[bookmark: _Toc365013554][image: ]Session: Prevention of Mother-to-Child Transmission (PMTCT)

Session Rationale  
Worldwide, HIV is the leading cause of death for women of reproductive age. HIV also contributes significantly to infant mortality. Strategies to prevent mother-to-child transmission – also called vertical transmission - reduce the risk of mother-to-infant transmission to less than 5 percent (versus 40 percent risk without any intervention). Effective PMTCT programs can also act as an entry point for family-centered HIV prevention, treatment, care, and support services, including reproductive health and maternal, newborn, and child health (MNCH) programs. This session provides information on the process of preventing mother-to-child transmission and helps the PCV understand potential areas where he or she can support the national PMTCT program.
[image: ] Time 2 hours      
[image: ] Audience Peace Corps trainees assigned to health or HIV/AIDS programs during pre-service training
Terminal Learning Objective	
Based on assessed HIV prevention needs and risk factors at the individual and community level, participants will develop a strategy that uses evidence-based combination prevention (behavioral, biomedical, structural) approaches, national prevention priorities, and Peace Corps project frameworks to promote behaviors and services that prevent HIV infection and contribute to a reduction of community HIV incidence rates. 
Session Learning Objectives 
1. Participants describe the goal of PMTCT and correctly sequence the nine cascading steps of PMTCT. 
2. Participants name at least four appropriate and two inappropriate roles for PCVs in supporting PMTCT in a group discussion. 
3. Participants explain in group discussion at least three ways that programs can mitigate challenges or constraints with PMTCT efforts.
Session Knowledge, Skills, and Attitudes (KSAs)
1. Describe the strategy to eliminate mother-to-child transmission of HIV and the steps of the PMTCT cascade. (K)
2. Name organizations and projects working in PMTCT in country. (K)
3. Explain the ways HIV is transmitted from mother to child. (K)
4. Describe PMTCT services delivered at the facility level and at the community level. (K)
5. Appreciate barriers for pregnant women to complete the PMTCT cascade. (K, A) 

Prerequisites  	
Introduction to HIV Prevention, Combination Prevention, Reducing Risk of HIV Prevention, Applying HIV Combination Prevention, Introduction to MNH 
Sector:		Health 
Competency:		Support HIV Prevention and Care
Training Package:		HIV Prevention
Version:		May 2014
Trainer Expertise:		Trainer has a health and/or HIV/AIDS-related background. Trainers could include Health sector staff, a specialist colleague from the Centers for Disease Control and Prevention (CDC) or U.S. Agency for International Development (USAID), specialist colleague from local nongovernmental organization (NGO) or government agency (with English speaking skills), a Health technical trainer, and/or an experienced Peace Corps Volunteer, Volunteer leader, or staff member with extensive HIV/AIDS knowledge. Specific knowledge on PMTCT is recommended.
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[bookmark: _Toc365013556]Contributors:  EGPAF staff


Session: Prevention of Mother-to-Child Transmission (PMTCT)
Date:  [posts add date]
Time:  [posts add xx minutes]
Trainer(s):  [posts add names]
Trainer preparation:
1. [bookmark: notestotrainer]Review the session plan, handouts, and PowerPoint presentation.
 Note: If not using PowerPoint, prepare information on flip chart paper beforehand. 
2. Read the entire session and plan the session according to the time you have available.
3. Download video from http://www.youtube.com/watch?v=9-3iI4h3_Zw and test run it at least once for proper function of audio and video.
[image: ] Post Adaptation: Complete the following for [image: ]Trainer Material 1, PowerPoint presentation (see separate file): Review PMTCT protocols and statistics and edit/complete SLIDE 5 to include this information. Add post-specific information to SLIDE 9 as well.
Copy [image: ] Handout 1, one per participant. 
Choose case study for Application section and make enough copies for all participants. 
Insert country name in [image: ] Handout 2 (as applicable).
Write steps of the PMTCT cascade on a flip chart and cut each step into a strip of paper.
[bookmark: _GoBack][bookmark: _Toc236737427]Prepare four pieces of flip chart paper with the following titles 
1. Header flip chart No. 1: “Preventing MTCT before pregnancy”
2. Header flip chart No. 2: “Preventing MTCT during pregnancy”
3. Header flipchart No. 3: “Preventing MTCT during delivery”
4. Header flip chart No. 4: “Preventing MTCT after delivery”

 Head three columns like this
	Activity
	Target Population
	Facility/community

	
	
	

	
	
	




[image: ] Materials:
Equipment
· LCD projector and laptop 
· Handouts of PPT presentation (notes pages are recommended)
· Flip charts
· Easels, markers, tape
Handouts
Handout 1: Prevention of Mother-to-Child Transmission
Handout 2: Case Study: Community Dialogue Approach to Improve PMTCT Services
Handout 3: Case Study: Using Data to Improve PMTCT Program Performance
Trainer Materials
Trainer Material 1: PowerPoint (refer to separate file)
Trainer Material 2: Answers for PMTCT Practice 
[bookmark: _Toc359853530][bookmark: _Toc235768739][bookmark: _Toc236737428][bookmark: _Toc364750611][bookmark: _Toc365013557][bookmark: _Toc373932975][bookmark: _Toc373758359][bookmark: _Toc383085321] Motivation	[image: ] 20 min
[bookmark: _Toc373932976][bookmark: _Toc373758360][bookmark: _Toc383085322]Video, “Saving Two Lives”
Produced in South Africa by Columbia University’s I-CAP program, this video presents a number of initial barriers faced by women who want to access PMTCT.
[bookmark: _Toc365013558]Ask what participants remember about PMTCT from the HIV Prevention session on Combination Prevention. Given the overwhelming evidence about PMTCT’s effectiveness, invite participants to share why they think coverage/uptake is low (Post adaptation: reference national statistics) (5 minutes)
Introduce video. (Tells the story of a woman who initiates PMTCT. Produced in South Africa by ICAP, which is part of Columbia University.) 
Ask participants to note what sorts of barriers they identify while watching the video and think about how this may impact a woman’s ability to access PMTCT. 
[image: ] Show video http://www.youtube.com/watch?v=9-3iI4h3_Zw (10 minutes)
Spend 2-3 minutes asking participants to name the barriers or difficulties faced by Hope in this video. 
[image: ]Note: Answers may include:
Logistics (having to travel to the clinic)
Competing priorities
Values/norms around care of pregnant women
Lack of HIV risk perception
Ask participants to note what seemed to help Hope. What were the positive aspects of the video? 
[image: ]Note: Answers may include:
Support from peer
Respectful treatment from health professional 
Good counseling technique
Seems like she is ready to disclose to her husband
Next, ask participants what a volunteer-appropriate role could be in responding to some of these challenges (roles noted in the film or other supportive roles they come up with on their own). Note that we will spend more time on volunteer roles later in this session.
Conclude by noting that while PMTCT is effective, there are barriers to getting all women to access PMTCT and ways that PCVs can contribute to overcoming obstacles and supporting pregnant women and their communities. 
[bookmark: _Toc365013565] [image: ] [SLIDE 2]: Open the PowerPoint (Trainer Material 1, see separate file) to review session learning objectives. 
[bookmark: _Toc364750613][bookmark: _Toc365013566][bookmark: _Toc373932977][bookmark: _Toc373758361][bookmark: _Toc383085323]Information	[image: ] 30 min
[bookmark: _Toc373932978][bookmark: _Toc373758362][bookmark: _Toc383085324]Elements of PMTCT
This section provides participants with information on the different elements of a PMTCT program and reviews the appropriate role of PCVs in support PMTCT. 
1. [bookmark: _Toc365013567][image: ] [SLIDE 3] PMTCT and HIV prevention
More than 390,000 children were born with HIV globally in 2010
Ninety percent of these infections occur in 21 countries 
PMTCT reduces transmission from mother to child to 2-5 percent
Goal: Eliminate mother-to-child transmission (EMTCT) by 2015 
[bookmark: _Toc365013568][image: ] Possible script: PMTCT is a priority HIV prevention activity because mother-to-child transmission (MTCT, also known as vertical transmission) is a significant source of new HIV infections. For instance, more than 390,000 children were born with HIV in 2010.[footnoteRef:1] While those infections occurred across the world, more than 90 percent of them happened in just 21 countries. Effective PMTCT activities can eliminate almost all of these infections. Without PMTCT, it’s estimated that a baby born to an infected mother has a nearly 40 percent chance of becoming infected in utero, during delivery, or while breastfeeding. Effective PMTCT programs reduce that risk to 2 to 5 percent. The effectiveness of PMTCT combined with the need to prevent further infections has prompted UNAIDS to set a goal to eliminate (reduce by more than 95 percent) mother-to-child transmission by 2015. [1:  World Health Organization. April 2012.] 

1. [bookmark: _Toc365013571][image: ] [SLIDE 4] PMTCT’s four-pronged approach
1. Primary prevention targeting girls and young women 
2. Prevent unintended pregnancies among HIV positive women 
3. HIV testing  and access to ARVs for HIV positive mothers 
4. Follow-on care and support to mothers and families 
[image: ] Possible script: PMTCT takes a four-pronged approach to preventing mother-to-child transmission. First is preventing women from being infected with HIV in the first place. This is called primary prevention. The second prong is ensuring HIV positive women can avoid unintended pregnancies through access to family planning and reproductive health services. PMTCT’s third prong is what most consider the actual PMTCT intervention. This prong comprises the activities that ensure HIV positive pregnant women and newborns receive ARVs during pregnancy, delivery, and while breastfeeding to prevent transmission of HIV. The final prong is ensuring mothers and families receive follow-on care and support including adherence counseling for lifelong ART for the mother and other support. 
1. Invite participants to share statistics they know about PMTCT in this country. 
1. [image: ] [SLIDE 5] Next, share the National PMTCT Strategy, in response to MTCT rates noted.

[image: ] Post Adaptation: Include national PMTCT goals and any specific priorities in addressing gaps in PMTCT activities and coverage of current PMTCT programs, and identify implementers that represent potential collaborators for participants.
1. Introduce the PMTCT cascade.
[image: ] Possible Script: The steps of the third prong of PMTCT (HIV testing and access to ARVs for HIV positive mothers) follow what is called the “cascade.” Activities follow a certain order and it is important that an HIV-infected woman follow all of these steps in order to successfully complete PMTCT. 
1. Lay out the [image: ]strips of flip chart paper in a mixed order. Ask participants to work as a group to put the steps of the PMTCT cascade in the order that they should occur. Give them 5 minutes.
[image: ] Post Adaptation: Instead of cutting up strips of paper, you may also write the steps in a mixed order on a flip chart and then have participants put numbers next to the steps to indicate the order in which they should occur.
1. Provide suggestions to make sure the order is correct. Rearrange in order (according to No. 8 below). Then invite participants to remind you what the goal of these steps are and what PMTCT is specifically.
[image: ] Note: Learning Objective 1 is assessed by the answers given in this activity. 
1. [image: ] [SLIDE 6]: PMTCT cascade. [footnoteRef:2] [2:  K4Health. 2007.] 

[image: ]Attend antenatal care
Offered HIV test
Agree to test
Get results
Offered ARVs
Accept ARVs
Take ARVs
Drugs to baby
Safe feeding practices
[image: ] Post Adaptation: The steps above will remain the same, but please confirm national PMTCT protocol, specifically HIV testing protocol and ARV regimen used by national PMTCT program. Research and include national statistics for all of the steps in the PMTCT cascade. This can be found in most annual national HIV statistical reporting, while progress tracking for the 21 priority countries for PMTCT can be found at http://www.emtct-iatt.org/progress-tracking/ 
[image: ] Possible Script: This is the order that the activities follow in the PMTCT “cascade”; ideally things should happen in this order. It is important that a woman living with HIV follow all of these steps in order to successfully complete PMTCT. It appears straightforward, but there are many elements to each step.
Attend antenatal care: Referencing national ANC attendance rates [Post adaptation], women must attend an ANC site as soon as they realize that they might be pregnant – ideally before 14 weeks of pregnancy for the best possible outcomes. It is also possible that HIV testing and counseling sites can refer pregnant women to ANC. 
Offered test: HIV testing and counseling in pregnancy is generally provider-initiated. This means that an HIV test is offered as part of the standard battery of tests that pregnant women take. 
Agree to test: Women still need to provide informed consent. Ask if anyone remembers how this happened in the video we watched earlier [Answer: The counselor asked Hope if she agreed to the test and asked her if she had any questions or concerns before the test.] 
Get results: Test results are returned per testing and counseling protocol (likely rapid saliva test with same-day results, but please confirm.) Post adaptation 
Offered ARVs: In 2013, WHO updated PMTCT guidelines so that once a pregnant woman tests positive for HIV, she is initiated on lifelong ART (recommended triple therapy treatment). It is not forced on the pregnant woman but offered.
Accept ARVs: [Why might someone turn down these drugs? Answer: worried about stigma, disclosure. Drugs thought to harm fetus. Drugs make women sick. Women concerned they will be unable to adhere]. At this point, partner/couples/family testing should be encouraged. Post adaptation: Include national statistics for # of women who go on to ART. 
Take ARVs: Note national referral protocol and/or available support groups. Support groups are available to encourage adherence during pregnancy and set the stage for lifelong ART adherence. It is also important that women in PMTCT complete all recommended prenatal visits. [Ask participants what sort of adherence support is happening in their communities. Answers may include mothers groups (like Mothers2mothers, treatment buddies, facility- or community-based adherence counseling, patient tracing, or reminders using cellphones.)]
ARVs to baby: HIV positive women are encouraged to deliver their child in a facility or with a trained birth attendant. Note national rates of skilled attendance at delivery. Caesarean births are thought to also reduce risk. Child is given ARV prophylaxis (either Neverapine or AZT – protocol varies depending on if child is breastfed or receives replacement feeding). Child is tested for HIV at 6-8 weeks. This should reflect national protocol.
Safe feeding practices: Mother is counseled on exclusive breastfeeding for at least six months. Confirm recommended minimum duration of exclusive breastfeeding according to national protocols and rapid transition to solid foods. Mother continues on ART for life (Post adaptation. Confirm that country is using Option B+. If not, mother continues on ART if clinically eligible based on national guidelines). 
1. [bookmark: _Toc364750615][bookmark: _Toc365013575][image: ] [SLIDE 7] Common barriers to PMTCT – supply side[footnoteRef:3] [3:  Adapted from UNAIDS. 2012.] 

Low health facility coverage
Shortages of health care workers
Inadequate quality of care
Stigmatizing, disrespectful, and/or abusive care 
Out of supplies such as test kits, drugs, lab reagents
Weak systems of client referral, linkage, and follow up
Limited hours of service and long wait times 
[image: ] Possible script: PMTCT has a number of prongs that keep women from getting infected, allow them to control their fertility, and then prevent transmission to their child. The science and activities are proven and straightforward but there are a number of barriers that prevent all women from accessing PMTCT. These can be real and perceived barriers that come from service providers (supply side) and from individuals and communities (demand side). 
This slide details the “supply side” barriers, which are about the PMTCT services themselves – the “supply.” If health services are scarce, this is a problem for all members of the community. It is also possible that PMTCT services are not easy to access. In addition, if women feel stigmatized or not treated well by service providers, services require significant investment in time (because of long lines or inconvenient hours of service) and there are gaps in service provision (like the drugs aren’t available or the counselors cannot return test results), it’s less likely that women will follow through on all the PMTCT steps outlined earlier. Given that PMTCT requires strong ANC and FP/RH coverage, how might lack of other services represent a barrier to PMTCT scale up? 
Answers may include: 
· If women can’t or don’t access ANC services, then it is unlikely they will access PMTCT services. 
· If a women can’t access family planning and reproductive health services, she may have an unplanned pregnancy or could be exposed/infected with HIV because she didn’t have condoms or did not know how to use them properly.
1. [image: ] [SLIDE 8] Common barriers to PMTCT – demand side:
HIV-related stigma
Gender-based obstacles
High costs of care, care seeking, other financial constraints 
Perceived poor quality of care
Unsafe community norms, practices, and beliefs around pregnancy, childbirth, and infant feeding 
Mixed messages and confusion about healthy practices 
[image: ] Possible script: “Demand side” barriers refer to barriers that make it difficult for women to access services. These are personal skills or circumstances, such as fear of HIV-related stigma from families and communities and among health care workers. Gender-based obstacles include the influence of male partners on health care decision-making and the fear of abandonment or abuse as a result of discovering she is HIV positive. The cost (both in terms of money and time) associated with transportation can be a significant barrier, particularly if the PMTCT service is far away and involves long wait times. After making all the effort, if a woman feels dismissed or perceives the quality of care she is receiving to be poor; she may be less likely to want to make the effort to seek further services. Finally, unsafe community norms, practices, and beliefs around pregnancy, childbirth, and infant feeding are all common obstacles. [Ask participants what sorts of norms they have observed or noted that could be a barrier. Answers could include late presentation at ANC, low use of skilled attendants.] Infant feeding practices, in particular, have been compounded by previous guidance on infant feeding and HIV that is complex and often misunderstood. In past years, HIV-positive mothers were counseled NOT to breastfeed to reduce risk of HIV transmission, but the risk associated with replacement feeding for other diseases like diarrhea prompted a change to encourage breastfeeding while on ART and a rapid transition to other foods. 
Ask participants which of these barriers they have encountered during their initial time in country and what they specifically look like. Have a volunteer note-taker write these down on a flip chart sheet labeled “Constraints.”
[image: ] Note: Answers will depend on country context, but may include:
Pregnant women and newborns are not allowed to eat certain foods
Long lines at the health facility
Unfriendly, dismissive, or disrespectful behavior by the health care staff
Lack of/poor follow up, tracking systems mean that many women don’t come back for all ANC visits or deliver at facilities
Health care workers are not aware of latest technical updates
Husbands/male partners/mothers in law make health care decisions for woman and/or do not provide support throughout the pregnancy
ANC uptake is low
Women come to ANC services late in their pregnancy
At-risk women do not use health facilities because of stigmatizing behavior of service providers and/or other clients
Stock out of test kits, drugs
1. Next, invite participants to share who has seen, heard of, and/or participated in effective projects which are addressing any of these barriers? Have the note-taker write these on a piece of flip chart paper labeled “Adaptations,” placed directly beside the “constraints” sheet. Lastly, ask participants which organizations they have seen working in PMTCT in their areas? Have the note-taker record their names on a third sheet and return to his or her seat. Thank the note-taker and the participants for sharing what they already know about barriers, adaptations, and key players in their communities. 
[image: ]Note: Learning Objective 3 is assessed in part here by participant responses.
1. In addition to what they shared:
1. [image: ] [SLIDE 9] National PMTCT actors
[image: ] Post Adaptation: Complete the following:
· Present names of organizations that are working on PMTCT, with a focus on community-level activities. These may include Elizabeth Glaser Pediatric AIDS Foundation (EGPAF), Mothers2Mothers, Columbia University ICAP, or local NGOs involved in PTMCT. Also outline government department/agency/service. 
· Note what and where these groups work, as they represent potential collaborators for participants. 
1.  Distribute [image: ] Handout 1: Prevention of mother-to-child transmission.
[bookmark: _Toc373932979][bookmark: _Toc373758363][bookmark: _Toc383085325]Practice	[image: ] 35 min
[bookmark: _Toc373932980][bookmark: _Toc373758364][bookmark: _Toc383085326]Supporting mothers to prevent mother-to-child transmission
This activity allows participants to explore how PCVS can support their community and health facilities to prevent vertical transmission and keep HIV-positive mothers alive and well.
1. [bookmark: _Toc365013576]Divide participants into four small groups.
1. Distribute pre-made sheets of flip chart paper (See [image: ]Trainer Material 2) to each respective group. 
[image: ] Note: Flip chart paper should be prepared ahead of time, per Step 8 in Trainer Preparation 
1. Instruct participants that they have 10 minutes to brainstorm and finalize a list of specific activities that can support women to prevent mother-to-child transmission. They should note who is best placed to provide those services (facility or community). They will write at least four of those on flip chart paper and present them to the larger group.
1. Each group takes 5 minutes to present their activities. At the end of each presentation, spend 2-3 minutes soliciting feedback and questions from the other participants. Use Trainer Material 2 to add any additional activities. 
1. Ask participants if they note any activities that would be inappropriate for PCVs to do (e.g., any direct service provision such as administering ARVs). If there are, ask participants how a PCV could support these activities in another appropriate way, or not.
[image: ] Note: Trainer should identify the activities that are inappropriate for PCVs to do, and why, if the group fails to do so correctly.
[image: ] [SLIDE 9]: PCV activities:
Organize campaign to promote PMTCT services, with particular emphasis on existing women’s groups/associations.
Work with service providers to examine service delivery data, look at ways to reduce client loss along PMTCT cascade.
Train community liaisons to conduct effective follow up, tracking visits.
Support formation of mothers’ support groups.
Promote adherence through work with PLHA groups/treatment, safe motherhood groups.
Work with health facility to increase couples HIV testing and counseling, including partner disclosure and male engagement.
Create a campaign to support HIV positive pregnant women (reduce stigma, encourage families to be actively involved in pregnancy).
Ensure pregnant women and mothers are linked to maternal health, family planning, and reproductive health services.
[image: ] Possible Script: The activities in this slide are evidence-based activities that are considered appropriate for PCVs. They are stated more broadly than the activities you just completed.
After reviewing this list, ask participants if they want to add more details (such as the HOW for their activity) or any other activities to their list. Also ask if there are any activities they would remove and why.
[bookmark: _Toc364750617][bookmark: _Toc365013584][bookmark: _Toc373932981][image: ] Note: Learning Objectives 2 and 3 are assessed based on the responses during this section. 
[bookmark: _Toc373758365][bookmark: _Toc383085327]Application	[image: ] 35 min
[bookmark: _Toc373932982][bookmark: _Toc373758366][bookmark: _Toc383085328]Supporting PMTCT programs: Case studies 
Many Peace Corps Volunteers will support PMTCT at the community and/or facility level. This section allows PCVs to practice facilitating community dialogues to support PMTCT programs and practice using health facility data to assist counterparts to adjust activities to improve PMTCT program performance.
[bookmark: _Toc365013585][image: ] Post Adaptation: Trainers can decide to use both scenarios, depending on Volunteer placement and the profile of counterparts, but this will increase the time needed for this section.
1. Introduce the activity.
1. Distribute the selected case study ([image: ] Handout 2 and [image: ] Handout 3) based on counterpart background role (i.e., Case Study 1 for community-based workers, Case Study 2 for facility-based health care workers).
1. Everyone has 10 minutes to read the case study.
1. Identify a note-taker and give him or her a piece of flip chart paper. 
1. Ask for a volunteer to facilitate a discussion for each question of the case study. Spend 3-5 minutes on each question, for a maximum of 20 minutes for discussion. The note-taker should take notes and record ideas on the flip chart
[image: ] Note: For Case Study 1 (EGPAF), Question 4 is a four-part question. Spend 2-3 minutes on each part.
1. Ask for 1-2 volunteers to suggest ways that this information from the case study could be used in their communities. Spend no more than 5 minutes on this.
[image: ] Note: Learning Objectives 3 is assessed based on the responses during this section. 
1.  Thank the participants for their hard and inspired work and close the session.
[bookmark: _Toc359853534][bookmark: _Toc235768743][bookmark: _Toc236737436][bookmark: _Toc364750619][bookmark: _Toc365013593][bookmark: _Toc373932983][bookmark: _Toc373758367][bookmark: _Toc383085329]Assessment
Learning Objective 1 is assessed based on answers given at Step 7 of the Information section
Learning Objective 2 is assessed based on responses given during the Practice section 
Learning Objective 3 is assessed based on responses given during the Practice and Application sections.
[bookmark: _Toc359853535][bookmark: _Toc235768744][bookmark: _Toc236737437][bookmark: _Toc364750620][bookmark: _Toc365013594][bookmark: _Toc373932984][bookmark: _Toc373758368][bookmark: _Toc383085330] Trainer Notes for Future Improvement	
Date & Trainer Name: [What went well? What would you do differently? Did you need more/less time for certain activities?]
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[bookmark: _Toc373758370][bookmark: _Toc383085332][bookmark: _Toc359853536][bookmark: _Toc235768745][bookmark: _Toc236737438][bookmark: _Toc364750621][bookmark: _Toc365013595][bookmark: _Toc365029644][bookmark: _Toc373932986][bookmark: h1] [image: ] Handout 1: Prevention of Mother-to -Child Transmission	
             I. Definition of the Prevention Area[footnoteRef:4] [4:  Adapted from AIDSTAR-One. Prevention Knowledge Base. Biomedical Intervention: Prevention of Mother-to-Child Transmission. Arlington VA: John Snow Inc. Accessed July 26, 2013. http://www.aidstar-one.com/focus_areas/prevention/pkb/biomedical_interventions/prevention_mother_to_child_transmission_hiv_pmtct] 

Prevention of mother-to-child transmission (PMTCT; also known as prevention of vertical transmission) refers to interventions to prevent transmission of HIV from a mother living with HIV to her infant during pregnancy, labor and delivery, or during breastfeeding. 

II. Epidemiological Justification for the Prevention Area 

Approximately one-third of children born to mothers living with HIV will acquire HIV infection in the absence of preventive measures. Although only 14 percent of children who breastfeed up to two years will acquire the infection during breastfeeding, they account for 40 to 64 percent of children infected with the virus. The risk of transmission is particularly high if the mother herself acquires her HIV infection during pregnancy or breastfeeding because viral load tends to be highest during the early stages of infection. Mixed infant feeding in the first six months is also associated with an increased rate of mother-to-child transmission (MTCT). 
Under ideal conditions, comprehensive prevention programs can reduce MTCT rates to about 1 or 2 percent. Antiretroviral therapy (ART) given to medically eligible women living with HIV during pregnancy reduces transmission by at least 75 percent. Ensuring that treatment eligible women receive treatment is critical not only to prevent MTCT but to protect women’s own health and survival.
UNAIDS estimates that in 2011, 3.1 million children under 15 years of age were living with HIV, and 230,000 died from AIDS-related causes[footnoteRef:5]. The World Health Organization estimates that from 2005 to 2012, more than 800,000 infections among newborns have been prevented through a combination of PMTCT scale up and more effective ART regimens.[footnoteRef:6] [5:  World Health Organization Global Health Observatory. http://www.who.int/gho/hiv/epidemic_status/cases_adults_women_children_text/en/index.html Accessed August 28, 2013 ]  [6:  World Health Organization. 2013. Global Update on HIV Treatment 2013: Results, Impact and Opportunities. Geneva: WHO Press.] 

III. Core Programmatic Components 
The World Health Organization (WHO) recommends a four-pronged approach to a comprehensive PMTCT strategy:
1. Primary prevention of HIV infection among women of childbearing age
2. Preventing unintended pregnancies among women living with HIV
3. Preventing HIV transmission to infants from women living with HIV
4. Providing appropriate treatment, care, and support to mothers living with HIV and their children and families
This resource describes the third strategy: preventing transmission in utero, during labor, and post-partum. Preventive interventions consist of a cascade of services, including HIV testing and counseling (including support to disclose HIV status); ARV prophylaxis or ART; safe delivery; safer infant feeding and postpartum interventions, such as cotrimoxazole prophylaxis; family planning ; early infant diagnosis for HIV-exposed infants; and links to treatment and care (notably ART adherence), as well as standard postpartum child survival interventions. To achieve maximum impact of PMTCT, acceptable levels of coverage, access, utilization and, in some cases, adherence must be attained across the entire continuum of care. 
In 2013, WHO revised its recommendations for PMTCT. Whereas previous guidance stipulated a CD4 count or presence of opportunistic infections to initiate ART, the new guidance recommends all HIV-positive pregnant and breastfeeding women initiate ART immediately and continue ART for the duration of the MTCT risk period. After this period, WHO recommends mothers (who are clinically eligible or where local conditions indicate) be placed lifelong ART for their health and the health of their children. Mothers known to be HIV-infected (and whose infants are not infected or whose status is unknown) should exclusively breastfeed their infants for the first six months of life, introducing appropriate complementary foods thereafter, and continue breastfeeding until the infant is at least 1 year old.[footnoteRef:7]  [7:  World Health Organization. April 2012. Use of antiretroviral drugs for treating pregnant women and preventing HIV infection in infants: Programmatic update. Geneva: WHO Press.] 

IV. Current Status of Implementation Experience
Launched in 2011, the Global Plan to Eliminate Mother-to-Child Transmission aims to reduce MTCT to below 5 percent of all new infections by 2015. Twenty-one African priority countries account for about 90 percent of all pregnant women living with HIV and new infections among children globally. In those countries, MTCT rates declined from 26 percent to 17 percent between 2009 and 2012; 65 percent of pregnant women living with HIV received ARV in 2012, compared with 49 percent in 2009. In 2012, about 60 percent of pregnant women living with HIV who are clinically eligible have been transitioned to lifelong ART [footnoteRef:8]  [8: World Health Organization. June 2013. Global update on HIV treatment 2013: results, impact and opportunities. Geneva: WHO Press.] 

Eliminating pediatric HIV/AIDS is now regarded as achievable and PMTCT is considered an essential part of maternal, newborn, and child health care. PMTCT programs not only reduce transmission of HIV, but if well implemented as part of a full continuum of care, they can result in HIV-free survival, meaning that infants are protected from other causes of death as well. Along with the Global Plan, priority countries have drafted national EMTCT plans. 
[image: C:\Users\ksette\Desktop\ICONS\ICON - Post Adaptation (pencil).png] Post Adaptation: Include references to any country-specific plan and cite PMTCT priorities. They can be found at http://www.zero-hiv.org/ under “Participating Countries.”
While rates are increasing, 40 percent of women did not receive ART for PMTCT in 2012. And half of mothers and children did not receive ART during breastfeeding to prevent mother-to-child transmission. There is a decline in accessing services as women move through the PMTCT “cascade” of services, from testing to receiving results to integrating into prenatal and antenatal care. Stigma and discrimination play a significant part in this decline. Women report that fear of rejection by their families or by their communities, as well as the real threat of intimate partner violence, impede uptake of services.
With the advent of the new recommendations, adherence and retention in care must be prioritized for PMTCT clients who are new mothers – a role which carries its own stressors.


[bookmark: _Toc383085333][bookmark: h2][bookmark: _Toc373932987][bookmark: _Toc373758371][image: ] Handout 2: Case Study: Community Dialogue Approach to Improve PMTCT Services[footnoteRef:9]	 [9:  Excerpted from Elizabeth Glaser Pediatric AIDS Foundation. July 2012. Swaziland Program Brief: Addressing the Social and Behavioral Barriers to Prevention of Mother-to-Child Transmission of HIV Through Community Dialogue: An Implementer’s Guide Based on the Elizabeth Glaser Pediatric AIDS Foundation’s Swaziland Experience. Washington DC: EGPAF.
] 

The Elizabeth Glaser Pediatric AIDS Foundation (EGPAF) started implementing its community dialogue approach in 2008 in response to the numerous sociocultural barriers that affect maternal, newborn, and child health. The community dialogues utilize guided discussions to explore the root causes of delayed care-seeking, sexual risk-taking, gender inequities, stigma, and poor communication about general and reproductive health issues among couples. Community dialogues seek to reverse limiting traditional beliefs and cultural perceptions through the strong involvement of men, providing a forum that draws participants from as many parts of the community as possible to exchange PMTCT information face-to-face, share personal stories and experiences, honestly express perspectives, clarify myths about health issues, and develop responses to community concerns as well as opportunities to promote health-seeking behavior.

In general, the community dialogues start with a feature presentation, which will serve as a conversation trigger. These should be short, impactful, and creative, such as a short drama presentation, movie clip, or audio piece. Feature presentations should never be politicized or sensationalized, as this may lead to conflict and controversy. Since community members may not be comfortable dealing with the health system and health issues through dialogue, they may be hesitant to initiate honest and open conversation. A feature presentation is a useful device for presenting health issues in a format that is entertaining, accessible, and familiar to people, and reflects their daily realities.

Breakout sessions are ideal. These sessions are segregated by gender and by age, with specific guided questions for the health and social issues that each target population is likely to perceive as important. The discussion guides are intended not to be prescriptive but to provide entry points for deeper dialogue on issues of critical importance for health and PMTCT outcomes.
It is important for breakout sessions to be handled by skilled facilitators who can put the group at ease, move conversations forward purposefully, and manage conflict if it arises. These sessions are best facilitated by someone who is familiar with the community and its challenges, and is of the same gender as the group members.
Discussion Questions: 
1. In [country] context, would the community dialogue approach be effective? Why or why not?

2. What kind of “feature presentation” or conversational trigger do you think work best in [country]?

3. Who would be the key groups that would make up the breakout sessions in your community?

4. Develop 2-3 questions for each of the four prongs of PMTCT [Primary prevention targeting girls and young women; Prevent unintended pregnancies among HIV-positive women; HIV testing  and access to ARVs for HIV-positive mothers; Follow on care and support to mothers and families] that could be used to engage groups to consider thinking of ways to improve PMTCT programs. How would you modify these questions for different breakout groups (e.g., young women vs. mothers-in-law).


[bookmark: _Toc383085334][bookmark: h3][bookmark: _Toc373932988][bookmark: _Toc373758372][image: ] Handout 3: Case Study: Using Data to Improve PMTCT Program Performance	
[image: ] Post Adaptation: It is highly recommend to use an actual monthly activity form from a lower level health facility, entering the data from the tables below.
Instructions: Review the data for the last quarter. 
What do you note about the performance of this health facility? 
Where are things going well? 
Where could activities improve? 
What could be the reasons behind the current performance? What other questions should we ask/what information might be needed? 
What are some initial activities the health facility could initiate/scale-up to improve performance? 
Who could you engage or work with at the facility/health system? 
Who are potential partners?
Why are some of the boxes blank?
	Indicators[footnoteRef:10] [10:  Adapted from Zimbabwe Ministry of Health Monthly National HIV & AIDS Activity Reporting Form.] 

	Month1
	Month 2
	Month 3

	Pregnant women booking for first ANC visit
	200
	140
	180

	Pregnant women pre-test counseled or educated on HIV in ANC
	180
	125
	170

	Pregnant women tested for HIV in ANC 
	120
	120
	120

	Pregnant women tested HIV positive in ANC
	30
	45
	26

	HIV-infected pregnant women dispensed with PMTCT ARV prophylaxis 
	AZT + sdNVP (MER)
	30
	45
	

	
	sdNVP only
	
	
	26


	Exposed infants dispensed with PMTCT ARV prophylaxis
	NVP
	22
	38
	26

	HIV-infected pregnant women initiated on ART in ANC
	
	
	

	Exposed infants tested and received results
	8
	22
	18

	Infants tested HIV positive
	4
	4
	2

	Male partners HIV tested 
	65
	90
	120






[bookmark: _Toc359853537][bookmark: _Toc235768746][bookmark: tm2][bookmark: _Toc236737440][bookmark: _Toc364750622][bookmark: _Toc365013596][bookmark: _Toc365029645][bookmark: _Toc373932989][bookmark: _Toc373758373][bookmark: _Toc383085335] [image: ] Trainer Material 2: Answers for PMTCT Practice	
Answers for Flip chart 1 should include (at a minimum): [footnoteRef:11] [11:  Adapted from Colton, Tayla et al. 2006. Community Home-Based Care for People and Communities Living with HIV/AIDS: A Comprehensive Training Course for Community Health Workers. Washington DC: Pathfinder International.] 

Make sure that everyone knows about and has Family Planning (FP), especially male and/or female condoms.
Make sure that people know about Emergency Contraceptive Pills (ECP) that they can use if they have unprotected sex.
[image: ] Post Adaptation: The bullet above may be controversial for some countries. Please review current legislation and consult with Health staff to decide whether to include.
Get people to go for VCT so they can make healthy decisions about getting pregnant and getting PMTCT services.
Help PLWHA and their partners protect themselves from getting pregnant, or if they decide to get pregnant, help them prevent transmission and re-infection.
Teach the community about PMTCT and how to support mothers and families.

Answers for Flip chart 2 should include (at a minimum): 
Find pregnant women in the community and get them to the clinic for at least four Antenatal Care (ANC) visits and VCT.
Help explain the information that women get during an ANC visit.
Help couples understand their risk for HIV and why PMTCT is important.
Help women eat healthy, get tetanus shots, practice safer sex, and get treated right away if they are sick, with particular attention to malaria and TB infection.
Work with pregnant women to ensure they are healthy, including: 
· Taking iron and multivitamin supplements.
· Preventing malaria by sleeping under treated bed nets, clearing still water from around the household, using indoor residual spraying.
Give out condoms and tell women and men why it is important to use them during pregnancy.
Help women and their families develop a safe birth plan (to deliver in a facility with a skilled birth attendance trained in PMTCT).
Make sure the woman has a birth plan, including where she will deliver and who will be assisting her. The birth plan should also include a backup plan to get the mother to the hospital if there is an emergency.
Make sure that the mother has sufficient ARVs for herself and the baby.
Conduct home visits and referrals for resources and support.
Help form support/self-help groups for pregnant women.


Answers for Flip chart 3 should include (at a minimum): 
Encourage HIV-positive women to deliver in a health facility and take them there if possible.
Work with the mother-in-law and/or partner so they understand and support safe delivery.
Work with local birth attendants (like TBAs, midwives, and others) to understand PMTCT and refer HIV-positive women to a facility.
Make sure infection prevention is practiced during home deliveries.
Make sure the woman takes her ARVs at the right time and the baby gets his or her ARVs on time. 

Answers for Flip chart 4 should include (at a minimum): [footnoteRef:12] [12:  Adapted from Colton, Tayla et al. 2006. Community Home-Based Care for People and Communities Living with HIV/AIDS: A Comprehensive Training Course for Community Health Workers. Washington DC: Pathfinder International.] 

Counsel mother on breastfeeding practices, including counseling on how to breastfeed.
Discuss weaning/complementary feeding. 
Monitor for infections with baby or mother (thrush and breast infections).
Visit the mother at home to ensure health of mother and child, particularly Days 1, 3, and 7 post-partum.
Link to appropriate services, including nutrition counseling and food support.
Ensure mother and baby are taking other medication per PMTCT protocol (including cotrimoxazole).
Provide adherence counseling for mother and family (as necessary).
Follow up with an HIV test for the baby.
Promote full immunization of newborn, infant.
Promote growth monitoring of newborn, infant.
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