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Preventing HIV Infection among Pregnant Women

1 Content of the module

The core topics in this module include:
· Prevention of HIV infection in pregnant women

· Prevention of re-infection in HIV-positive pregnant women

· The link between prevention of HIV infection in pregnant women and ‘PMTCT’

· Pregnancy options for HIV-positive women, including prevention of unintended pregnancy 

· Key strategies and approaches for preventing HIV infection/reinfection in pregnant women, mothers, and their children, including HIV voluntary counselling and testing 

2  Scope of the Issue 

An estimated 200 million women become pregnant annually and are at potential risk of acquiring HIV infection.  During 2001, there were an estimated 2.6 million HIV positive pregnant women.  Despite alarmingly high prevalence rates in some countries, 99% of pregnant women worldwide are HIV negative.  UNFPA’s HIV prevention strategy aims at: 

· ensuring that HIV negative women remain free from infection during pregnancy, delivery and postpartum;
· preventing re-infection among HIV positive pregnant women and mothers;
· preventing HIV infection in partners of pregnant women; 
· supporting the childbearing decisions of HIV positive women in a sexual and reproductive rights framework, including referrals to PMTCT services, and family planning services to prevent unintended pregnancies.
HIV prevention in pregnant women and preventing unintended pregnancies in HIV positive women are critical components of what is commonly referred to as (P)MTCT or (Prevention) of Mother-To-Child-Transmission.  However, the terminology - MTCT - has become almost synonymous only with protection of infants through measures such as antiretroviral therapy, safe obstetric practice (including elective caesarian section in some settings) and modified infant feeding.  A comprehensive approach is endorsed by UNAIDS and its cosponsors, that focuses on prevention of transmission of HIV infection in pregnant women, mothers and their children, safeguarding the health of women, their partners and offspring. 

Women have the right to remain free from STI/HIV infections not only to avoid transmitting infection to their babies but for their own sake as individuals.  Protecting pregnant women and new mothers, and their partners, from primary HIV infection also prevents transmission of HIV to their children, and prevention from re-infection during pregnancy lessens the chances of transmission to the child.  

3 Key  Points 

· Ninety nine percent of pregnant women are HIV negative worldwide, underscoring the importance of primary prevention to keep them free from infection. Even in the highest prevalence countries, the majority of pregnant women are HIV negative.

· Primary prevention of HIV infection in pregnant women protects the woman, her partner and their children.

· The risk of HIV transmission to an infant occurs during pregnancy, labour and delivery, and postpartum through breastfeeding.
· Administration of ARVs alone will be insufficient to meet UNGASS goals to reduce HIV transmission to children without concomitant primary prevention in pregnant women. 
· The most efficient and cost-effective way to prevent MTCT is to prevent primary infection in young adults, including pregnant women and their partners.

· UNFPA can offer services HIV prevention services to safeguard the health of pregnant women, their partners, and their children that includes information, counselling and services on primary HIV prevention for pregnant women, HIV voluntary counselling and testing, family planning services, safe delivery practices, and post-partum information and counselling to new mothers, including infant feeding counselling according to WHO/UNICEF guidelines. 

· HIV positive women deserve information, counseling and support on decisions regarding childbearing in a sexual and reproductive rights framework, with family planning services made available if so desired. 
4 Why Focus on Pregnant Women? 

Preventing HIV infection in pregnant women falls squarely within UNFPA’s mandate to provide women with sexual and reproductive health information and services, including STI diagnosis and treatment, antenatal care, and safe delivery services.  This commitment to women of reproductive age has been demonstrated by UNFPA during decades of support for family planning, women’s rights and empowerment, and efforts to make pregnancy healthier and childbirth safer. UNFPA supports actions to help HIV-negative women stay that way, and to help HIV-positive women learn how to care for themselves, protect their partners and prepare for safer childbirth to reduce transmission of HIV infection to their babies. These actions come at a time when alarmingly rapid spread of HIV infection among women is contributing to the increasing number of HIV positive children.

The UNGASS Declaration of Commitment on HIV/AIDS 2001 clearly states that Prevention must be the mainstay of our response.  In collaboration with other UN partners, UNFPA is contributing to HIV prevention through its focus on pregnant women.  The HIV prevention target aimed at pregnant women is clearly put forth in Paragraph 54 of the Declaration:

UNGASS Targets

By 2005 reduce the proportion of infants infected with HIV by 20%, and by 50% by 2010, by ensuring that 80% of pregnant women accessing antenatal care have information, counseling and other HIV-prevention services available to them, increasing the availability of and by providing access for HIV-infected women and babies to effective treatment to reduce mother-to-child transmission of HIV, as well as through effective interventions for HIV-infected women, including voluntary and confidential counseling and testing, access to treatment, especially anti-retroviral therapy and , where appropriate, breast milk substitutes and the provision of a continuum of care.
UNFPA is collaborating with other partners, such as UNICEF and WHO, to concentrate its efforts on providing support to pregnant women and new mothers, especially by focusing on prevention in HIV negative women.  UNFPA can also respond to the specific needs of HIV positive women through prevention of reinfection, safe delivery practices, guidance on safe infant feeding, referral to care and treatment, and support of childbearing decisions.  Many of the interventions within UNFPA’s mandate aimed at pregnant women (STI management, safe delivery practices, infant feeding advice etc.) prevent transmission to children as well.    

The rationale for focusing on prevention of HIV among pregnant women is that:

· In many countries where fertility rates remain high, women spend a significant proportion of their reproductive lifetime pregnant;

·  Pregnancy is usually the only time when women access health services therefore this is a window of opportunity for preventive interventions for women and their partners;

·  Targeting pregnant women simultaneously benefits the women, their partners, and children; 

·  A partner’s pregnancy may be a high-risk period for males to seek other sexual relationships, when they may become infected and transmit infection once sex reconvenes with the new mother;

·  If a woman is newly infected during pregnancy, delivery or breastfeeding, the risk of transmission to the infant is greatly increased (infectivity through sex has been measured at 20 times higher in the initial window period before antibodies develop); 

·  HIV prevention messages/behaviour change acquired during pregnancy can carry over postpartum when HIV risk is high, and throughout a lifetime;

·  In the context of PMTCT, although ARV prophylaxis can significantly decrease HIV transmission to infants, primary prevention is more effective.

Along with our partners, UNFPA must continue to be engaged in PMTCT initiatives, while maintaining a focus on pregnant women, new mothers and their partners, recognizing that most pregnant women are HIV negative and those that are positive need protection from re-infection.
5 Strategies and Approaches

UNFPA is already supporting reproductive health initiatives that are improving maternal health, addressing family planning needs, promoting safe motherhood, and managing STIs, through gender sensitive and culturally appropriate approaches.  HIV prevention is a vital part of UNFPA’s reproductive health care efforts.  UNFPA is advocating for national HIV/AIDS strategies to include prevention of HIV infection in pregnant women as an integral element of its reproductive health services.  Antenatal care services include an array of pregnancy-related interventions covering the antenatal, labour and delivery, and post-partum stages providing key entry points for STI/HIV prevention activities and family planning.  At antenatal care sites, women can receive counselling on how to protect themselves and their families from STIs/HIV, and if they consent, can be screened for STIs and for HIV, if voluntary counselling and testing (VCT) services are in place.  Women detected to be HIV positive can be counselled on prevention of STIs and HIV re-infection, safe infant feeding practices, and future pregnancy options, and referred to PMTCT services when available.  
Aside from integrating HIV prevention among pregnant women into its routine reproductive health services, UNFPA is collaborating with UNAIDS Cosponsoring Agencies to prevent transmission of HIV infection to pregnant women, mothers, their partners and their children in the context of PMTCT.  The UNAIDS Cosponsors have articulated a four–pronged PMTCT strategy, of which prongs one (primary prevention in women) and two (prevention of unintended pregnancies among HIV positive women) are particularly relevant to UNFPA’s HIV prevention mandate.  These prongs link closely with UNFPA’s strategic priorities of HIV prevention in pregnant women, young people and on male and female condom programming.   

	Prong 1
	Primary Prevention of HIV

Protecting women of reproductive age from HIV infection, especially pregnant women, will contribute significantly to the prevention of HIV transmission to the women themselves, their partners and their children.  UNFPA is focusing on preventing infection in HIV-negative pregnant women and mothers, which includes partner involvement.  UNFPA is also concentrating its efforts on HIV prevention in young people.

	Prong 2
	Prevention of unintended pregnancies among HIV-positive women.

UNFPA’s role is to support HIV-positive women in their decisions regarding childbearing.  HIV-positive women should be counselled on the risks of HIV transmission to children and the options available to reduce the risks of transmission.  UNFPA can offer family planning services to prevent unintended pregnancies, and referral to PMTCT services for those women who decide to have children.

	Prong 3
	Prevention of HIV transmission from HIV-positive women to their infants

UNFPA helps prevent transmission of HIV infection to children through access to HIV voluntary counseling and testing, safe delivery practices, counselling and support for safe infant feeding practices and, where available, referral for antiretroviral drugs to treat pregnant women and mothers, and to reduce the risk of transmission to their children.


These interventions should be seen as part of a wider response to HIV/AIDS, which includes expanding access to care and support for HIV-positive mothers and their families, including treatment of opportunistic infections and accelerating access to HIV treatment.

	Prong 4


	Provision of care and support to HIV-positive women, their infants and family.

With improvements in the mother’s survival and quality of life, the entire family will accrue important benefits. The care and support services provided by UNFPA include:

· prevention and treatment of STIs;

· prevention of re-infection with HIV;

· reproductive health care, including family planning

Referral services include: 

· treatment of opportunistic infections;

· antiretroviral drug therapy;

psychosocial and nutrition support.


Transmission Risk

Not all HIV positive women will transmit the infection to their children.  Overall, without intervention, about a third of the children of HIV positive mothers will become infected through maternal transmission.  Pregnant women and mothers can transmit HIV infection to their children in three ways, each an important target period for intervention, including:

	Mode of Transmission
	Transmission Rate

	During Pregnancy
	5-10%

	During Labour and Delivery
	10-20%

	During Breastfeeding
	5-20%


Source: Prevention of HIV in infants and young children, WHO/HIV/2002.08

UNFPA package of interventions for prevention of HIV in pregnant women 

· IEC/BCC messages on prevention of HIV infection and re-infection among pregnant women based on sound socio-cultural/operational research and involvement of their partners and communities;

· Access to appropriate antenatal care, including HIV prevention counseling, screening and treatment of STIs;

· Access to HIV voluntary counselling and testing for pregnant women and their partners; 

· Adoption of safer sexual practices;

· Safe labour and delivery practices;

· Post partum care, including counselling on family planning options and safe infant feeding practices;

· Supply and management of reproductive health commodities (particularly condoms, HIV/STI testing kits, safe delivery equipment, and STI treatment drugs); 

· Referral as appropriate for antiretroviral drugs, support and care;

· Reduction of stigma and discrimination.

Each of the above elements of the prevention package is discussed in the following sections.

IEC/BCC messages on prevention of HIV infection and re-infection among pregnant women

Such messages need to be developed in a sexual and reproductive health and rights framework, to be sensitive to the local cultural and social context, and promote the active involvement and support of male partners, families and communities.  UNFPA is developing a package of core messages on HIV prevention among pregnant women that can be adapted to meet local circumstances.  Male partners and the community at large play a critical role in determining whether and how frequently women seek ANC services, and VCT.  Community attitudes toward breastfeeding, HIV/AIDS and people living with HIV/AIDS have a significant impact on the behaviours of pregnant women and mothers and their partners, and need to be addressed through community involvement.  UNFPA can offer guidance and support on safe infant feeding practices, based on recommendations of its partners, UNICEF and WHO. 

Access to appropriate antenatal care, including HIV prevention counselling, screening and treatment of STIs

During pregnancy, the risk of transmitting HIV infection is 5-10%, however, the antental period is a prime opportunity to reach out to women and instill lasting STI/HIV prevention messages.  Therefore, increasing attendance at antenatal care clinics is critical.  Often women only seek services late in pregnancy, or appear for only one or two visits.  STI/HIV prevention counselling for pregnant women and their partners is an essential component of antenatal care but is not being implemented fully at the country level.  Parental concern for their offspring, and partner mutual caring in the context of the family are a powerful motivating force for encouraging behaviour that prevents STIs/HIV.  Prevention of HIV through safe sex practices, including the use of male and female condoms, must be communicated to all women and their partners regardless of their HIV status during antenatal care visits.
With many pregnant women unaware of their HIV status, antenatal care is an important time to offer voluntary counseling and testing (VCT) for HIV, when available.  VCT services, however, are in their nascence, and cannot be relied upon to be the only venue in which to impart HIV prevention messages.  (see section on VCT)

For HIV negative pregnant women, support for HIV preventive behaviour, whether provided apart from or during VCT counselling, is focused on maintaining their HIV negative status, and involving their partner in the STI/HIV prevention efforts.  For these HIV negative pregnant women, reinforcing behaviour that protects against HIV is critical, but sometimes overlooked in the antenatal care setting.  For HIV positive pregnant women, antenatal care visits are an opportune time to discuss prevention from re-infection, and available interventions aimed at reducing risk of transmission of HIV to their partners and children.  Condoms should be used during pregnancy by HIV positive women to not only prevent HIV transmission to an HIV negative partner, but also to prevent re-infection.  Re-infection can increase viral load, and introduce new strains of virus.  Higher viral loads increase morbidity, and the chance of transmission to partners through sexual activity and to children during pregnancy, labour and delivery, and breastfeeding.
Preventive counselling on STIs/HIV that is initiated during antenatal care visits, or through community-based outreach, and sustained through post-partum visits, has the potential to be highly effective since it encourages behaviour that is associated with reducing vulnerability of the pregnant woman (later potentially breastfeeding mother), her partner, and their child.  Apart from the direct benefit to the woman herself, and her partner, the risk of a pregnant women or mother transmitting HIV to her child during pregnancy, labour and delivery, and breastfeeding increases if:

· the infection is acquired during pregnancy or breastfeeding; 

· the disease is in the advanced stage; 

· foetus experiences prolonged exposure to infected maternal body fluid during labour and delivery, either due to difficult labour and/or prolonged rupture of membranes, usually associated with vaginal delivery;

· the delivery is pre-term; and

· breastfeeding is prolonged.  

Furthermore, if a woman has advanced HIV infection, pregnancy carries the risk of hastening her own progression to full-blown AIDS.  All of these risk factors can be addressed through efforts targeted at prevention of HIV infection and reinfection, increasing access to safe delivery, enhanced antenatal counselling for a healthy pregnancy, and safe infant feeding options.  
Screening and treatment of STIs is another essential component of HIV prevention that must be included in comprehensive antenatal care.  The risk of HIV infection is 2 to 9 times greater when other STIs are present, depending on the type and severity.  Protection of pregnant women from STIs is critical, both for its own sake and for its link with increasing risk of acquiring HIV infection.  The same safe sexual behaviours that prevent HIV transmission, like condom use, will also protect pregnant women from acquiring STIs.   


In order for antenatal care programmes to fully integrate HIV prevention interventions, UNFPA needs to focus on capacity building, so that health providers can gain requisite skills to address the needs of HIV negative and positive pregnant women,

Access to HIV voluntary counseling and testing

Voluntary counseling and testing (VCT) for HIV allows individuals to ascertain their HIV status, and provides an entry point for HIV prevention and referral to treatment, care and support services.  Although some VCT programmes are targeted predominantly at identifying HIV positive individuals, VCT has the potential to impact significantly upon the lives of those who test negative as well.  VCT is an important element of UNFPA’s array of services focused on pregnant women and can accomplish, through counselling and appropriate referral, the following:

· help pregnant women who test HIV negative remain free from infection 

· help pregnant women who test HIV positive prevent re-infection and lead healthier lives

· prevent transmission to the pregnant woman’s partner in sero-discordant couples 

· reduce transmission to children 

· help women considering childbearing to understand transmission risks and their options, including family planning and PMTCT services

· help HIV positive pregnant women to access appropriate treatment, care and support services 

The acceptability of VCT services depends, in part, upon the quality of services with regard to: (i) confidentiality; (ii) non-coercive and non-judgmental attitudes of health providers; (iii) the actual and perceived level of discrimination and stigmatization communities show towards HIV-positive people; and (iv) the availability of psychosocial support and care services for HIV-positive women including access to ARV therapy. 

VCT services can be provided in a variety of settings including:

· free-standing sites set up solely to provide VCT services

· VCT services integrated with other health health services

· VCT services provided within non-health locations such as community centres

· Mobile/outreach VCT services

All patients must give informed consent to being tested for HIV, the results of their test (and the fact they were tested) must be kept absolutely confidential, unless the patient requests disclosure, and the patient must have both pre- and post- test counselling.

Pre- and post- test counselling is a confidential dialog between the client and counselor aimed at enabling the client to decide whether or not to consent to testing, to assess their risk, convey information and coping strategies, and offer support for test results. 

Information to be include during counselling sessions includes:

· HIV/AIDS facts, including modes of transmission

· Risk assessment and risk reduction strategies

· How to prevent HIV, including safe sex practices and condom use

· HIV testing advantages and disadvantages

· The meaning of test results

· How to cope with results

· Risks and benefits of disclosure

· Referral services

Couples counselling involves the male partner as well, but must be done with consent of both partners, and with the awareness of the benefits and risks.  Although group information sessions are being used as an adjunct or alternative to pre-test counselling, confidentiality and frank discussion of personal issues is compromised if this method is employed exclusively.  

For women who test positive for HIV, disclosure counselling should be offered, but without pressure from the counsellors.  HIV positive women need support for their decision on who they want to tell or not to tell about their HIV status. The counsellor should explore issues around disclosure of an HIV result to a partner, since the partner may or may or may not be infected. It is often assumed that if a pregnant woman’s test shows an HIV infection, her partner is also HIV positive. Yet many couples may have sero-discordant results. The major benefits of disclosure counseling are that it may: 

· help prevent an HIV-negative partner from becoming infected,

· help an HIV-positive partner access health care earlier, and 

· assist pregnant women and mothers in gaining the social support and information they will need to care for themselves correctly and prepare for a safer childbirth.

· Disclosure can help make choices around infant feeding practices easier.

HIV testing involves identifying antibodies or antigens associated with HIV infection in blood or body fluids.  Since the first HIV antibody tests became commercially available in 1985 diagnostic technology has improved dramatically.  Today, a large range of tests is available. The selection of a testing strategy, and the most appropriate test or combination of tests to use, depends on the objective of the test, the sensitivity and specificity of the tests being used, and the prevalence of HIV infection in the population being tested.  

The initial ELISA (Enzyme Linked Immunosorbent Assay), Western blot, and other HIV antibody tests are increasingly being replaced by high-quality rapid HIV tests that give results in a few minutes, as opposed to days.  These new tests are highly specific and sensitive, and have the advantage of allowing clients to receive results without a second visit, enabling test administration by a counselor rather than a laboratory technician, and not requiring costly laboratory facilities and equipment.  Confirmatory testing can be performed using rapid tests by serial or parallel testing methods.  External Quality Control for HIV testing should be established for health laboratories.

Adopt safer sexual practices

Safer sexual behaviour is part of a constellation of options for pregnant women and their partners that includes: 

(i) abstinence, 

(ii) being faithful to one partner, 

(iii) avoiding having multiple sexual partners, and 

(iv) condom use (male and female). 

Within comprehensive programmes to promote safe sex practices, these strategies should be supported by:

· Providing accurate information about the transmission of HIV and STIs and risk of unprotected sex,

· Promoting mechanisms designed to change prevailing beliefs and social norms that inhibit the adoption of safe sex and other risk reduction practices, especially among women,

· Increasing commodity security, namely, condom availability for women and men,

· Ensuring that such commodities are readily accessible to all persons, that is, this are being disseminated through appropriate channels and distribution points, and

· Enhancing the image of condoms and addressing individual and community attitudinal barriers to their use,

· Empowering women, in particular, with the negotiating (bargaining) skills necessary to convince their partners to agree to safe sex practices.

(see also the module on Young People)

Safe labour and delivery practices

Significant gains have been achieved in reducing maternal mortality through the safe motherhood initiative.  While pregnant women are at risk of mortality and morbidity during labour and delivery, in terms of HIV transmission, labour accounts for about a 10-20 percent risk of transmission to the child.  Risk factors that place mothers and their children at risk include:

· Rupture of membranes for longer than four hours which has been associated with an increased risk of transmission, regardless of the method of delivery.  

· Untreated STIs may result in chorioamnionitis (placental infection) that increases risk of HIV transmission to the infant.  

Procedures that reduce contact between the infant and the mother’s infected body fluids are considered to be potentially preventive, along with, of course, universal precautions. Avoidance of unnecessary invasive procedures includes:

· routine episiotomies,

· artificial rupture of membranes, and

· penetrative fetal scalp monitoring. 
Minimizing invasive procedures is part of sound obstetrical practice and applies to all women, regardless of their HIV status.  
Although caesarean section has been shown in several studies to reduce the risk of transmission of HIV, access to safe caesarean section is often limited in many countries due to lack of skilled health personnel and facilities.  In such situations, caesarean section may increase the risk of complications and is not advised.  

Post-partum care, including counselling on family planning options and safe infant feeding

The post-partum period is a significant time for imparting HIV prevention messages.  Mothers, who are resuming sexual activity after a varying period of abstaining, are at risk of acquiring and transmitting HIV infection, depending on their HIV status.  Partners, who may have engaged in sexual activity with someone other than their partner during the course of their partner’s pregnancy, may have become HIV positive.  

Post-partum care also includes presenting women with their family planning options.  Imparting an understanding of birth spacing for the sake of the mother’s health as well as that of her children can have considerable value to mothers and their families.  Family planning methods can be offered, and women supported in their decisions on future childbearing.  Condom use can be discussed, for their dual protective function against unintended pregnancy and STIs/HIV.

Mothers will need to be informed, during antenatal and post-partum visits, of the risk of HIV infection to the infant through transmission via breastfeeding.  Safe infant feeding practices, therefore, are an essential component of counselling.  

	Mode of Transmission
	Transmission Rate

	Overall without Breastfeeding
	15-30%

	Overall with Breastfeeding till 6 months
	25-35%

	Overall with Breastfeeding till 18 to 24 months
	30-45%


Source: Prevention of HIV in infants and young children, WHO/HIV/2002.08

The benefits of breastfeeding have to be weighed against the risk of HIV transmission, and compared to the safety, feasibility, acceptability, affordability, and sustainability of replacement feeding.

Factors that may increase the risk of HIV transmission through breastfeeding include, mixed feeding in the early months, longer duration of breastfeeding, Breast problems (mastitis, cracked and bloody nipples and other indications of breast inflammation), high maternal viral load (maternal viral load is higher shortly after a new infection and when the disease has progressed), compromised immune system of the mother, and sores or thrush in the mouth of the infant.

The current WHO/UNAIDS/UNICEF policy on HIV and infant feeding can be summarised as follows
:

1. For women who are not infected with HIV, and for women whose infection status is unknown, exclusive breastfeeding should be protected, promoted and supported for 6 months, followed by continued breastfeeding, together with appropriate complementary feeding, for up to two years of age or beyond. 

2. Assessments should be conducted locally to identify the range of feeding options that are acceptable, feasible, affordable, safe and sustainable in a particular context.

3. All HIV-infected mothers should receive counselling, which includes provision of general information about the risks and benefits of various infant feeding options, and specific guidance in selecting the option most likely to be suitable for their situation. Whatever a mother decides, she should be supported in her choice.

4. When replacement feeding is acceptable, feasible, affordable, sustainable and safe, avoidance of all breastfeeding by HIV-positive mothers is recommended; otherwise, exclusive breastfeeding is recommended during the first months of life.

5. HIV-positive women who breastfeed should be assisted to ensure that they use good breastfeeding techniques to prevent breast conditions like mastitis, breast abscesses and nipple fissures, which should be promptly treated if they occur.

6. To minimise HIV transmission risk, breastfeeding should be discontinued as soon as feasible, taking into account local circumstances, the individual woman’s situation and the risks associated with replacement feeding (including increased infections with pathogens other than HIV, malnutrition, costs, sustainability, etc.). 

7. HIV-positive mothers should be provided with specific guidance and support when ceasing breastfeeding to avoid harmful nutritional and psychological consequences and to maintain breast health.

8. When HIV-positive mothers choose not to breastfeed from birth or stop breastfeeding later, they should be provided with specific guidance and support for at least 2 years of the child’s life to ensure adequate replacement feeding. Programmes should strive to improve conditions that will make replacement feeding safer for HIV-infected mothers and families.

9. HIV-positive women should have access to information, follow-up clinical care, and support, including family planning services (in particular when not breastfeeding and nutritional support.

10. Adequate numbers of people who can counsel HIV-infected women on infant feeding should be trained, deployed, supervised and supported. Such support should include updated training as new information and recommendations emerge.

11. Information and education on MTCT of HIV should be urgently directed to the general public. Affected communities and families.

Supply and management of reproductive health commodities

UNFPA procures a number of commodities relevant to its reproductive health interventions that are directly relevant for HIV prevention in pregnant women including:

· IEC materials

· condoms (male and female),

· HIV/STI testing kits,

· safe delivery equipment, and

· STI treatment drugs

The positioning of condoms as a method of dual protection, simultaneously preventing unintended pregnancy and STIs/HIV is an important element in UNFPA’s strategy to prevention STIs/HIV.  Through its Global Strategy for Reproductive Health Commodity Security, of which condom programming for STI/HIV prevention is a component, UNFPA is committed to improving access to and use of male and female condoms.  UNFPA, aware that condom supply, while essential, is ineffective without sufficient demand, is also focusing on understanding the users attitudes hindering condom use and designing optimal approaches to address user needs.  UNFPA is developing a number of condom programming tools to assist governments to enhance their capacity to increase condom use that address the key elements of condom programming - supply, demand, and a supportive environment   (see module on Condom Programming)

Referral for Treatment, Care and Support

While UNFPA’s mandate is focused on HIV prevention, UNFPA recognizes treatment, care and support as integral to a comprehensive response to the HIV/AIDS pandemic.  UNFPA’s role is to ensure that people living with HIV/AIDS are made aware of services available to them either through UNFPA programmes or those of other UN agencies, NGOS, and governments.  Through partnership with UN agencies and other international organizations, UNFPA can help bring about expansion of much needed treatment, care and support services.  UNFPA can contribute to comprehensive efforts to halt HIV/AIDS beyond the scope of its mandate through such collaborative mechanisms as regional and country-level inter-agency working groups, task teams, and the UN HIV/AIDS Theme Groups.

Advocacy and referral for anti-retroviral drugs is an area of particular concern to UNFPA.  Although anti-retroviral drugs are currently inaccessible and unaffordable to most of those who need them, where ARV programmes do exist, UNFPA can contribute by directing people living with HIV/AIDS to such services.  In the context of its mandate to prevent HIV infection in pregnant women, UNFPA can make referrals to PMTCT and MTCT-Plus programmes, if available, where anti-retroviral drugs, care, and support are a key programme element.  The MTCT-Plus Initiative builds on existing MTCT programmes and offers life-long anti-retroviral treatment and care to those HIV infected mothers, their children, and other family members.  

The administration of antiretroviral drugs (ARV) is beneficial to the HIV positive pregnant women and mother, her partner and family, and has been shown to considerably decrease the risk of HIV transmission to children.  There are a number of different drugs and protocols for treatment of people living with HIV/AIDS and for prevention of transmission to the child.  Decisions on selection of the optimal anti-retroviral regimen should be based in part on feasibility, efficacy, cost and unintended consequences (e.g. resistance).  
Providing mothers and their infants with ongoing HIV-related care can maximize the benefits of preventive interventions, for example, in encouraging the continuation of safe sex practices that were hopefully adopted during pregnancy. One obstacle, however, is that women with HIV often have difficulty gaining access to health care and frequently are responsible for caring for children and other family members who might also be HIV-infected. They often lack social support and face other challenges that could interfere with their ability to gain access to and adhere to complicated treatment regimens. While the preventive side of this situation falls within the mandate of UNFPA, particularly in making sure that all women, regardless of their HIV status, have access to quality reproductive health services and counselling, UNFPA’s partnerships with other organizations will help to ensure that the women, their partners, and their children also have access to suitable care and support services.

Pregnancy Options for HIV Positive Women.

HIV positive women deserve counselling on their pregnancy options as do all women regardless of their HIV status in the framework of their right to sexual and reproductive health.  The risks of childbearing to the mother and of HIV transmission to her offspring need to be presented along with the benefits of childbearing and options available for reducing the risk of HIV transmission to the child.

The HIV positive women should be informed about the effect of HIV infection to the health while they get pregnant. Pregnancy does not affect the progression of HIV infection, unless women have already progressed to AIDS or have a severe compromised immune system. Services should include promotion of birth spacing, prevention of unintended pregnancies, and male partner involvement.  Women who desire methods of family planning should be counselled on the advantages and disadvantages of various methods.  Use of condoms as a method of dual protection from re-infection, or transmitting HIV infection or along with another effective contraceptive method can be discussed.  Effective methods should prevent:  (i) HIV transmission; (ii) disease progression; (iii) re-infection; and, (iv) unintended pregnancy.  UNFPA is supporting efforts to develop a method that prevents transmission of HIV but that does not prevent pregnancy, for example, microbicides, which are a promising innovation that is not yet available.  
Challenges

· Male involvement is a significant determinant of the success of HIV prevention efforts to reach pregnant women.  While most of the prevention interventions for pregnant women take place in the context of ANC, reaching men through this female-dominated venue with interventions targeted at women can be difficult.  Alternate approaches need to be developed to increase male participation.

· While a great deal of attention has been focused on prevention of mother-to-child-transmission of HIV through anti-retroviral drug prophylaxis and safe infant feeding practices, primary prevention of HIV in pregnant women has not yet achieved the same level of attention.  Achieving the UNGASS targets related to preventing transmission to children is not possible without attaining significant gains in prongs 1 (primary prevention of HIV) and prongs 2 (prevention of unintended pregnancies in HIV positive women).

· Many HIV VCT services for pregnant women in the context of PMTCT, identify the HIV positive pregnant women and focus PMTCT services on them, whereas the HIV negative women do not always receive commensurate levels of attention to ensure adequate counselling and support for risk reduction and safer sexual behaviour.

· Although HIV VCT provides an effective means of conveying important prevention messages to pregnant women, in areas where VCT is not available, e.g. low prevalence settings, HIV prevention interventions can be integrated into routine antenatal care.

· HIV positive women can be subject to discrimination and stigmatization that can be evident in the counselling that they receive.  Support to HIV positive women has to ensure that they are afforded their sexual and reproductive rights, and that their  childbearing decisions are respected.  In an effort to reduce the number of children infected with HIV, overzealous counselling on family planning or failure to adequately discuss the risks of transmission and options to reduce this risk can compromise the rights of HIV positive women.

· Condom use is an integral part of safe sexual behaviour to prevent STIs/HIV.  Garnering adequate support for condoms, ensuring sufficient supplies of quality condoms, and removing barriers that hinder access to and use of condoms is essential.  Attitudinal barriers are particularly important to address, and pregnancy offers a suitable entry point for motivating partners to protect themselves and their families.          
PARTICIPATORY EXERCISES

Participatory Exercise I

Imagine that in your capacity as UNFPA Representative, you have been asked by the national government to contribute to design of their national HIV/AIDS strategy.  You are specifically requested to provide the rationale for UNFPA’s focus on prevention of HIV in pregnant women, since this UNFPA core area of focus in its HIV prevention strategy has somehow captured the attention of key policy-makers in the government.  The government is unclear on the benefits of HIV prevention in pregnant women, and of how it fits in with prevention of mother-to-child transmission.  Through round-table discussion role-play among UN agencies, other partners (NGOS, international organizations), and national counterparts, make a case for prevention of HIV in pregnant women.

Participatory Exercise II

Male involvement is critical to prevent HIV in pregnant women.  Most of men, worldwide, are the decisions-makers in matters related to reproductive and sexual health.  In many settings, male attitudes and perceived or actual behaviors strongly influence the utilization of health services by their pregnant partners.  For instance, many women refuse HIV testing unless their partner concurs.  Moreover, whether for cultural or individual reasons, many couples refrain from sexual activity with their partner during varying durations in the woman’s pregnancy.  This period of abstaining is often limited only to the female pregnant partner, and the male partner continues to engage in sexual activity with non-pregnant partners, increasing the risk of acquiring HIV infection.  

Effective interventions for preventing HIV infection need to engage men as partners. Yet the conventional sites for reaching out to pregnant women through antenatal care clinics are not typically frequented by their male partners, and the messages targeted at pregnant women and mothers are not necessarily effective in motivating their partners to prevent STI/HIV.  
Design a strategy to increase male involvement in preventing HIV infection in pregnant women.  

Participatory Exercise III

Assume that you are an HIV VCT counselor.  Role- play how you would answer the pregnant woman’s question, “Why should I undergo HIV VCT, and what’s the worst that could happen when I get my result”?
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� For further details, see "New Data on the Prevention of Mother-to-Child Transmission of HIV and their Policy Implications, Conclusions and recommendations, WHO Technical Consultation on Behalf of the UNFPA/UNICEF/WHO/UNAIDS Inter-Agency Task Team on Mother-to-Child Transmission of HIV Geneva, 11-13 October 2000.
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