in Africa with weak MCH ser-

vices and/or weak PMTCT programs account for more 

than half of HIV+ pregnant women globally not re-

ceiving any ARVs (i.e. Nigeria, DRC, Uganda, Ethiopia, 

Cameroon, Malawi, etc.). A special strategy and sup-

port will be needed to help improve coverage in these 

high need countries.

Estimated burden of the prong over the next 
five years (2010-2015):

Crude estimates can be made based on current numbers 

and trend estimates using Spectrum. Based on a simple 

extrapolation of current global numbers of 1.4 million 

HIV-infected pregnant women, and assuming that 40% 

are eligible for treatment, we can estimate: 

# pregnant women needing HIV testing

 ● Approximately 125 million per year, or 625 million 

over 5 years. Further analysis is needed to estimate 

the subset of pregnant women needing testing in 

high burden countries and countries with generalized 

epidemics.

# HIV-infected pregnant women and exposed in-

fants needing ARV interventions (including ART)

 ● 1.4 million women and exposed infants per year, or 7 

million over 5 years.

# HIV-infected pregnant women eligible and need-

ing ART (a subset of all HIV-infected pregnant 

women needing ARVs, above)

 ● Approximately 560,000 HIV-infected pregnant and 

lactating women will be eligible for lifelong ART each 

year, or 2.8 million over 5 years (this is probably a 

minimum estimate). Note that if more countries begin 

to follow the “B+ option”, the need for ART will be 

significantly higher, and essentially mirror the number 

of HIV-positive pregnant women. 
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B. Target: Reduce transmission rate to <5%.

Rationale: This target provides a similarly clear global 

target and represents a goal of a very significant reduc-

tion in the number of new child infections by 2015. It is 

also very useful for simplicity, advocacy and clear year-

by-year global reporting of progress. However setting 

national targets will need to reflect whether HIV-infected 

mothers breastfeed or not - therefore a single global 

target of <5% can not be consistently applied across 

all countries (the target in non-breastfeeding countries 

should be <2%). One important limitation of only using 

a transmission rate is that this only reflects “prong 3” 

and does not account for the progress and contribution 

of prongs 1 and 2. 

Realism: The target is very ambitious, and is heavily de-

pendent on progress in the high burden countries, which 

contribute up to 90% of current global child infections. 

Transmission rates will not reflect the contribution of pri-

mary prevention or family planning to reducing paediat-

ric HIV infections. 

Measurement Method/Strategy:

Six-week transmission rates reflect final transmission 

among infants in non-BF populations, or peripartum 

transmission rates among infants who continue to 

breastfeed. 6-week transmission rates therefore reflect 

coverage of interventions during the antenatal period 

and the first weeks post-delivery. 

A final cumulative transmission rate is more difficult to 

ascertain as it would generally require a cohort analysis 

to determine additional postnatal transmissions. There 

are no established approaches for following up infants 

through the course of breastfeeding and recording their 

concomitant exposure to ARV. Special sampling ap-

proaches will need to be developed to gain some accu-

racy to estimate final transmission rates. However, this 

Realism: The target is very ambitious, and is heavily de-

pendent on progress in the high burden countries, which 

contribute up to 90% of current global child infections. 

It will also require significant scaling up of activities for all 

4 Prongs if the target is to be achieved. Based on models, 

a global decrease of 90% of infections will be very dif-

ficult to achieve, but decreases in the range of 60-80%, 

while optimistic, are possible by 2015. Further progress 

towards this goal will be dependent on success in high 

burden countries with limited ANC coverage, poor MCH 

systems, and very limited ability to scale-up PMTCT. 

Measurement Method/Strategy:

The number of infected children is presently estimated 

(modelled) from national programme data indicating 

coverage of PMTCT interventions and their likely trans-

mission rate, the pattern of breastfeeding including dura-

tion and the number of women falling outside of routine 

care. National and regional data are aggregated to esti-

mate the global totals. 

Increasingly there will be program data and population-

based data from programs, EID lab data, special surveil-

lance (eg. PMTCT impact studies) and population surveil-

lance that can help assess # of infections. These will help 

improve and validate models and need to be reviewed 

critically for usefulness. These data also apply for moni-

toring the transmission rate (below).

Baseline: In 2008, the estimated number of new pediat-

ric infections was 430,000, and this was the available es-

timate during the discussion on elimination in 2009 and 

early 2010. The new 2009 global estimate will be avail-

able in December 2010 and is expected to be ~400,000. 

The initial suggestion was to use the 2008 baseline; how-

ever, for consistency with other baselines, the 2009 base-

line estimate of ~400,000 is recommended and to set the 

90% global target at 40,000 new infections. 
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during breastfeeding (eg. “complete course of ARV 

prophylaxis postpartum”

would also apply to the estimated number of infections 

in a country (target A).

Baseline: 

This is confounded by the lack of reliable country data 

indicating what a baseline estimate might be. There are 

very few population studies that have ever been conduct-

ed in most regions and even fewer in the past 2-3 years. 

There are some surveys being conducted at present that 

will provide some data for the future.

Measurement Method/Strategy:

See comments above on 90% reduction. Key measure-

ment strategies include:

 ● 6-week early infant diagnosis (programme) data

 ● Immunization clinic survey data

 ● Household surveys 

 ● Cross-sectional surveys of infants attending child 

health clinics at 9-12 months

Baseline: Current population-based transmission rates 

vary widely. They are not generally reported; however, 

systematic reporting of estimated transmission rates at 

the country level would be very useful for monitoring 

purposes.

v. other discussion Points

Secondary targets and indicators:

ANC coverage >95%

 ● HIV testing rates among pregnant women of >95%

 ● 80% of HIV+ pregnant women assessed for ART eli-

gibility

 ● 80% of eligible pregnant women started on ART (life-

long treatment)

 ● Assessment of ARV prophylaxis to mother or baby 
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pregnant and lactating women*, and the majority of all 

MTCT occurs in these ART-eligible women. Furthermore, 

adoption of optimal infant feeding practices is essential 

to reduce new HIV infections during breastfeeding. And, 

early infant diagnosis via virologic testing is necessary for 

national programs to monitor how effective their efforts 

are in contributing to the elimination of new pediatric 

HIV infections 

But on an even more fundamental level the goal of 

PMTCT programs should not just be to eliminate new 

pediatric HIV infections, but rather to eliminate the 

excess mortality attributable to HIV and AIDS in 

children and pregnant and lactating women. Past 

experience from PMTCT implementation has shown that 

an overly narrow focus on preventing infection from HIV-

positive pregnant women to their infants can be poten-

tially harmful. Infant feeding practices exert a major in-

fluence on child survival. The dilemma is to balance the 

risk of infants acquiring HIV through breast milk with the 

higher risk of death from causes other than HIV, in partic-

ular malnutrition and serious illnesses such as diarrhoea, 

among non-breastfed infants.** For example, suboptimal 

infant feeding practices such as inappropriate early wean-

ing may reduce HIV transmission while at the same time 

actually increasing the risk of child death from common 

causes, thus having an overall negative effect on HIV-free 

survival. Additionally, PMTCT prophylaxis to HIV-positive 

pregnant women may avert new pediatric infections, but 

if this is not accompanied by CD4 testing, clinical stag-

ing, and access to ART, opportunities to save maternal 

lives and prevent orphans are lost. Furthermore the ef-

fect on maternal health may actually be detrimental in 

cases where women with more advanced disease receive 

prophylaxis only, as these women are at increased risk of 

* 40% is the current estimate, but the proportion eligible 
seems to be higher in some populations and better global 
estimates are needed.

** WHO Guidelines on HIV and Infant Feeding, 2010.

i. descriPtion of Prong 4

Prong 4 is the provision of comprehensive treatment, 

care, and support to HIV-infected women, their children 

and other family members. This includes a number of es-

sential interventions: 

 ● CD4 testing and clinical staging to determine eligibil-

ity for antiretroviral therapy (ART)– especially for preg-

nant women

 ● ART for eligible infected women and children

 ● Linkages to longitudinal HIV care services for all wom-

en and children testing positive 

 ● Cotrimoxazole prophylaxis for HIV+ women and HIV-

exposed and infected children

 ● HIV testing of children, including early infant diagno-

sis via virologic testing and testing of exposed chil-

dren after HIV exposure has ceased to determine HIV 

status. 

 ● Testing of male partners of all pregnant women and 

ensuring provision of needed HIV care, treatment, 

and support for those testing positive.

 ● Nutritional counselling, assessment, and support to 

ensure maternal nutrition and optimal feeding of HIV-

exposed and infected infants.

 ● Screening for and treatment of tuberculosis and other 

opportunistic infections 

 ● Social support to enhance service utilization and 

prevent stigma, discrimination, and violence against 

women. 

 ● Adherence counselling and support to ensure return 

for clinic visits and adherence to medications.

Prong 4 interventions are necessary for eliminating MTCT, 

and there is overlap with prong 3 interventions in this 

regard, particularly in the area of providing ART for eli-

gible women. Women who are medically in need of ART 

under the 2010 WHO recommendations are estimated 

to account for approximately 40% of all HIV-positive 

Appendix 8 – Draft background paper 
for Prong 4: Assuring linkages to care, 
treatment and follow up 



78

up from about 11% 2 years ago, but is still much less 

than the coverage of ART for adults in the general popu-

lation which is about 33% globally. This is despite the 

fact that in many settings, the coverage of HIV testing 

and counselling is much higher among pregnant women 

than in the general adult population.

 About 2.1 million children were estimated to be living 

with HIV in 2008, and like pregnant women, children also 

have lower access to antiretroviral therapy on a global 

level than adults, with global coverage of ART being 

28% in children and 33% in adults.** This lower cover-

age is attributable primarily to lagging progress in several 

high burden African countries, as estimated coverage 

among children is actually higher than adults in Asia and 

Latin America and also in some select African countries 

(Botswana, South Africa, Namibia). While large increases 

in the number of children enrolled on ART have occurred 

between 2007 and 2009, the progress has been very un-

even between countries. The table below highlights the 

countries with the greatest estimated disparities between 

adult and pediatric coverage. 

** Note that the estimates of the number of children living 
with HIV are based largely on models and have wide error 
margins due to the relative lack of pediatric HIV surveil-
lance data compared with adults

developing resistance to such regimens. And while the 

volume of early infant diagnosis tests being processed 

has increased exponentially over the last several years, in 

many settings a large proportion of children never receive 

their results and only a small fraction of those testing 

positive are initiated on life saving treatment. 

Providing timely access to care and treatment for HIV-

infected pregnant and lactating women and children 

will produce clear synergies with the goals of the other 

prongs. It is possible to achieve very high reductions in 

the estimated number of pediatric deaths attributable to 

HIV by incorporating the effects of all 4 prongs, even if 

coverage of one prong is much less than 90%. For ex-

ample, a prong 1+2+ 3 PMTCT intervention that reduces 

the number of new pediatric infections by 70% in com-

bination with high access to quality pediatric treatment 

that reduces mortality in infected children by 65% on the 

population level, could reduce overall HIV-related mortal-

ity in children by 90%. 

ii. situational analysis

A. Current Coverage and Progress of Prong 4 
interventions

While there has been progress in recent years, the cover-

age of treatment for HIV+ pregnant women who need 

it for their own health remains very low in most coun-

tries. In 2009, 15% of HIV+ women who received PMTCT 

ARVs received ART. If we assume that ~40% of HIV+ 

pregnant women currently need ART based upon a CD4 

count <350 coverage of ART among pregnant wom-

en in need in 2009 was approximately 19%.* This is 

* Given that 53% of the estimated 1.4 million women living 
with HIV received prophylaxis in 2009 then approximately 
600,000 need ART, so 111,300/600,000 received it in 
2009 or 19%.
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Table 2: Selected coverage estimates for PMTCT 

ARVs and infant cotrimoxazole, 2009

country coverage 
for arv 

prophylaxis: 
Percent of 
pregnant 

women 
living with 

hiv who 
received 
arvs for 

Pmtct

coverage 
for cotri-

moxazole: 
% of infants 

born to 
women liv-

ing with hiv 
receiving 

cotrimoxa-
zole prophy-
laxis within 
2 months of 

birth

Botswana >95 65

Kenya 73 5

Rwanda 65 67

South Africa 88 20

Swaziland 88 98

Tanzania 70 10

Zambia 69 37

Coverage of male-partner testing is far lower: in 2008 

in low and middle-income countries, the proportion of 

pregnant women attending ANC whose male partners 

were tested for HIV was 5%, versus 2% in 2007. The 

notable exception is Rwanda, where the proportion of 

pregnant women whose partners were tested was 77% 

in 2008, up from 65% in 2007.

Key Barriers for Prong 4 interventions

 ● Lack of laboratory capacity for CD4 testing and EID 

 ● Lack of HIV and maternal and child health providers 

equipped to provide: 1) ART for pregnant women and 

children; 2) offer HTC to children, including EID; 3) 

Table 1: High burden countries with approximately 

two-fold or greater differences in coverage, 2009

country adult art 
coverage

Paediatric 
art 

coverage

Cameroon 27% 11%

Cote D’Ivoire 29% 15%

Mozambique 32% 14%

Uganda 43% 18%

Tanzania 35% 17%

Nigeria 23% 10%

Ghana 25% 12%

Lesotho 50% 23%

Furthermore, children under 2 years of age, who are 

highly vulnerable to mortality, have disproportionately 

low access to treatment compared with other children 

in many settings. Unless treatment coverage is dramati-

cally increased in this population, pediatric ART programs 

will have a much more limited impact on mortality than 

would otherwise be possible.

Children also have much lower access to HIV testing and 

counselling than other populations, despite the fact that 

large numbers access routine preventive and curative child 

health services, which present excellent opportunities for 

provider initiated testing and counselling. Furthermore, 

coverage of two key care interventions for HIV-ex-

posed infants – cotrimoxazole prophylaxis and early 

infant diagnosis – were both estimated at only about 

15% in 2009. The table below shows large gaps between 

ARV prophylaxis coverage and cotrimoxazole coverage. 

Since both services can be delivered at the same facility, 

this suggests that with concerted effort, coverage for co-

trimoxazole can also be increased considerably.
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iii. existing related global 
initiatives, targets and indicators

 ● Millenium Development Goals 4 & 5. Target is to re-

duce maternal and child mortality by 50% by 2015

 ● Global TB elimination

iv. ProPosed global target (s) (**try 
to limit to minimum necessary)

(and methods to monitor/measure)

Target: Reduce the estimated numbers of deaths attrib-

utable to HIV among children under 5 and pregnant and 

lactating women by 90% by 2015***,****

This could occur through achieving: 

 ● 90% coverage of ART for eligible pregnant women 

 ● 80% coverage of pediatric ART for HIV-infected chil-

dren under 5

 ● 80% coverage of HIV-exposed and infected children 

under 5 with cotrimoxazole

*** Another alternative would be to include a more specific 
target of reducing mortality by an additional 65% com-
pared to a baseline of what would have been achieved 
through only preventing new infections via prongs1-3. 
Others have also suggested infant mortality rate as a key 
indicator for monitoring progress in this area.

**** The number of deaths in children attributable to HIV in-
clude those that occur in HIV-positive children due to AIDS-
associated illnesses, as well as deaths in both HIV-infected 
and HIV-exposed and uninfected children that occur due to 
suboptimal infant feeding practices and increased vulner-
ability to common causes of childhood deaths due to ad-
vanced maternal immunodeficiency, particularly in mothers 
with CD4 <350. The number of deaths in pregnant and 
lactating women attributable to HIV would include deaths 
caused by AIDS-associated illnesses in the period covered 
by MMR and also potentially extending further into the 
first two years postpartum, as well as deaths caused by 
common maternal causes of death (i.e. postpartum hem-
morhage, sepsis, etc.) that HIV-positive women are at in-
creased risk of experiencing.

provide appropriate infant feeding support

 ● Complexity of current early infant diagnosis tests, 

which must be processed off site.

 ● Poor PMTCT-ART linkages. There is a need for more 

integration of ART within MCH services and decen-

tralization of ART to lower levels of the health system 

to limit loss-to-follow up.

 ● Limited male involvement in antenatal care and child 

birth in most settings.

Estimated burden of the prong over the next five 

years (2010-2015):

Very crude estimates are provided below (Spectrum can 

be used to generate more accurate numbers) 

 ● HIV-infected pregnant and breastfeeding women 

needing treatment in 2009: 600,000 (368,000 – 

720,000)* 

 ● HIV-infected children needing treatment in 2009: 

1.27 million (870,000- 1,700,000 million)**

 ● HIV-exposed and infected children needing support 

for optimal exposed infant care (infant feeding, EID, 

CTX) in 2009: 1.4 million (920,000 – 1,800,000 mil-

lion)

Strategic gaps

One additional key gap that should be highlighted is that 

pregnant women and children haven’t featured highly on 

the agenda of UNAID’s new “Treatment 2.0” agenda and 

the related “Treatment as Prevention”. Clearly these two 

vulnerable populations should be a focus of such initia-

tives that are seeking to simplify the administration of 

ART. Indeed, simplified treatment modalities and better 

ARV regimens that are also less costly will be essential for 

eliminating MTCT.

* Assumes 40% of 1.4 million per year are eligible and a 
constant number of HIV-positive pregnant women per year

** Given 2.1 million children are already infected and >1.3 
million need treatment now
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a large fraction of maternal and child mortality, it may be 

feasible to directly measure reductions in overall maternal 

mortality and child mortality at the population level that 

can be attributed to PMTCT and ART programs. 

Key program indicators to follow would be:

 ● Number and percentage of pregnant and breastfeed-

ing women receiving ART for their own health

 ● Number and percentage of children; 1) receiving ART 

(disaggregated by age-band, including those <2 years) 

 ● Number and percentage of HIV-exposed and infected 

children initiated on cotrimoxazole prophylaxis within 

2 months of birth

Surveillance methods could also be used to measure in-

fant and young child feeding practices at various time 

points. In high prevalence countries household surveys 

could be used to better estimate the number of children 

living with HIV and HIV-free survival among young chil-

dren. Maternal death audits linked to HIV status might 

also be used to track changes in HIV-attributable mater-

nal mortality. 

Clearly, the measurement methodologies, data avail-

ability and model parameters and assumptions for using 

program and surveillance data to estimated reductions in 

HIV-attributable mortality would need much clearer elab-

oration than provided here. The above ideas are provided 

as a first step to stimulate discussion.

Baseline: While no formal baseline exists, program data 

on the number of children enrolled and retained on ART 

are readily available, as are data on the number of preg-

nant women on ART. Methods outlined in the new pedi-

atric surveillance guide under development by WHO and 

partners might be used by high prevalence countries as 

part of an effort to establish a better baseline estimated 

of how many children are already infected and thus at 

risk of mortality. Maternal death audits linked to HIV sta-

tus in high prevalence countries may also provide infor-

Rationale: This target is suggested for discussion as it 

reflects the fundamental goal of reducing mortality in 

mothers and children, not just preventing new infant in-

fections. It can more clearly show the linkage between 

PMTCT programs and MDGs 4 and 5 and well as HIV care 

and treatment programs. It can be modelled based upon 

program data. The methods to monitor and calculate 

such a target have not yet been agreed upon, and would 

need to be standardized. 90% was chosen as it fits with 

the proposed MTCT elimination target.

The proposed targets for both HIV-related maternal 

deaths and child deaths cover different and longer time 

periods than the standard targets of maternal mortality 

and infant mortality.

Realism: The target is ambitious but should be achiev-

able in many countries. Whether it can be attained by 

2015 will undoubtedly vary according to the context in 

a given country. For example, in countries such as South 

Africa, Botswana, and Namibia which have high cover-

age now of PMTCT and pediatric ART, the target may be 

achieved sooner than 2015. In other countries such as 

Nigeria and Ethiopia, where the progress in PMTCT has 

been slower, it may take >5 years to achieve this goal. 

Including contributions of pediatric treatment as well as 

PMTCT to the overall reduction in mortality may make it 

more feasible for such countries to achieve these targets 

and have a larger impact soon. 

Measurement Method/Strategy:

Progress toward this target can be tracked through the 

reporting of routine program indicators that are closely 

tied to HIV-attributable maternal and child mortality and 

complementing this information with surveillance activi-

ties focused in high burden countries. Information from 

these two approaches can then be inputted into models 

to estimate the reduction of mortality. Additionally, in the 

highest prevalence countries where HIV is responsible for 
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mation for better estimates of the proportion of maternal 

mortality attributable to HIV. 

v. other discussion Points

Unresolved issues for discussion

 ● How closely should pediatric treatment be linked to 

the “elimination agenda”?

 ● How will the broader role of PMTCT programs in 

meeting the MDG’s be tracked – not just in terms of 

HIV-attributable mortality, but also in terms of sys-

tems strengthening support through PMTCT which 

may reduce MCH mortality even more broadly? 

 ● Is it feasible to use a broader target for HIV-related 

deaths in pregnant and postpartum women (e.g. 

through one or two years postpartum) rather than the 

traditional maternal mortality rate (through 6 weeks 

postpartum). 

 ● What specific methods can be used to consistently as-

sess HIV-related infant and child mortality?
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