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Eliminating mother-to-child transmission of HIV Introduction

CHAPTER 1

Eliminating mother-to-child transmission
of HIV

Thailand’s experience in eliminating
mother-to-child transmission of HIV is
extraordinary. The country’s experience
provides important lessons about how to
reach those who are hard to reach.
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Thailand’s History with HIV/AIDS

Thailand’s history with HIV/AIDS

The first reported case of Human
Immunodeficiency Virus (HIV) in
Thailand emerged in 1984. Spreading
slowly at first, HIV/AIDS became a full-
blown national crisis by the early 1990s,
gaining shocking momentum in just a
few years. Between 1988 and 1990, the
number of HIV cases ballooned from
roughly 13,000 to almost 300,000. The
incidence rate more than doubled again
to over 600,000 in 1992.

Since the 1990s,

The MTCT rate in Thailand, at its worst,
was over 20%. Simply put, thousands of
children were being born with HIV.

The Thai government, as well as the
public, has worked hard to combat the
HIV crisis generally, and the mother-
to-child-transmission crisis specifically.
They have achieved great success.
Estimates suggest that over the past two
decades, nearly 10 million potential
cases of HIV transmission have been
prevented because of measures such as
increased awareness

HIV/AIDS has been
one of the leading
causes of premature
death in Thailand.
The Asia-Pacific
region currently has
the second largest
number of people
living with HIV,
behind Africa. As

of 2015, Thailand
accounted for

“To ensure children are
born healthy is to give
them the best possible
start in life.”

DR. MARGARET CHAN
Former Director-General, World
Health Organization

and condom-use
campaigns, access

to HIV testing, and
access to medication.

Thailand saw a
tremendous decline
in the number of
AIDS-related deaths
throughout the late
1990s and 2000s.
With respect to

approximately 9% of
HIV-positive people
in the region.

During the early 1990s, the spread of
HIV in Thailand was most pronounced
among sex workers, men who have sex
with men, and intravenous drug users.
Prevalence among women at the time
was relatively small. Unfortunately,
this period was short-lived. Some
estimates note that by the middle of
the decade, approximately 40% of
reported new infections were among
women, increasing the mother-to-child
transmission (MTCT) rate of HIV.

mother-to-child-
transmission (MTCT)
of HIV specifically, reports show that
between 2000 and 2015, the MTCT rate
in Thailand was reduced by more than
90%.

Over that period, the infection rate
among children decreased from 1,000 to
85 infections per year. Furthermore, the
infection rate among women was also
drastically reduced by 87%, from 15,000
new infections each year to less than
2,000.
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Thailand'’s history with HIV/AIDS

In 2015, the mother-to-child
transmission rate in Thailand was
just 1.9%. According to World Health
Organization (WHO) guidelines,
mother-to-child transmission of HIV
is considered to be “eliminated” when
the transmission rate falls below 2%.
Thailand is the first Asian country to
achieve this designation, which the
WHO recognized in 2016. Dr. Margaret
Chan, former Director-General of the
WHO, states: “To ensure children are

HISTORY OF HIV/AIDS

IN THAILAND

born healthy is to give them the best
possible start in life.” She adds: “This is a
tremendous achievement — a clear signal
that the world is on the way to an AIDS-
free generation.”

Thailand’s experience in eliminating
mother-to-child transmission of HIV
is extraordinary. Thailand is a model,
and its experience provides important
lessons about how to reach those who
are hard to reach.



1984

First HIV case
First reported case of
Human Immunodeficiency Virus (HIV) in Thailand.

600,000 HIV cases
Between 1988 and 1990, the number of HIV cases ballooned from
roughly 13,000 to almost 300,000. The incidence rate more than
doubled again to over 600,000 in 1992.

1990s

40% of new infections are women
During the mid-2000s, HIV prevalence among women
increased rapidly. Nearly half (40 percent) of new HIV
infections were reported to be among women.

~ 2005

2000 to 2015

90% of reduced MTCT rate

The mother-to-child

transmission rate has been reduced
by more than 90%.

2015

1.9 % MTCT rate
The mother-to-child transmission of HIV
rate has dropped to just 1.9%.
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What is mother-to-child transmission of HIV?

What is mother-to-child transmission
of HIV?

HIV is transmitted through bodily fluids
such as blood, breast milk, and genital
secretions. The virus cannot be transmit-
ted through saliva.

Mother-to-child transmission of HIV,
sometimes referred to as vertical trans-
mission, occurs when an HIV-positive
mother transmits the virus to her child.
Unlike healthy adults, fetuses in utero
and newborns are especially vulnerable,
as they do not have fully developed im-
mune systems.

Generally, MTCT can occur in one of
three ways:

Pregnancy

MTCT during pregnancy can occur when
the virus from the mother is transmitted
in utero by crossing the placenta.
Childbirth

Intrapartum transmission occurs when
the mother’s blood and/or genital
secretions infect the baby during labor
and/or delivery.

Breastfeeding

Transmission mainly occurs through
breast milk.

Prevention of mother-to-child
transmission

Prevention of mother-to-child
transmission (PMTCT) of HIV includes
many different strategies. The main
strategy for PMTCT during pregnancy
and childbirth is ensuring the HIV-
positive mother is on antiretroviral
therapy.

To prevent postpartum mother-to-child
transmission, the main strategy involves
exclusive formula feeding. According to
the WHO, in the absence of prevention
measures, the risk of mother-to-child
transmission of HIV ranges between

15 percent to 45 percent. That risk is
reduced to less than 5 percent if HIV-
positive mothers are treated with
antiretroviral medication and receive
appropriate interventions.

However, knowing what needs to be
done to prevent MTCT and getting it
done are two different things.
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Four key obstacles stand in the way of ensuring that adequate
preventative measures reach mothers and their children:

Lack of knowledge

A general lack of knowledge
about HIV, how it is transmitted
and the various risk

factors associated with HIV
transmission, is often a barrier

to the prevention of HIV spread.

Long distances

Parents might live far from
health centers and are thus
unable or unwilling to access
HIV testing, counselling and
treatment. Geographical
proximity to health services
is a barrier for many people,
especially for those who are
poor or who live in distant
areas.

Lack of access

Access to antiretroviral
therapy is often limited. The
procurement and distribution
of antiretrovirals can be
expensive obstacles to
treatment access.

Stigma and discrimination

Parents need to be aware of
their HIV status. They need
to be tested. And they need to
disclose this information to
their partners, families and
health professionals. Due to
stigma and discrimination,
disclosure rates are low, and
HIV testing and counselling
tends to be underutilized in
many countries around the
world.

oooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo
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Effective prevention of mother-to-child

Who is most vulnerable transmission requires the following:

to MTCT? * Knowledge about mother-to-child
transmission
Access to health services

» Access to HIV testing and counselling

* (If HIV-positive) Treatment, early infant
diagnosis postpartum, and provision of
formula

* Ongoing monitoring and evaluation

In general, those who are hardest
to reach - those who are poor,
geographically distant, and
culturally marginalized — are the
ones who are most vulnerable

to mother-to-child transmission
(MTCT), in Thailand and around

the world. Thailand has achieved remarkable success

in overcoming obstacles and barriers to
preventing mother-to-child transmission
(MTCT). During the height of the HIV
epidemic, the MTCT rate in Thailand was
over 20 percent and the prevalence rate
among pregnant women receiving antenatal
care was 2 percent. By 2015, the MTCT

rate was lower than 2 percent and HIV
prevalence among pregnant women was
down to just 0.6 percent.

The road to reducing mother-to-child
transmission in Thailand has been a long
one, and success did not come overnight.
As early as the mid-1990s, the Thai
government piloted a program to distribute
a short-course oral antiretroviral. Between
1997 and 1999, several prevention of
mother-to-child transmission (PMTCT)
projects were piloted, including
government-sponsored interventions in HIV
testing and counselling , the distribution

of antiretrovirals, and mother-to-child
transmission monitoring protocols.

In 2000, the national government created
the first nation-wide PMTCT policy and
guidelines, which were issued to all public
hospitals. The 2000 guidelines required
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What has worked in Thailand?

hospitals to integrate prevention
measures into routine maternal and
child health services; implement HIV
counselling and testing for all pregnant
women,; provide access to antiretroviral
therapy for prevention of mother-to-
child transmission; ensure infant HIV
testing, and provide formula milk for
infants born to HIV-positive mothers.

The 2000 prevention of mother-to-
child transmission (PMTCT) guidelines
marked a critical policy watershed

but just developing policies is not

good enough. How is the policy being
implemented? What is happening on
the ground? And what other factors are
contributing to Thailand’s success in
PMTCT?

What has worked in Thailand?

Thailand’s recipe for success has five
main ingredients: antenatal care,
antiretroviral therapy, monitoring

and evaluation, standardization and
adaptation in delivery, as well as the
influence of civil society organizations.

Antenatal care

Thailand’s prevention of mother-to-
child transmission (PMTCT) program
is primarily delivered through an
extensive antenatal care (ANC)
infrastructure, comprising over 800
district hospitals and networks of sub-
district health centers in rural and
urban areas. The decentralized health
delivery system is the first point of
contact for pregnant women.

Over 98 percent of all pregnant women
in Thailand have at least one ANC visit
and 93 percent report at least four visits.
Over 99 percent of births are attended
by a skilled health professional — a
remarkable achievement. Shortly after
the implementation of the 2000 PMTCT
guidelines, HIV testing and counselling
were made available in all ANC
facilities. This resulted in an increase in
testing and counselling among pregnant
women from just 62 percent in 1999 to
93 percent in 2001.

Antiretroviral therapy

The rate of mother-to-child transmission
(MTCT) of HIV during pregnancy and
childbirth can be reduced when the
mother is on antiretroviral therapy
(ART). Thailand’s universal health
coverage scheme has provided free ART
since 2005.

As of 2015, almost 96 percent of all HIV-
positive pregnant women are receiving
ART and 99.6 percent of infants born to
HIV-positive mothers are also receiving
antiretroviral treatment. Putting

this into a comparative perspective,
according to the most recent Joint
United Nations Programme on HIV and
AIDS (UNAIDS) data, only 35 percent of
pregnant women in the Asia region have
access to antiretroviral medicines to
prevent mother-to-child transmission —
far less than in Thailand.

Monitoring and evaluation

Precise monitoring and evaluation are
key in effectively preventing mother-




Eliminating mother-to-child transmission of HIV

What has worked in Thailand?

to-child transmission. On the one

hand, monitoring and evaluation are
necessary to collect population-level
data. On the other hand, they make it
easier to identify and treat individuals
who are in need of care. In 2001, for
instance, the Thai Department of

Health implemented the Perinatal HIV
Inventory Monitoring Systems to count
and track HIV-positive mothers and
their children, as well as antenatal care
and HIV service uptake. Subsequently,
the National AIDS Program was created
to collect individual-level information to
monitor prevention of mother-to-child
transmission indicators of both mothers
and children.

Standardization in delivery

Thailand is a vast country with lots of
regional differences. Life in the distant
countryside or the Northern hills is
different than life in the bustling urban
centers. Poverty rates are high. In

this regard, achieving prevention of
mother-to-child transmission success

in Thailand requires service delivery —
from testing to care - to be standardized
to ensure consistent quality, but also
adaptable to address different contexts
and circumstances. Strict curricula and
standards of care are enforced by the
central government through its complex
health system.

At the same time, frontline workers
adapt practices to optimize health care
delivery to suit Thailand’s different
geographies, demographics, cultures
and the local practices of their specific
catchment areas.

Civil society

Civil society organizations play

multiple roles in preventing mother-
to-child transmission in Thailand.

Many domestic non-governmental
organizations with ties to international
organizations deliver services (such as
testing and support) to local populations.

Civil society organizations are
embedded within networks bridging
different communities, health
professionals, and the government.
Furthermore, civil society organizations
have played, and continue to play, a
critical activist role in politics. They
mobilize citizens and campaign the
government. For instance, Thai activist
groups were instrumental in pressuring
the government to relax its restrictions
on HIV medicines and thus reduce the
cost of antiretroviral therapy .

Reaching the hardest to reach

Reaching the hardest to reach means
delivering knowledge, services, and care
to those who are poor, geographically
distant, or marginalized in other

ways. It’s a difficult task. The fact

that the HIV epidemic in Thailand

was so acute just a few decades

ago demonstrates how remarkable
Thailand’s prevention efforts have been
in successfully eliminating mother-to-
child transmission of HIV. Almost all
women are receiving antenatal care.
More and more mothers, partners, and
children are being tested for HIV. Those
who are HIV-positive have greater
access to essential medicines. And their
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Reaching the hardest to reach

individual cases are monitored to ensure
their long-term health.

The Thai case exemplifies three
important aspects of what it takes to
successfully reach the hardest to reach.

First of all, “reach” must address supply-
side problems. Take antiretroviral
therapy (ART), for instance. Thailand’s
successful campaign to provide

ART for all HIV-positive individuals

was aided by the strong role of the
government in domestic manufacturing
of antiretrovirals (ARVs) and the issuing
of compulsory licenses for several

key drugs so that generics could be
distributed in Thailand. In other words,
the provision of ART depended on the
ample and cheap supply of ARV.

However, we also know that the supply
of antiretroviral therapy (ART) - or any
intervention for that matter — does not
ensure that people will use it. Reach
thus poses a demand-side challenge

as well, in that the supply of an
intervention only reaches people when
it is demanded and used. Some call this
the “last mile problem”.

Increasing compliance with an ART
regimen, for example, is about resolving
the demand-side problem. HIV testing
and counselling (HTC) similarly

poses demand-side challenges, as the
provision of free HTC alone does not
necessarily mean mothers — and ideally,
couples — will be tested. Stigma and fear
of disclosure are obstacles to uptake
when it comes to testing, counselling,
and treatment. In this regard, reaching

the hard to reach means both supplying
services and interventions and ensuring
they are used.

Lastly, reaching the hardest to reach
requires precision. As the numbers

of HIV-positive women and children
continue to decrease in Thailand,
identifying and finding those at risk

is increasingly difficult. Aggregate
population-level data, for instance,
becomes less useful, when the goal

is to reach the last 2 percent. Precise
data, continually updated information,
and sophisticated monitoring and
surveillance systems have been critical
for Thailand to eliminate mother-to-
child transmission (MTCT). To be sure,
notwithstanding the World Health
Organization’s (WHO) designation,
Thailand has not in fact completely
eliminated MTCT of HIV.

The last section of this report focuses
on the prevailing challenges of “getting
to zero” — getting the MTCT rates

from two percent to zero percent.
Obstacles remain, such as stigma and
discrimination, limited access to health
facilities, and the lack of knowledge
and awareness of HIV/AIDS and the
prevention of MTCT. Specifically,
migrants, ethnic minorities, young
people, men, and infants continue to fall
through the cracks.

In recent years, HIV prevalence among
youth has also been on the rise as the
collective memory of the harrowing
epidemic of the 1980’s subsides,
increasing the risk of mother-to-child
transmission.
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About this research

About this research

The following report is the result of

a year-long research project, carried
out by Professor Joseph Wong of the
Munk School of Global Affairs and the
Department of Political Science at the
University of Toronto, and four student
researchers: Joy Dawkins, Simran
Dhunna, Andrea Macikunas, and Aylin
Manduric.

The research presented in this report
is funded by the MasterCard Center for
Inclusive Growth; the Canada Research
Chairs program; and the Ralph and Roz
Halbert Professorship of Innovation at
the Munk School of Global Affairs.

Research was conducted from
September 2016 through July 2017,
including primary fieldwork in Thailand
in June 2017. Interviews and site visits
were conducted in the cities of Bangkok,
Chiang Mai, and the town of Phrao.
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Thalaengkit (Thai

The authors of this report would like to
express our gratitude and appreciation
to those we met and interviewed

in Thailand, including government
officials, front-line health professionals,
civil society activists, and scholars. Your
work and dedication are inspiring.

This research project, including
fieldwork, was vetted and received
approval by the Ethics Review Board of
the University of Toronto.

This report is the fifth in a series of
case study reports on the concept of
development reach, and specifically
innovative programs that are
successfully reaching populations
that are the hardest to reach. Our
earlier reports, as well as various blog
and insight pieces, can be retrieved
on the Reach Project website (http://
reachprojectuoft.com).
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CHAPTER 2

Antenatal care

Thailand has integrated
interventions for the
prevention of mother-to-child
transmission (PMTCT) of HIV
within its maternal and child
health system. Antenatal

care is the main point of
access through which PMTCT
services are delivered. With

extensive investments over
time to address both supply
and demand side challenges,
Thailand has ensured PMTCT
services are both reaching and
being accessed by pregnant
women across the country.
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Health access

When the prevention of mother-to-child
transmission program was introduced in
2000, Thailand had already established
comprehensive and quality maternal
and child healthcare services. In 2000,
92 percent of pregnant women in
Thailand accessed antenatal care at
least once. This was in large part due to
consistent and extensive investments in
the health system by the government,
beginning in the 1960s. Guided by
successive five-year National Health
Plans, Thailand’s health system was
developed with an emphasis on primary
healthcare and the inclusion of rural
areas and the poor.

The health system involves a network

Thailand’s public
health infrastructure:
Healthcare service
delivery facilities
overseeing the
prevention of mother-
to-child transmission
program.

of health facilities across regional,
provincial, district, and sub-district
levels, as well as metropolitan areas. The
majority of these facilities are within

the public sector. The delivery of quality
healthcare services across facilities was
enhanced through further investments
in public infrastructure (e.g. roads) and
the education of health workers.

Thailand’s health workforce is made

up of healthcare professionals such

as doctors, nurses, pharmacists, and
medical technologists, and supporting
personnel such as village health
volunteers and peer educators. The
comprehensive network of health
facilities and high-quality health
personnel ensures front-line consistency
in health access and care.

Ministry of Public Health

regional
hospitals

district
hospitals

sub-district
health centers

community, including
village health volunteers
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A progressively
comprehensive health
insurance scheme

The four decades of health
system development involved
the establishment of
progressively comprehensive
health insurance schemes that
helped move the country toward
universal health coverage.

Prior to 2000, different public
health insurance schemes,
together with a small fraction of
private health insurance, covered
about 75 percent of Thai citizens.

In 2000, the government expanded
health insurance coverage to all
Thai citizens through the “30 Baht
treat all diseases”-scheme. This
was followed by the piloting of

the Universal Coverage Scheme in
2001, which became law in 2002 as
the National Health Security Act.

The Universal Coverage Scheme
expanded access to healthcare
insurance to the current coverage
rate of 99.5 percent of the Thai
population.

By the 1990s, after 25 years of infrastructure
development, Thailand achieved near-
universal coverage of health facilities at the
district and sub-district level. Healthcare
reforms over the next decade played an
important role in strengthening the district
health system, improving the collaborative
relationship between district hospitals and
networks of 10 to 15 sub-district health
centers within their catchment area.

The district health system plays an especially
important role in the prevention of mother-
to-child transmission, as district hospitals are
the primary site where maternal and child
health services are implemented, including
the delivery of antenatal care services.
District hospitals across the country provide
localized access while also being large
enough to have adequate human resources
and capacity.

Early prevention efforts

In addition to ongoing reforms to the health
system in the 1990s, early responses to
address the emerging HIV epidemic set the
stage for the introduction of the national
prevention of mother-to-child transmission
(PMTCT) policy in 2000.

Following the first case of mother-to-child
transmission in 1988, the Thai government
and civil society actors recognized increased
prevalence of HIV among pregnant women.

They moved to action with early prevention
efforts, which included building health
workers’ capacity, e.g. training nurses to
provide HIV testing and counselling services;
engaging in research studies, e.g. trials to
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build evidence on antiretroviral therapy;
launching education campaigns, e.g. the
100 percent Condom Use Program; and
piloting the prevention interventions
that would later become the basis of the
national PMTCT program.

These supply-side investments came
about alongside demand-side shifts in
cultural norms towards acceptance of
healthcare and
normalization of

In the new millennium, prevention of
mother-to-child transmission (PMTCT)
became cleary a priority, backed

by political and public will. On the
supply side, the system was in place

to incorporate prevention services
supported by the growing evidence
base in prevention science and effective
treatment. On the demand side, women
were motivated to access services
through established
antenatal care

HIV. Healthcare
services, including
antenatal care

, became the
established norm:s.

Women typically
seek healthcare
services during
pregnancy and
almost all women
go to hospitals to
deliver. National
HIV education,
such as the
condom use
campaign, played a
significant role in

“PMTCT became a
priority because, one, it
was easy to get a policy
commitment from
everyone: newbhorns
are the most vulnerable
and also innocent.

And two, there was an
obvious solution: HIV
positive people need ART
treatment.”

Prominent Civil Society Leader

practices to ensure
their newborn
babies were
healthy. There has
also been broad
public support
for PMTCT, as
women and their
babies are seen as
victims of the HIV
epidemic.

Integrating PMTCT
into antenatal
care

The prevention of
mother-to-child

raising awareness
of HIV and the
importance of prevention and effective
health solutions. These education

efforts had a large impact on behavioral
and societal norms, such as wearing
condoms, or getting tested for HIV. They
laid the foundation for ongoing efforts
to normalize HIV and reduce stigma and
discrimination.

transmission
program was
implemented nationally in 2000. It was
formulated with the involvement of
multiple sectors, backed by significant
government commitment, including
the allocation of resources, and was
responsive to evolving prevention
science.
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Integrating PMTCT into antenatal care

The policy is made up of six core
components: (1) testing and counselling;
(2) treatment for HIV-positive mothers;
(3) provision of infant formula; (4) early
infant diagnosis; (5) infant treatment;
and (6) monitoring and surveillance.
Over the past 17 years, the specific
guidelines of each component continue
to be updated based on new findings

The established antenatal care

model within the comprehensive

and accessible health system allowed
mother-to-child transmission prevention
activities to be integrated with relative
ease. The prevention of mother-to-child
transmission program outlines clear
guidelines with well-defined roles for
health facilities and healthcare workers,

in prevention allocates
science, resources,
through expert ensures the
consultation, . necessar

and with the “In this work, we cannot processezfor
inclusion of local work alone. The whole implementation

knowledge. These
changes include,
for example, novel
models of care

healthcare team needs
to provide care together.
Village health volunteers
are well respected by

and delivers
services through
the existing
antenatal care

and treatment . system. The
regimens. hospital staff. Healthcare mechanisms
workers understand the for training
Immediately role and the importance healthcare
following the of VHVs, and so they value workers and

introduction of
the prevention of
mother-to-child
transmission
program in 2000,
HIV prevention

volunteer

and respect them.”

Peer educator & village health

volunteers ensure
the HIV care
continuum, or
“cascade of care”,
is translated from
national policy

interventions
were quickly
and consistently
integrated into routine antenatal care
(ANC) across the country. By 2001, 100
percent of ANC facilities provided HIV
testing and counselling (HTC), and 92.9
percent of pregnant women received
HTC, a marked increase in testing and
counselling of pregnant women from
61.9 percent just two years prior.

to local delivery
with impressive
results.

Pathway of antenatal care

Antenatal care (ANC) services are
delivered through the district health
system, centered primarily on the
district hospital. With the integration
of prevention of mother-to-child
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The Pink Handbook

The Maternal and Child Health
(MCH) Handbook, known as the
Pink Handbook for its distinctive
cover, was first published in
Thailand in 1985.

The Pink Handbook is an important
health promotion tool to inform
and monitor the health of pregnant
women and their children. It
serves as both an accessible source
of health information and as a
monitoring tool for maternal and
child health care.

The Pink Handbook is given to all
pregnant women during their first
antenatal (ANC) visit, to take home,
read over, self-record milestones,
and bring back to subsequent ANC
Visits.

The Pink Handbook is used

by both public and private
hospitals across Thailand to help
standardize maternal and child
health information and care. It is
revised every three to five years
to ensure it has the most up to
date information in an accessible
format, e.g., through pictures,
multiple languages.

transmission services into the ANC model,
nurses who provide antenatal care have
the additional responsibility of providing
HIV prevention services, including testing,
counselling, and treatment.

However, before pregnant women have their
first ANC visit at the district hospital, the first
point of entry into the health system for most
women is via the village health volunteer.

In Thailand, village health volunteers
(VHVs) work at the community, or sub-
district, level. They play an important role
in health education and communication,
health promotion, and in some cases can
provide basic health interventions. VHVs
provide a vital link for women and their
families to healthcare professionals and the
formal health system. They are community
members themselves, which means they
usually know when women nearby become
pregnant and encourage them to go to the
district hospital to access antenatal care
services. Village health volunteers possess
tremendous local knowledge and are well
respected both in the community and by
healthcare staff.

Once in the formal health system, women
follow Thailand’s established antenatal care
model, which typically consists of five to

six visits. The first visit ideally takes place
during the first trimester around the 12th
week of pregnancy. Voluntary prevention
services such as HIV testing and counselling
are initiated during the first antenatal

care (ANC) visit, regardless of when that
visit occurs.. This means that even women
who enter ANC services late (beyond the
first trimester) are offered HIV testing and
counselling.
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The Role of peer
educators

The role of peer educators grew
directly from HIV-positive people,
with support from the civil
society sector for organizing,
training, and funding.

Over time, the role became a highly
respected and a valued part of the
healthcare team, and this past year
the government began funding
these roles directly. The work

of peer educators is recognized

as important and necessary,
particularly to address individual-
level disclosure and antiretroviral
treatment adherence.

When an HIV test for a pregnant woman
comes back positive, the next step of care is
initiated. Post-test counselling with anurse
involves education and support to help
women cope with the diagnosis and the
implications for her and her baby’s health. It
often involves referrals for ongoing support,
including consultations with peer educators.
Peer educators are staff who provide support
based on their own lived experiences

with HIV/AIDS. In some districts, post-test
counselling nurses will immediately connect
women with a peer educator. Peer educators
work one-on-one with HIV-positive people
to help with stigma and disclosure concerns
and to remove additional barriers to
ongoing care. By providing support to newly
diagnosed pregnant women, peer educators
play a valuable role in ensuring women
continue with antenatal care, and begin
antiretroviral therapy.

With ongoing investments in maternal and
child health - including the prevention of
mother-to-child transmission program -
antenatal care (ANC) coverage in Thailand
continues to increase. Currently, an
impressive 98.3 percent of pregnant women
have at least one antenatal visit; 93 percent
have four or more ANC visits during
pregnancy.

Thailand’s rate of delivery by a skilled birth
attendant — another important indicator

for maternal and child health - is nearly
universal, with over 99 percent of births

in Thailand being delivered by health
professionals. Often following delivery, there
is a drop-off in postnatal care, although early
infant diagnosis (EID) in Thailand is now
very high at 94 percent. Increasing health
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coverage during the postnatal period is
supported by bundling services, such
as timing visits to baby clinics with the
national vaccination schedule.

Counselling and testing

As outlined by national guidelines,
trained health professionals conduct
HIV testing and
counselling

program, a new model for pre-test
counselling was developed that included
a group education component. The
group counselling model was used

to help reach the most number of
women in busy antenatal care (ANC)
clinics. In addition, as ANC involves
comprehensive testing, the group-
counselling model treated HIV as part
of routine care.
This helped to

(HTC) at the
district hospital.

normalize the
need for, and the

Nurses initiate
HTC during the
first antenatal
care visit by
providing pre-
test counselling.
The test is then
performed

by medical
technologists.
When the results
are available,
women return to
the nurse for post-
test counselling.
To increase
convenience

and to ensure
follow-up, HTC
(including
receiving the
results) can be

“[The group counselling]
model was successful,

and later adapted by the
WHO. As Thailand had
good infrastructure for
ANC already in place, they
just had to develop the
curriculum for prevention
services and train the
staff. After piloting the
HCT model, they scaled up
training through existing
mechanisms, just adding
HIV into the routine care.”

Ministry of Public Health staff

importance of,
HIV education
during ANC.

An example of
how Thailand’s
guidelines are
responsive and
have evolved
over time is the
updates to the
model of care for
HIV testing and
counselling (HTC).

In 2010, the
HTC model was
updated in an
effort to address
concerns with
HIV-positive
women not

done in one visit through same-day
testing.

When HIV testing and counselling was
first rolled-out through the prevention
of mother-to-child transmission

disclosing their status to their partners
and with HIV discordant couples. HIV
discordant couples are those in which
one partner is HIV-negative and the
other partner is HIV-positive.
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With HIV discordant couples, a woman
who initially tests HIV-negative may
seroconvert (go from HIV-negative to
HIV-positive) during pregnancy.

To help address these concerns, the

new model outlined HIV testing and
counselling practices to include men, by
targeting the male partners of pregnant
women through couples HIV counselling
and testing (CHCT). Couples counselling
aims to involve men in the provision of
antenatal care and extend counselling
and testing services to them.

However, CHCT is not implemented

as consistently as other preventative
care practices, with quite variable rates
depending on the region and health
facility.

Summary

The prevention of mother-to-child
transmission (PMTCT) program has
been built on supply-side investments
in maternal and child health and
demand-side interventions to normalize
antenatal (ANC) and HIV care. In
response to the HIV epidemic in the
1990s, early prevention activities
informed the 2000 national PMTCT
policy and guidelines. The policy
integrated prevention interventions
seamlessly into the existing district
health system and quality antenatal care
services. Within one year, HIV testing
and counselling was made available

in all ANC facilities with high uptake
by pregnant women. Today, access to
antenatal care is virtually universal for
pregnant women across the country,
enabling PMTCT interventions to be a
part of routine care.
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CHAPTER 3

Antiretroviral therapy:
life-saving access to drugs

Access to antiretroviral
therapy (ART) is necessary for
prevention of mother-to-child
transmission, yet it is often
hard to achieve. Drugs used in
ART are generally expensive
and the regimen requires
careful and consistent
attention to be effective.

The use of antiretroviral
therapy (ART) has been
instrumental to Thailand’s
successful elimination of
mother-to-child transmission.
ART use in Thailand is near
universal. In 2015, 95.6
percent of HIV-positive
pregnant women and 99.6
percent of infants born to
HIV-positive mothers received
ART prophylactically. This
was not always the case.

In 1998, only 64.6 percent

of HIV-positive pregnant
women were being treated
with ART. In less than 20
years, Thailand has improved
ART access for prevention of
mother-to-child transmission
(PMTCT) by 30 percent. Access
to an affordable supply of
antiretroviral therapy for
PMTCT was dramatically
improved over the span of
several decades through
global and domestic aid,
government programs,

and inclusion under the
Universal Coverage Scheme.
On the demand side, effective
antiretroviral therapy
requires strict adherence to
treatment, which has been
improved by efforts to reduce
stigma and discrimination.
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Overcoming financial barriers

What is compulsory
licensing?

For Thailand to manufacture
a generic version of a drug, the
government needs to issue a
compulsory license

Thailand is a member of the
World Trade Organization, whose
agreement on Trade-Related
Aspects of Intellectual Property
Rights (TRIPS) includes intellectual
property protections for patented
products, such as some anti-HIV
drugs. For Thailand to manufacture
a generic version of a drug, the
government needs to issue a
compulsory license. This would
allow Thailand to manufacture

a patented drug domestically if
deemed necessary for a public
health emergency, such as an HIV
epidemic.

Overcoming financial barriers for access
to antiretroviral therapy

The growing global HIV epidemic in the
1990s was an impetus for technological
advances in HIV treatment. These included
the discovery that antiretroviral therapy
(ART) lowers the viral load in HIV-positive
pregnant women to prevent mother-to-child
transmission. However, the cost of ART was
prohibitive for low- and middle-income
countries. Thailand was no exception.

With a growing epidemic and increasing
awareness about the potential of prevention
of mother-to-child transmission the Thai
government was faced with the challenge

of making antiretroviral therapy financially
accessible on a large scale.

Until coverage was achieved under the
Universal Coverage Scheme in 2005,
antiretroviral therapy (ART) was provided
to HIV-positive pregnant women through a
variety of channels.

Government programs have supplied
zidovudine since 1992. The Health Ministry,
along with several partners such as the
Centers for Disease Control and Prevention
(CDC) Thailand Office and the Thai Red
Cross AIDS Research Center, created the
Clinical Research Network in 1998 to provide
antiretroviral therapy through enrolment

in clinical studies. With the adoption of the
nationwide prevention of mother-to-child
transmission policy and guidelines in 2000,
the Thai government used evidence gained
from the Clinical Research Network to create
the Access to Care Initiative, which supplied
public hospitals with ART.
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Overcoming financial barriers

The Didanosine patent

Didanosine is an important anti-
HIV drug for which Bristol Myers
Squibb held a patent.

In 1999, the Thai Government
Pharmaceutical Organization
submitted a request for a
compulsory license for Didanosine
to the Thai Department of
Intellectual Property. The request
was rejected, but it marked the
first attempt at using the flexibility
of Trade-Related Aspects of
Intellectual Property Rights (TRIPS)
to improve antiretroviral therapy
access in Thailand.

The Thali civil society coalition
then claimed that an amendment
to the patent for Didanosine had
been “unlawfully granted”. They
contested this in patent court while
staging multiple demonstrations
outside the Ministry of Public
Health. In a landmark decision, the
amendment was ruled unlawful,
although a compulsory license was
not granted.

In 2003, following a second
challenge to the patent in court,
Bristol Myers Squibb dedicated the
patent to the Thai people.

In 2001, the Thai Rak Thai party was elected
on a platform of Universal Health Care,
which initially excluded antiretroviral
therapy (ART). That same year, the Thai
Government Pharmaceutical Organization
(GPO) began manufacturing GPO-vir, a
cost-effective, fixed-dose medicine for
antiretroviral therapy. The availability of
GPO-vir improved the feasibility of ART
inclusion under the Universal Coverage
Scheme, although concerns remained about
cost and the need for a variety of anti-HIV
drugs.

Given the difference in cost between brand-
name and generic drugs, one avenue to
reduce the cost of antiretroviral therapy
(ART) was for the Thai government to
manufacture generics by issuing compulsory
licenses.

Despite pressure from the United States,
Thailand issued compulsory licenses

for several important drugs used in HIV
treatment. Compulsory licensing lowered
drug prices and made ART inclusion feasible
under the Universal Coverage Scheme (UCS).
Civil society organizations played a large role
in generating public interest and advocating
for the inclusion of antiretroviral therapy,
which was finally included in the UCS in
2005.

In addition to government programs, aid
from partners like The Global Fund to

Fight AIDS, Tuberculosis, and Malaria (The
Global Fund) supported increased access to
antiretroviral therapy (ART). The Thai Royal
Family also contributed. For instance, her
Royal Highness Princess Soamsawali donated
1 million Thai Baht to the Thai Red Cross
Society in 1996 to support ART access.
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Encouraging patient compliance

Encouraging patient compliance to
antiretroviral therapy

Patient compliance with the
antiretroviral therapy (ART) regimen

is necessary for prevention of mother-
to-child transmission of HIV. Many
factors impact adherence. For instance,
poor adherence can be due to possible
side effects. Adherence also varies

with the patient’s level of awareness
about the regimen or with personal
schedule limitations and logistical
barriers. Stigma and discrimination also
influence ART initiation and adherence.

The Ministry of Public Health and
civil society organizations have tried
to reduce stigma and discrimination.

Healthcare infrastructure has been
improved since the start of the HIV
epidemic, including advances in training
of healthcare workers in HIV testing
and counselling. Better training has
equipped healthcare providers to offer
more welcoming and informative
encounters with patients. Educational
efforts have also played a role in
reducing stigma and discrimination
around HIV and sexual health (e.g. the
100 percent Condom Use Campaign).
Furthermore, peer educators and peer
support groups have helped to build
patient knowledge about ART, removing
barriers to initiation and adherence.

HIV infection.
- Photo by: NIAID
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Summary government programs, and inclusion in

the Universal Coverage Scheme ensure
Access to antiretroviral therapy is that Thailand can feasibly distribute
essential for the prevention of mother- an affordable and adequate supply
to-child transmission. Despite supply of ART. In terms of patient demand,
and demand side challenges with adherence to antiretroviral therapy is
antiretroviral therapy (ART), Thailand encouraged by efforts to reduce stigma
has achieved near-universal use of ART and discrimination.

in HIV-positive pregnant women. This
impressive example of reach has been
achieved by improving access to ART. A
combination of global and domestic aid,
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CHAPTER 4

Monitoring, surveillance, and
Active Case Management

Thailand’s success in
eliminating mother-to-child
HIV transmission (MTCT)

is partly attributable to the
country’s robust monitoring
and surveillance systems. The
generalized HIV epidemic

of the 1980s provided the
Thai government with the
initial impetus to implement
monitoring and surveillance,
after which MTCT-specific
systems were introduced with
the 2000 prevention of mother-
to-child transmission policy.

Three MTCT surveillance
systems are of particular
importance: the Perinatal HIV
Inventory Monitoring System
(PHIMYS); the Perinatal HIV
Outcome Monitoring System
(PHOMS); and the National
AIDS Program (NAP), which was
implemented in 2006. Several
Thai government departments
manage the three systems.

Other external monitoring

and surveillance systems
managed by intergovernmental
organizations alongside national
agencies also operate in
Thailand, such as the Integrated
Biological Behavioral Sentinel
program, which monitors
national HIV and sexually
transmitted infections (STI)
prevention indicators.

Data collection in Thailand

has to be precise. The Active
Case Management Network,
used to track new perinatal
HIV infections during initial
antiretroviral therapy stages
and to investigate causes of
new infections, exemplifies
this. Data on non-Thai migrants
is collected either through the
NGO-run Prevention of HIV/
AIDS among Migrant Workers
in Thailand surveillance system
and to a lesser extent through
the formal Thai monitoring and

surveillance systems.
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Perinatal HIV intervention monitoring system

Perinatal HIV intervention monitoring
system

The Perinatal HIV Intervention
Monitoring System (PHIMS) is a
web-based, centralized data system
established during the introduction

of the prevention of mother-to-child
transmission (PMTCT) policy in 2000.
The program is managed by the
government’s Department of Health,
along with technical support from
Global AIDS Program Thailand and

the United States Centers for Disease
Control and Prevention (CDC) office in
Thailand within the Ministry of Public
Health. The aim of PHIMS is to monitor
the process and service uptake of the
PMTCT program. It uses routine monthly
data reports aggregated from district
antenatal care facilities, labor room:s,
and nursery logbooks.

The two primary variables tracked

by the Perinatal HIV Intervention
Monitoring System are the number

of HIV-positive pregnant women and
the number of infants born to HIV-
positive mothers. For these two groups,
data is collected about antenatal care
visits, HIV testing and counselling,

pre- and post-test couples counselling,
and antiretrovirals provision. PHIMS
captures information from all public
hospitals; several private healthcare
facilities also input data into the system.

Perinatal HIV outcome monitoring
system

The Perinatal HIV Outcome Monitoring
System (PHOMS) program, established

in 2001, initially covered several of
Thailand’s provinces. Implemented
and managed by the Bureau of
Epidemiology, it monitors the outcomes
of the prevention of mother-to-child
transmission program. Specifically,

it measures the number of infants

born with HIV (the mother-to-child
transmission rate).

By 2004, PHOMS had been implemented
in 14 provinces. PHOMS uses individual
case reports for each baby, once at birth
and again when the infant’s HIV status is
confirmed. The PHOMS ended recently
because data on infants can now be
retrieved through the National AIDS
Program.

National AIDS program

The National AIDS Program (NAP) is
the central computerized information
system that collects data on individual
profile characteristics for PLWHA
(People Living with HIV/AIDS) uptake
in treatment services and medical care
related to HIV/AIDS.

The NAP was established in 2007 by
the National Health Security Office
(NHSO) with technical support from
the Global AIDS Program in Thailand
and the US Centers for Disease Control
and Prevention (CDC) between 2010
and 2014. The NAP currently operates
independently of external support.

In addition to NAP’s overall objective

to monitor HIV/AIDS prevalence and
services in the general population, the
program’s data variables can be used to
monitor the impact of the prevention of
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Precise data: early infant diagnosis

Early infant diagnosis dry blood spotting patient card.
Photo by: Chiang Mai University EID Laboratory

mother-to-child transmission (PMTCT)
policy on reducing the mother-to-

child transmission (MTCT) rate in
Thailand. The NAP program collects
individual-level data on the following
PMTCT indicators: the MTCT rate; Early
Infant Diagnosis (EID) coverage rate;
antiretrovirals received by HIV-positive
pregnant women; and HIV testing
results of HIV-positive women.

Precise data: early infant diagnosis
and Active Case Management

Early infant diagnosis and Dried Blood
Spotting

Early infant diagnosis (EID) refers
to the molecular Polymerase Chain

Reaction (PCR) HIV/AIDS testing of an
infant born to an HIV-positive mother.
Early infant diagnosis for HIV/AIDS
was introduced in 2006. According to
national guidelines, the post-delivery
diagnostic test for the baby must take
place at birth, one, two and four months
for high-MTCT-risk babies, and at one
and two to four months for standard-
risk babies. A central laboratory in the
city of Bangkok processes both whole-
blood and dried spot test results from
around the country. The Ministry of
Public Health (MOPH) also manages
labs in many regions in Thailand that
provide EID services.

Several early infant diagnosis (EID)
laboratories, that are supported by the
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The pathway of antenatal
care communications

Case managers play an
important role in providing
technical support.

When HIV-positive infant cases
are confirmed by one of the early
infant diagnosis (EID) laboratories,
a case manager at the Department
of Medical Sciences is notified,
who then liaises with the Hospital
HIV Coordinator and alerts a
regional case manager about the
hospital where the mother-to-child
transmission case has taken place.

Case managers at the regional level
provide technical support, facilitate
timely antiretroviral therapy (ART)
initiation, and promote effective
adherence to the ART regimen for
HIV-positive mothers and infants.

Follow-up timelines move along

quickly thanks to the innovative

mode of communication used by
personnel.

National Health Security Office, exist across
Thailand, and amongst them, the majority
of EID testing is done at the Ministry of
Public Health central lab and Chiang Mai
University. In particular, the EID laboratory
at Chiang Mai University has spearheaded

a novel technique in EID called dry blood
spotting.

Hospital nurses collect dry blood spot
samples of infants and mail them to Chiang
Mai University’s lab for processing. The
process takes ten days from the point of
blood withdrawal to receiving test results.
The Chiang Mai University lab receives
roughly 30 samples per day. It also offers
free official EID testing for non-Thais who
are not covered by insurance.

Moving the goal post: Active Case
Management

Early infant diagnosis rates hovered
around 75 percent a few years ago, but
the rate has dramatically improved in
recent years to roughly 94 percent. This

is partly due to precise data collection
through the Active Case Management (ACC)
Network, established in 2014. The ACC
Network specifically focuses on tracking
and managing individual mother-to-child
transmission cases. The ACC mechanism
identifies, categorizes and tracks high-risk
HIV-positive infants, and promotes early
antiretroviral therapy initiation.

The Thai government’s goal is to reach the
last remaining cases of mother-to-child
transmission cases by 2020 and eliminate all
new perinatal HIV infections by 2030. The
government aims to achieve the UNAIDS-
promoted 90-90-90 goal by 2020: 90 percent
of all people living with HIV will know their
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Summary

status, 90 percent of all people with HIV
will receive antiretroviral therapy (ART),
and 90 percent of all people receiving
ART will have viral suppression. In
addition to commitments to early

infant diagnosis and antenatal care

for mothers, a pediatric antiretrovirals
program was introduced in 2010 to treat
all infants under the age of one.
Innovation in Active Case Management

An example of innovation in Active Case
Management is the use of the popular
Asian social media communication
mobile application “Line”. Using Line’s
chat group function, one group of over
90 healthcare providers, researchers,
health officials, and professionals keep
each other up-to-date on individual
mother-to-child transmission cases.
When case-specific issues or lab
concerns arise, these are communicated
immediately through the Line app so

that they can be dealt with in a prompt
and systematic manner.

Summary

From the early implementation of the
Perinatal HIV Intervention Monitoring
System, the Perinatal HIV Outcome
Monitoring System and the National
AIDS Program surveillance programs
to the more recent Active Case
Management

Network, Thailand has demonstrated a
remarkable commitment to collecting
and managing precise data on cases and
individuals to reach the last 2 percent
of mother-to-child transmission (MTCT)
cases. Monitoring and surveillance
systems, especially precise case-by-case
data collection, are fundamental tools
used by the Thai government to reach
the final cases of MTCT.
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CHAPTER 5

Standardization and adaptation

Prevention of MTCT requires
service delivery to be both
standardized and adaptable.
However, standardization and
adaptation are fundamentally
in tension with one another.
The former requires rigid-

ity in healthcare protocols to
ensure everyone receives a
comparable quality of care;
the latter involves a flexible
healthcare system that is tai-
lored to marginalized and
hard-to-reach populations.
Despite this tension, both are
necessary to realize the goal
of elimination.

Backed by ongoing invest-
ments in its health system,
Thailand enforces standard-
ized delivery of health servic-

es through national policy and
guidelines. Informed by these
standards of care, healthcare
is delivered consistently. At
the same time, healthcare de-
livery is adaptable to different
contexts and circumstances.
Within the district health sys-
tem, frontline workers adapt
practices to optimize health-
care delivery specific to com-
munity needs. Reaching the
hardest to reach, thus, re-
quires Thailand’s health care
system responding to its coun-
try’s different geographies,
demographics, cultures and
local norms.
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Ensuring a consistent standard of care

Ensuring a consistent standard of care
Health infrastructure and personnel

Thailand’s health care system comprises
a comprehensive network of health
facilities that together ensure consistent
quality of care. For instance, nearly

99 percent of all Thai women deliver
their babies in hospitals and receive
standardized maternal and antenatal
healthcare. Even in distant and

poorer areas, where access to such
facilities might be difficult (such as in
Northern Thailand where many live

Healthcare is delivered
through the 12 Thai
administrative regions
spanning 76 provinces across
the country.
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in the highland mountains), access to
transportation is relatively available.

In addition to health infrastructure,
Thailand’s health system features a
standardized and well-connected 