Experiences and lessons learned in prevention of mother to child HIV transmission in the Americas and the Caribbean

Introduction and Background
As the HIV/AIDS pandemic progresses, the needs of communities and societies have been expanding, not only in the numbers of people needing services and interventions, but the kinds of services needed as well. One such need is the prevention of mother to child transmission of HIV (PMTCT). PMTCT refers to a comprehensive, family-centered spectrum of clinical and supportive services-provided in conjunction with public health initiatives- to prevent the transmission of HIV from a woman to her infant. PMTCT programs recognize the importance of knowing one’s HIV status and keeping parents-to-be HIV-negative. Voluntary testing and counseling in antenatal clinics and maternities allows for early identification of HIV infection.  These settings serve as a gateway to comprehensive PMTCT services (WHO, 2004).  
Most countries in the Latin American and Caribbean Region have recognized the importance of preventing children from being born with HIV and have initiated PMTCT programs in the last decade. Naturally these programs are still in the process of development and building capacity to meet their growing demands. While most countries in the Region have demonstrated rapid progress and significant achievements, especially in establishing a basic infrastructure and human resources, all are confronting significant challenges with issues relating to recruitment of the highest number of pregnant HIV positive women for voluntary counseling and testing (VCT), sustainability of programs, sustained human capital, follow-up services to mother and her newly born child, primary prevention, prevention with vulnerable groups, linkages to sexual and reproductive health programs, integration of PMTCT to Maternal and Child Health programs, epidemiological surveillance, and monitoring and evaluation among other issues.  
One strategy to address these challenges is for countries to work with each other in building capacity. Capacity building is the process by which abilities and competencies are acquired (ECDPM, 1998). The purpose of capacity building is to foster conditions that strengthen the characteristics of individuals, groups, networks, communities, and societies that enable them to plan, develop, implement, and maintain effective programs (Cottrell, 1977; Fawcett, et al., 1996; Poole, 1997). With regard to addressing the HIV/AIDS epidemic, the function of capacity building is to guarantee that core competencies are increased for broad scale prevention, treatment and care, supportive efforts are enhanced, and research is designed, implemented, coordinated, managed and sustained in an effective manner (Taveras and Duncan 2000; CDC, 2003).   

Capacity building can also be defined in terms of strengthening alliances and developing networks across sectors. An alliance in the HIV field would take the shape of a union of interest between agencies, National HIV/AIDS Programs or countries working towards similar and purposeful goals. The purpose of such alliances would be to expand the scope and range of service provision (Adekoya and James, 2002; Reddy, Taylor, and Sifunda, 2002). Capacity building in this regard, is said to be “a wise, economical, and results-oriented approach to the delivery of public health programs” aiming to “lessen duplication of services and strengthens communities” through collaborative efforts (Adekoya and James, 2002, p. 26 & 27). Coordination of activities and roles signify directly working together and matching with each other agency or country to achieve better organization, management, direction, synchronicity, cohesion, and actualization of a similar goal. Similarly, collaboration refers to joining forces, teaming up or acting in association with another agency to get a job done, to pool resources, and to share knowledge. 
With the goal to strengthen inter-country coordination, horizontal cooperation and countries’ capacities in PMTCT, a project was developed and approved by the Perez-Guerrero Trust Fund for economic and technical cooperation among developing countries, members of the “Group 77,” of the United Nations Development Program. The objectives of the project are to: Identify the experiences and lessons learned in the participating countries, in the area of prevention and control of HIV/AIDS, specifically Mother-to-Child transmission, promote a mechanism of exchange and technical cooperation among the participating countries with regard to prevention and control of HIV/AIDS, and document and disseminate the experiences and lessons learned, the gaps, and the resulting recommendations. This information will be made available to the Region of the Americas and other Regions in order to support the achievement of the HIV/AIDS Millennium Development Goals (MDG).

To initiate this project a meeting on “Experiences and lessons learned in Prevention of Mother to Child HIV transmission” (PMTCT) was held in Havana, Cuba from July 10 to 12, 2007. The meeting was attended by national health authorities from Bahamas, Belize, Guyana, Jamaica, Honduras, Guatemala and Cuba. The countries were invited to participate in this project because they share similar achievements, challenges and development issues.  Representatives to the meeting included National HIV/AIDS Program Coordinators, PMTCT Program Coordinators, Coordinators from Maternal and Child Health Programs, PAHO/WHO AIDS Focal Points, the Sub-Regional Advisor on HIV/AIDS for the Caribbean and PAHO/WHO staff from Washington, DC. The meeting focused on sharing what each country has developed and achieved in the area of PMTCT, challenges confronting the implementation of PMTCT services, strengths and weaknesses of their program, and areas for further technical collaboration and south to south cooperation. 
The underlying idea behind this meeting was to build a network to share experiences and lessons learned. Where one country or National AIDS Program is weak in a particular issue, another one can provide technical cooperation and both can learn from the experiences. However, such an arrangement requires that countries actively communicate with one another and share their knowledge, lessons learned, and skills in order to strengthen their capacities in delivering effective PMTCT programs. In order to deliver competent care to users and clients, National AIDS Programs must build their internal and external capacities. This can take many shapes and forms including but not limited to technical country cooperation (TCC), bilateral or country group projects, knowledge transfer, and research studies. 

Methodology

Based on the literature on best practices and lessons learned, a set of questions was developed and disseminated to all countries prior to the meeting to document their country experiences and lessons learned. Countries responded to sixteen questions pertaining to origin, context, structure, populations benefited, objectives, methodology, activities developed, identified gaps, SWOT analysis, duration of the intervention, financial resources, sustainability, policy framework, monitoring and evaluation and presented narrative descriptions of their PMTCT programs and made PowerPoint presentations at the meeting. 
Brief Highlights of Countries Presentations
Guatemala

PMTCT services were initiated in 2002 in Guatemala City in a national hospital; that same year the first guide on management and care of HIV positive pregnant women was elaborated. In 2003 PMTCT services were expanded gradually with the support of NGOs, the Global Fund and international organizations to hospitals and health centers of the interior in areas where there was a higher report of HIV cases. Since 2005 access to triple antiretroviral therapy was made available to pregnant women.  
In May 2006 UNICEF and PAHO/WHO launched an initiative to strengthen the prevention of mother to child HIV transmission and syphilis in Central America and the Dominican Republic. The purpose of this initiative was to achieve a 5% reduction of mother to child HIV transmission and at least 0.5 of cases for every 1,000 newly born from the incidence of congenital syphilis by 2015 through universal access to prevention and treatment services. CDC/GAP for Central America and Panamá and UNAIDS and the Clinton Foundation have joined this initiative. 

This initiative undertook several diverse activities which included a situational analysis of prevention and treatment services relating to mother to child HIV transmission and syphilis with the goal to develop a “National Action Plan” proposal and in that way define the support of collaborating agencies. For that purpose a rapid evaluation was undertaken that demonstrated that the emphasis should be placed in the following strategic lines of action: Decentralization, management and sustainability of HIV; strategic public health supplies and logistics; development of human resources; laboratory (capacity, quality control and biosecurity norms); epidemiological surveillance, monitoring and evaluation (M & E); information, education and communication (IEC) in PMTCT; and counseling. 
In Guatemala PMTCT was defined as those services for pregnant women that include counseling and rapid HIV testing and offer or make referrals for pharmacological treatment to prevent mother to child HIV transmission as well as the diagnosis and treatment of syphilis. 
The situational analysis undertaken in 2006 revealed some important findings. PMTCT services have received the political and financial support from the Government of Guatemala as well as the technical and financial support from international organizations; this has aided the development of PMTCT at the national level allowing it to reach to urban and some rural areas of the country. PMTCT services were more developed and sophisticated in national hospitals, where they originated and concentrated as compared to department hospitals and health centers in rural areas. For instance in these national hospitals a whole range of PMTCT services were offered unlike rural health clinics that had to refer pregnant HIV positive women to these hospitals for antiretroviral therapy and further testing when they could not offer these.  

Generally, PMTCT services have relied on trained, responsible and motivated staff for executing their functions. Their exclusive service to PMTCT varied from site to site (for example projects supported by NGOs versus the network of public services). There was a high level of satisfaction among staff and users of the PMTCT services. Training of PMTCT health care providers has been achieved for the most part through a Diploma in HIV/AIDS. As part of the process of national expansion of PMTCT services the availability of antiretroviral therapy was conditioned to the availability of trained personnel through this diploma course. This course included training in providing care and treatment to persons with HIV/AIDS and providing PMTCT services.  

The situational analysis found that there was a low coverage of PMTCT services during prenatal care for pregnant women in Guatemala. According to official figures from the Ministry of Public Health, one hundred eighty-five women received PMTCT services from January to December 2006; which represents a small proportion of all expected cases. It was estimated that the number of expected pregnancies was 585,000 of which 51% attended at least one prenatal care consultation. In 2006 the coverage for diagnosis during pregnancy reached 43,406 pregnant women from the total of expected pregnancies in the country, 15% who attended prenatal care and 7% of expected pregnancies.     
Although the majority of women who received counseling accepted to undertake HIV testing, pre-test counseling was limited in relation to the totality of women who accessed prenatal care. Women diagnosed as HIV positive during prenatal care received treatment according to the norms. Labor and delivery services did not rely on resources for the detection of HIV with women who did not have prenatal care. 
Opportunities and Threats 

International support to PMTCT service was an opportunity to initiate the project and develop human and infrastructural capacity to launch the services. The situational analysis conducted in 2006 provided keen insights and areas for improvement for all stakeholders invested in PMTCT services. Expanding the program from a pilot project to a national level through the decentralization of PMTCT services and integration of services to Maternal and Child health services provided the opportunity for increasing access to and expanding the coverage of the program. Of course decentralization and integration of services brought with it its own problems and threats especially relating to quality provision and building human capacity throughout the country. 
Several weaknesses and threats in PMTCT services included weak planning, coordination and logistics to assure that public health supplies did not run out particularly ARV and tests; the contents in pre-test counseling did not include information regarding congenital syphilis; and although there was a norm for the diagnosis of HIV in pregnant women this norm was not followed in all of the services. Regarding tests, there was a lack of validated rapid HIV tests at the national level; the availability of confirmatory tests was limited in various settings; quality internal and external control of rapid HIV testing was partially conducted in some settings; and the majority of health settings did not have the availability of materials for the promotion of PMTCT and a few of them have developed their own.            

Challenges of Country’s PMTCT Program:
Several challenges confronted the development of PMTCT services in Guatemala. These included weak epidemiological surveillance of mother to child transmission of HIV, the non existence of   epidemiological surveillance of syphilis in pregnant women, weak systems in monitoring and evaluation of PMTCT implementation, sustainability issues and continuity of PMTCT programs, the need to strengthen Integrated Primary Care Centers and PMTCT services not integrated into services. Other challenges included offering services to highly mobile populations, and working with culturally diverse populations especially indigenous populations.  
Lessons Learned: 
1. Decentralization of PMTCT services has impacted the reduction of MTCT. 
2. Human resources exclusively dedicated to offering pre and post counseling and testing during prenatal care assured a high coverage of VCT. 
3. Periodic external monitoring of the implementation of PMTCT strengthened the competences of human resources at the local level.  

4. It is of vital importance to guarantee the public health supplies for the early detection of HIV.  

5. The different levels of primary care services should be articulated and well organized before the implementation of PMTCT services.

6. PMTCT services and health care providers should create a strong lasting relationship with community health providers such as traditional midwives.

7. The existence of international financial resources and support demonstrated the need to integrate the detection of HIV during prenatal care as a strategy of prevention; at the same time these contributions are not sufficient to obtain a high coverage especially in rural areas. PMTCT services must be prioritized especially in geographic regions with the highest prevalence. 

8. The period of existence of these internal and external resources are limited and there is insufficient time to plan the sustainability and continuity of these programs.    
9. Access of modern technology to diagnose HIV and milk replacement should be guaranteed to the recently born HIV exposed infant to enhance the effectiveness of PMTCT services. 

10. Meetings with different authorities of PMTCT services should be held to share experiences and foment networks in providing clinical and social follow-up of HIV cases.  

Guyana

As part of the National Strategic Plan for HIV/AIDS in 1999, in November 2001 the PMTCT project was launched and implemented as a pilot for about 15 months at 11 sites in two of Guyana’s ten Administrative Regions with the highest rate of HIV infection, Regions 4 and 6 (eight antenatal clinics and three public hospitals). A steering committee comprising of representatives from government ministries, private sector, local and international organizations was established to guide and oversee the program’s implementation.  
The PMTCT intervention occurred primarily at public health facilities (antenatal clinics and maternity wards) and on a smaller scale at some private hospitals.  The intervention utilized the existing health care staff working in the Maternal and Child Health system.  Due to severe shortages of nurses, doctors and other cadre of workers, retired nurses, social workers, counselors, and phlebotomists had to be recruited to provide counseling and testing services, outreach and collection of blood samples in health settings. 
Policy and clinical guidelines for PMTCT have been completed and training and supporting materials produced.  In collaboration with the National AIDS Program Secretariat (NAPS), access to laboratory and care and treatment services was strengthened and some additional staffing was put in place to increase coverage of PMTCT services (doctors, phlebotomists, and counselors).  

Integration of PMTCT services into Maternal and Child Health Programs (MCH) operations and registers has shown tremendous improvement (Antenatal Care, infants (<1y), and children <5 years); protocols for the clinical assessment of HIV-positive mothers, newborns and children less than 5 years have been included in Safe Motherhood and Integrated Management of Childhood Illness (IMCI) materials respectively.  The MCH Manual completed in 2000 was revised to include HIV in all components of Safe Motherhood; HIV (PMTCT) has now been integrated into the new Family Health (MCH) Manual for 2006.

Most of the funding for PMTCT came from the World Bank (WB), Global Fund for AIDS, TB and Malaria (GFTAM), US President Emergency Plan for AIDS Relief (PEPFAR), UNICEF and other partners. Technical support has been provided by UNICEF, PAHO/WHO, USAID and CDC.

Many prevention and treatment strategies have been implemented to reduce mother-to-child transmission (MTCT) of HIV in Guyana. The primary prevention strategies included preventing women from becoming infected with HIV in the first place; counseling those who are infected with HIV on making informed choices about their reproductive life. This included the use of family planning services, the promotion of contraceptives, and pregnancy termination where this was legal, the promotion of safer, responsible sexual practices, provision of condoms, early diagnosis and treatment of sexually transmitted infections (STIs), making HIV testing and counseling widely available and providing suitable counseling for HIV-negative women. Prevention of unintended pregnancies among women who are HIV-infected included providing effective family planning, promoting access to safe and effective contraception, and promoting safer sex practices. 
Prevention of MTCT included provision of HIV testing and counseling, ARV prophylaxis and treatment, promotion of safer delivery practices and education and support in safer infant-feeding practices. Providing treatment, care and support to women who were HIV-infected, their infants, and their families included provision of HIV-related treatment, follow-up care and support services for women, early diagnosis, follow-up care and support to the infant and child who were HIV-infected and the promotion of linkages to community-based services for comprehensive family care. In terms of treatment, pregnant women with a CD4 count of 350 or less were eligible for ARV treatment, while those with higher CD4 counts were placed on ARV prophylaxis.  This was done, as early as the 2nd trimester.  
Opportunities and Threats 

One aspect of the program that was sustainable is the fact that PMTCT was implemented through the existing primary health care system. Despite the possibility of loss of external funding from a variety of sources, the government of Guyana has expressed a strong commitment to its HIV/AIDS Programs and has increased it’s funding in the national budget. Funding and external resources were used to strengthen prevention, care and treatment programs including upgrading knowledge and skills of staff. Committed and motivated health care staff of the PMTCT program contributed to its success. 
Challenges of Country’s PMTCT Program:

Severe shortage of health care staff, limited number of trained clinicians in pediatric care and treatment, limited capacity for early diagnosis of infants, limited male partner involvement, loss of donor funding and widespread stigma and discrimination limit the effectiveness of the program’s implementation. 
Lessons Learned:

1. All stakeholders need to be on board at the beginning when developing manuals, etc. 
2. Continuous refresher training needed for staff at all levels because of the rapid expansion of care and treatment services. 
3. Referral systems and networks need to be reviewed and strengthened. 
4. HIV/AIDS information, policies and procedures need to be integrated into all MCH manuals and other materials. 
5. Expanding rapid HIV testing to labor wards can increase number of women tested and placed on treatment. 
6. NGOs and other support groups can play a key role in follow-up care and support.
Honduras:

In 2001 Honduras initiated a PMTCT pilot project in 15 establishments in three municipalities. In 2003 the Ministry of Health expanded the program to a national level as part of the HIV/AIDS/STI National Program. As part of these efforts in 2004 national guidelines for integrated care to pregnant women for the PMTCT were developed and promoted. Since then the PMTCT program has been implemented in 20 Regional Health Departments and incorporating 198 municipalities and 402 health units. It is considered that during the years 2005 and 2006 around 90% of HIV+ pregnant women received a certain degree of PMTCT services, but only 198 (19.8%) received a complete cycle of antiretroviral prophylaxis according to national standards in the last 12 months.  Around 15.2% of recently born children of HIV + mothers receive prophylaxis treatment and 14.9% receive replacement feeding. It has been calculated that at the national level the rate for HIV transmission mother to child is 8%. 
Activities developed and implemented in Honduras include: the promotion of the PMTCT program, the standardization of care and treatment protocol, institutional strengthening, capacity building with personnel, organization of staff, strengthening of laboratory support, Information, Education, and Communication strategy, and monitoring, supervision and evaluation.

The specific strategies of PMTCT include: 1). Pre and post VCT services 2). Prophylaxis during pregnancy, in mothers who are HIV + (with AZT from 34 weeks of gestation as the only medicine or with ARV treatment previously given, according to the norms) 3). Elective Cesarean to the HIV+ pregnant woman, around week 38 of gestation, increasing the protection with Nevirapine alone or combined with AZT and in selected cases with Cobivir 4). Prophylaxes for the newly born using AZT, and the promotion of replacement milk when acceptable, accessible, feasible, and sustainable. 5). Follow up care for mother and child. 

Opportunities and Threats 
Several opportunities facilitate the work of PMTCT in Honduras. These include a high positive value given to the program by its personnel, its users and by the overall population; accumulated PMTCT experience by public health workers in the Health system; support from local and municipal authorities, and international support; prioritization and financial support given to the program by government. 
Threats that jeopardize the implementation of effective PMTCT services include: Charges related to medical care for pregnant women (medical consultations, labors, cesarean, and laboratory fees); shortage and irregularities in the distribution of laboratory supplies and medicines for prenatal care; substitute diet or replacement milk; and migratory movements that create many difficulties for the delivery of PMTCT services and follow up.
Challenges of Country’s PMTCT Program:
Challenges to the PMTCT program included: early recruitment of pregnant women to antenatal care and PMTCT services, promotion of the program to create awareness to all pregnant women, access of VCT services to all pregnant women, follow up care to HIV + pregnant women until completion of antiretroviral treatment, postpartum care of mother who is HIV-positive and follow-up services to her newly born child, pregnant women access to integrated primary care, implementation of the guidelines of integrated primary care, conditions surrounding cesarean delivery, intra and inter-institutional coordination of PMTCT services, follow-up of cohort of children who were perinatally exposed, and the strengthening of epidemiological surveillance and the monitoring and evaluation of the program.   
Lessons Learned from Honduras:

1. The promotion of the program’s interventions and its benefits to institutional and community environment is a key factor to have better coverage. 

2. The participation of multidisciplinary staff integrated to health services guarantees the success of the PMTCT interventions. 

3. Strengthening VCT services is very important to assure its availability and integration to antenatal care and PMTCT services.  

4. A critical factor for success is the support given to mothers for preventing HIV transmission through breastfeeding. 

5. The sustainability of the distribution of supplies and laboratory materials at all levels guarantees an increased recruitment of pregnant women and better follow up to the cohort of children that were perinatally exposed.   
6. The systematic monitoring, supervision, and evaluation of actions developed by the program guarantees better coverage and contributes to the reduction of the number of children infected via mother to child transmission. 

Jamaica

Jamaica is experiencing a generalized HIV/AIDS epidemic with a prevalence rate of 1.5%. Of the estimated 25,000 persons living with HIV and AIDS 15,000 (66%) are unaware of their positive status. Infection rates among women of child bearing age (15-49) are a primary cause for concern.  The prevalence rate in the antenatal population has been 1.5-2.0% for a number of years.  In the late 1990s it was estimated that the rate of HIV transmission from mother to child was in excess of 25%. 
A pilot PMTCT program was commenced in 2001 and ended in 2002, and then phased implementation of the PMTCT Program started in 2003. The goal of the PMTCT program was to reduce prenatal transmission of HIV from over 25% to below 5% by 2009 through provision of universal access of quality PMTCT care and support services. The objectives of the program was to test 100% of all antenatal clients for HIV, to ensure that all HIV positive pregnant women received antiretroviral therapy to reduce the risk of HIV transmission to their unborn child, ensure that all infants born to HIV positive women received a prophylactic course of antiretroviral medication, ensure the availability of formula feed for all HIV-exposed infants for the first six months of life. 

The PMTCT Program was currently being integrated into the Family Health Program and HIV voluntary testing was offered at all public antenatal clinics island wide on a routine basis. All women identified as HIV positive were enrolled into the PMTCT Program and were referred to the nearest High Risk Obstetric Clinic to benefit from a specialist consult. The women remained in High Risk Clinic for the duration of their pregnancy or they were sent back to primary car services. In the initial phase of the PMTCT program a single dose Nevirapine was used. As the program developed a short course Zidovudine plus Nevirapine was used which was replaced with antiretroviral triple therapy. 
Implementation occurred at the field level by field staff; the intervention commenced in the primary care level antenatal clinic and delivered by a multidisciplinary approach. Community midwives, community public health nurses, physicians/ obstetricians, pediatricians, social workers, adherence counselors, pharmacists, nutritionists, medical/ laboratory technicians, phlebotomists, and drivers played an important role in providing PMTCT services. 
Rapid HIV tests were utilized as a universal screen for female attendees at antenatal clinics and STI clinic attendees across the country, followed by confirmation at the National Public Health Laboratory. The program is currently screening 90% of ANC attendees (28,000 in 2004 compared to 4,000 in 2002) and over 50% (19,000 in 2004) of STI Clinic attendees. Other HIV Diagnostic tests to determine status (PCR, ELISA, WB) and progress of disease (CD4, VL) were utilized. ARV therapy was provided to all HIV positive pregnant women who accessed care in the public healthcare sector. In 2006, 3 out of 4 HIV positive pregnant women received ARV prophylaxis to prevent MTCT.
To build capacity in the area of PMTCT Guidelines for Health Care Workers (PMTCT Protocol) and its second edition (PMTCT Plus) were published and implemented. Training of healthcare workers in PMTCT Plus protocol has also been undertaken. Media campaigns to raise public awareness regarding HIV and the PMTCT Program were implemented. Several exercises have been implemented to strengthen the monitoring and evaluation system to ensure increased effectiveness, coordination and quality of PMTCT program.

Strengths and Opportunities
Guided by the National AIDS Program which is in the Ministry of Health, PMTCT services were implemented on an island wide basis throughout the public health sector. These services which have been decentralized through the Health Care Services with the presence of four regional coordinators multiply the effect and speed of implementation of certain activities. A multidisciplinary team approach to management was utilized in the execution of PMTCT services. Extremely committed staff dedicated to PMTCT services facilitated the delivery of quality provision services. Antiretroviral therapy was offered to clients at minimal or no costs and this facilitated access to these important medicines. 
There were several government initiated interventions that 

were opportunities that enhanced the effectiveness of the 
PMTCT program in Jamaica. For instance, the implementation 
of a Health and Family Life Education Program in government 
schools taught Sexuality Education and relevant life 
skills. This initiative was important in developing 
essential and preventive knowledge and skills to address 

STIs and HIV from a very young age and before infection. 
Another opportunity was the introduction of the PATH 
Program by the Ministry of Labor and Social Security. This 
program mandated its clients to frequent scheduled health 
care visits in order to receive social benefits. Another 

opportunity that favors the effectiveness of PMTCT was that 

the majority of persons sought medical attention and care 
in the public health setting. Again this provided an 
opportunity for users to have close contact with health 
care workers and receive medical care. Free health care for 
all children 0-18 years was another opportunity for making 
health care more accessible. Moreover, free registration of 
children improved follow-ups services.
Threats and Challenges to Country’s PMTCT Program:

Several issues were identified as threats to the PMTCT 

program. First, the prevalence of stigma and discrimination 
within the health sector and at the community level led to 
reluctance among HIV+ women disclosing their status at 
the point of delivery and limited the ability of health 
care workers to administer appropriate prophylaxis to 
prevent MTCT. Although some training has been done to 

address stigma and discrimination within the health sector, 

this area was still seen as weak and affected the quality 

of PMTCT services.
Cultural practices relating to early initiation of sexual 

intercourse, relationships between young girls and older 
men, beliefs about condoms and its low use, and 

perpetuation of HIV/AIDS myths were also seen as threats to 
the effective implementation of PMTCT services. 
Another major threat to the continuity and sustainability 

of the PMTCT program was the funding available to the 
National AIDS Program; to date, this financing has never 
been comprehensive and the threat of loss of some donor 
funding existed. 
It was also noted that as ARVs prolong life and enhance 

health and well being, this may indirectly result in 
decreased safer sex practices as people may interpret being 

undetectable or asymptomatic to being cured and no longer 

having HIV or AIDS. 
Other factors that hamper the effective implementation of 

PMTCT services include inadequate monitoring and evaluation 
of the PMTCT program including inconsistent use 
of standardized reporting form and lack of desegregation of 
data according to age group and sex and not collecting data 
for some international indicators. The absence of an online 
database accessible to all birthing units also contributed 

to weak monitoring, evaluation, and follow up services.  
Autonomy afforded by decentralization retard implementation 
of central policy decisions.
In Progress:
Multisectoral involvement in PMTCT was weak and needed 
strengthening. 

Similar to all other participating countries it was noted 

that there was an inadequate human resource in all 
categories of staff.

Loss to follow-up of mother-baby pairs (non-disclosure 

issues).
Inadequate prevention of unintended pregnancies in 

HIV-positive women 

Lessons Learned

1. Universal HIV counseling and testing of antenatal mothers is an essential component of a successful PMTCT program.  
2. Innovative ways of ensuring universal HIV counseling and testing must be found in resource limited settings, for example the use of mobile phlebotomy teams where there are no lab services.
3. Decentralization of PMTCT services and increased accessibility of care and treatment greatly increases adherence to care.
4. Centers that had dedicated and motivated staff had better client follow-up and outcomes.
5. Clients require continued support especially in adherence to selected infant feeding method.
6. Staff’s motivation, dedication and level of persuasion (“buy-in” of the program) are essential to the success of the program.

Cuba, Bahamas, Belize (in progress)

State of PMTCT of Participating Countries:

It was clear from the onset that all participating countries have a strong political commitment in the Prevention of HIV/AIDS from mother to child. 
While most of the PMTCT programs were initiated in the last five to seven years (with the exception of Cuba and the Bahamas), most countries of this region have built a basic infrastructure and developed human capitol to support the organization and delivery of these services at national, regional, and at local levels. For example just some few years ago in most of the participating countries there was neither technical capacity nor physical infrastructure to undertake diagnostic testing and counseling. There was no HIV diagnostic testing and HIV confirmatory tests, CD4 tests, PCR, and viral load testing. There was no antiretroviral therapy in these countries. Because of stigma and discrimination, just a few years ago before the initiation of these PMTCT services health care personnel even rejected the idea of participating in any service relating to HIV/AIDS.  Health authorities in most countries did not conceptualize nor prioritize HIV as a serious problem.  It is notable that such remarkable progress has been achieved in a short amount of time. It is now evident that all countries have made serious efforts for the implementation and expansion of PMTCT programs. Although most PMTCT programs were introduced with external funding from such entities as the Global Fund, World Bank, USAID, PEPFAR, and UNICEF on a pilot testing basis,  one major goal for all countries is the provision of universal access to quality PMTCT care and support services especially in the public sector and hard to reach rural areas. 
In most countries such as Honduras, Guatemala, Guyana Belize and Jamaica there is also a high level of interest for engaging the private sector in the delivery of PMTCT services or making referrals to the public sphere. This demonstrates a high commitment to making PMTCT services available to as many pregnant women in the countries. 
Successes in PMTCT in these countries cannot go unnoticed. The Bahamas has a proven record of effective prevention of mother-to-child transmission, Guyana and Cuba are producing their own antiretroviral therapy (ARVs), and making it fully accessible, Jamaica has undertaken a serious strategic planning exercise and has been utilizing it to guide their implementation of PMTCT, and Cuba has achieved reduction of prevalence due to high risk population screening and treatment. 

Moreover, prevention of congenital syphilis is already a part of the maternal health services for most countries (example, Guatemala). In some countries congenital syphilis has almost been eliminated in this population. 
Some countries like Honduras and Guatemala have undertaken a situation analysis of their PMTCT services to understand the gaps, weaknesses, strengths and challenges facing their programs and they are using these findings to guide their National Action Plan. This exercise helps them to improve their PMTCT program while defining the support from national and international agencies and NGOs. Others such as the Bahamas and Cuba are ready to undergo formal and summative evaluations to assess the impact of their PMTCT programs. 
Cuba and the Bahamas have implemented a strong PMTCT program and are considered by many to be models of success; they are in keen positions to share their best practices and engage in technical cooperation with other developing countries. 
Because of the tremendous result of the PMTCT program in a relative short time, the Bahamas National AIDS Program and PMTCT Program were identified as models of success, and were identified within the Caribbean HIV/AIDS Regional Training (CHART) Network as the Centre of Excellence for PMTCT. This means that the Bahamas can provide technical support for PMTCT including training of Health care providers and the development of PMTCT training curriculums, policies, procedures and protocols for countries in the region. Recognizing the advances of the Ministry of Health Bahamas in this area, a successful technical cooperation among countries (TCC) was developed between Belize and the Bahamas.  

All participating countries demonstrated positive experiences in the implementation of PMTCT and this facilitates the conditions for sharing of experiences, successful and not so successful ones and engaging in horizontal cooperation. 

Countries’ PMTCT Programs are at different levels of development 
The level of development of PMTCT services vary from country to country. While some countries initiated their programs in the late 80’s and early 90’s, most countries initiated their programs in the late 90’s and in the 2000s.  These earlier programs have a stronger human and physical infrastructure in place in the delivery of PMTCT (Bahamas and Cuba for example) while other countries are still developing different hard and soft capacities (Guatemala, Honduras, Belize, Jamaica and Guyana). Bahamas for instance takes on a holistic approach to PMTCT.  These services include general education on HIV/AIDS, highly active antiretroviral therapy (HARRT) treatment, prophylaxis and follow-up, adherence counseling, replacement nutrition for infants, STI prevention counseling, health promotion in relation to pregnancy, free condom distribution, partner notification, a strong recruitment and referral system, and physical and psycho-social support from government agencies. PLWHA are trained as peer counselors and DOT workers provide care and support to receptive clients.

Access to PMTCT services range from countries where there is a high level of access of PMTCT services (for example, Bahamas, Cuba) to countries with low access (for example, Guatemala, Guyana, and Honduras). There are also countries with high access of PMTCT in the public sector but have low linkages to the private sector and weak multisectoral involvement (for example Jamaica). In most countries central or important urban hospitals and health centers, where PMTCT services were usually initiated, had the most sophisticated and comprehensive services. These engaged in various levels of PMTCT core interventions including HIV testing and counseling (VCT), antiretroviral treatment and prophylaxis, safer delivery practices, education and support in infant-feeding practices for mothers who are HIV exposed and their infants, who are also HIV-exposed. In some countries, although mothers received adequate PMTCT services, their recently born children were not given adequate follow up (Belize, Guatemala, Honduras, Guyana). 
The PMTCT Plus package is a comprehensive model of care that offers treatment with anti-retroviral drugs to those in need, but also encompasses family planning and reproductive health services, nutritional support, counseling and supportive care, and treatment of other diseases such as syphilis, malaria and tuberculosis. In some countries (Bahamas, Cuba, Belize, Jamaica) a level of PMTCT + is being offered while in other such as Guatemala and Honduras this approach is gradually being introduced. While some countries have the capacity to offer milk replacement for the newly born child from six to eighteen months, others provide this service with some limitations (Guatemala, Honduras). 
All participating countries struggle with a severe shortage of medical and human services personnel capable of delivering PMTCT. In Guyana for example there are a limited number of trained clinicians in pediatric care and treatment. Most countries struggle with trained personnel to meet the needs relating to psychological, emotional, social, cultural, sexual, and religious/spiritual issues. The shortage of human resources presents a major challenge and development issue for all participating countries involved. These different levels of development issues and the ability to provide universal access to comprehensive care present opportunities for strengthening and further collaboration between countries.  
Decentralization of PMTCT and integration of PMTC to mother and child health services
Most participating countries began with a PMTCT pilot testing program in major hospitals and health clinics with the strongest infrastructure and human capacity. During these initial phases it was essential that PMTCT services were centralized to develop the necessary leadership, strategy, and build human capacity and physical infrastructures.  However, in a relative short amount of time most countries have decentralized PMTCT services in order to facilitate effective program implementation and increase universal access. In Jamaica for instance 330 out of 346 public health care facilities offer some level of PMTCT services and decentralization of the Health Care Services with the presence of four regional coordinators multiples the effect and speed of implementation of certain activities. In Guyana to date there are 98 sites in all 10 regions; 83% antenatal women are counseled and tested for HIV and 8 public hospitals have available rapid testing (80% of deliveries). In Honduras PMTCT were piloted in 15 health units in 3 municipalities in 2001; in 2006 program was implemented in 20 regions including 198 municipalities and 402 health units.    
Similarly most countries have moved to the integration of PMTCT programs to Maternal and Child health programs. In Guyana the program began with the National AIDS Program Secretariat (NAPS) in collaboration with Maternal and Child Health (MCH) but in 2003 the Ministry of Health embarked on a national expansion and the project was transferred to the MCH department. Jamaica’s PMTCT program is currently being integrated into the Ministry of Health’s Family Health Program. Belize is also moving towards the integration of PMTCT into MCH services and the Bahamas is following its steps to reach rural areas such as the family islands. 
Primary Care 

Although countries have developed and updated manuals and implemented training in PMTCT, there is still insufficient capacity building in this area. In order to be effective, capacity building must be a continuous process over a period of time. Trainings delivered on a one time basis are usually not effective as knowledge and skills must be constantly updated and reinforced. Several other challenges affect the effective implementation of quality provision of primary care. These include difficulty in recruiting pregnant women to antenatal care and PMTCT services, 
late diagnosis of pregnant mothers, lack of availability of diagnostic tests such as rapid testing and confirmatory tests, limitations to incorporate new diagnostic technologies, difficulty in testing male partners and other family members, delay in receiving HIV test results, and insufficient means to diagnose and provide postpartum care of mothers who are HIV-positive and follow-up services to her newly born children (undertaking viral load, CD4, PCR testing). These challenges place a heavy strain on the staff delivering PMTCT and reduce the effectiveness of PMTCT programs.  
Strengthening of Services 

Although serious efforts have been led by countries in the provision of pre and post VCT services, this area presents a major challenge. Counseling content, guidelines, and its delivery vary within and among countries. Capacity building in VCT to strengthen quality provision particularly in the area of testing and counseling during labor and delivery, motivating couples to access VCT, and dealing with partner disclosure in hostile environments is an urgent need for all countries. Most countries have weak psychosocial support interventions for HIV positive women and their family members. This problem is compounded with weak referral systems, weak or nonexistent provision of these services by the NGO community, and a high level of stigma and discrimination inside and outside the health care system. These areas are in dire need for strengthening. 
Education and promotion of Sexual and Reproductive Health

PMTCT interventions cannot stand alone. There is an urgent need for creating and strengthening linkages of PMTCT to other sexual health and reproductive health and HIV/STI prevention programs. Although some countries have begun to work in other areas of HIV/STI prevention, most countries have concentrated on developing and strengthening PMTCT services and are just beginning to explore ways of developing or connecting to other existing sexual and reproductive health and other HIV prevention services. For example, there is a dire need to strengthen primary prevention with vulnerable groups such as with men who have sex with men and the women who engage in sexual relations with them. Sex between men, a hidden phenomenon in the generally homophobic social environments found in this region, is a smaller but important factor, and unsafe sex between men is believed to account for about one tenth of reported HIV cases in the region (Caribbean Commission on Health and Development, 2005; Inciardi, Syvertsen, Surratt, 2005). It has been repeatedly documented that women often are being infected with HIV through this medium.
Community Participation 
The literature on HIV/AIDS is inundated with the importance of addressing the HIV/AIDS epidemic from many levels and with broad participation of stakeholders. This includes the active and meaningful participation from community members and from people living with HIV/AIDS.  PMTCT programs of participating countries are struggling with increasing community participation and involving persons with HIV/AIDS especially because they live in societies with widespread stigma and discrimination. It is difficult to recruit for instance PLWHA to become peer counselors or educators for the PMTCT programs as this would oblige them to be advocates and educators out in the open and this could put them in vulnerable positions for experiencing prejudice and discrimination from their family, neighbors, and community as a whole (as in the case of Belize, Guyana and Jamaica). 

Another weak area confronting countries include working in prevention with persons who are HIV Positive. “Positive prevention” entails preventing PLWHA from re-infection, from getting other STIs, and from transmitting the virus to others. Working with this group also entails psychosocial interventions to improve their coping skills and quality of life. 
Mobile Populations
Providing PMTCT services to mobile populations has been difficult for several countries such as Guatemala and Honduras. Besides dealing with rural to urban migration, Guatemala serves as a gateway for a lot of Central American immigrants who on their way to North America impregnate and infect local women with HIV. This problem is compounded with the tourist industry, an industry prevalent throughout the country. Although several projects have been implemented in the region to work with migrant populations, because of their movements, quality PMTCT and follow up services is a major challenge. 
Working with indigenous and culturally diverse populations 
Understanding and addressing psychological, social, cultural, economic, and religious/spiritual barriers to PMTCT and prenatal care is an important issue for countries with culturally diverse populations such as Belize, Guatemala and Honduras. These countries have limited technical capacity to work with culturally diverse groups especially with indigenous populations. 
Monitoring and Evaluation and conducting epidemiological surveillance
Conducting epidemiological surveillance and monitoring and evaluating PMTCT programs is perhaps the most unifying challenge all countries are facing. Insufficient epidemiological studies particularly relating to second generation studies (behavioral studies) are common among countries. There is a weak information and epidemiological system in most of the countries. Additionally, weak, inconsistent, or inadequate monitoring and evaluation is common among countries. Although some formative evaluations and situational analysis have been conducted (for example, Guatemala and Honduras), most countries need to strengthen this area especially in the development, collection and analysis of data with indicators measuring program impact.
Sustainability of PMTCT Programs

While most countries have advocated for the inclusion of PMTCT into MCH departments and some have even achieved incorporating it in National AIDS Programs and in the priorities of their Ministries of Health, for the most part PMTCT programs in majority of countries still highly depend on external funding from agencies such as the Global Fund, World Bank, USAID, PEPFAR, and UNICEF with a few exceptions (Cuba and Bahamas). Sustainability of PMTCT is an essential issue for the survival of this program and the continued reduction of HIV transmission from mother to child. There is a need to undertake different types of exercises such as cost benefit analysis to strengthen advocacy efforts for the ownership and sustainability of PMTCT programs. 
Areas of Interest for Further Collaboration between Countries

In view of the findings above, countries were identified for possible areas of cooperation and exchange. The table below displays possible technical areas of cooperation and interested countries.
	Areas of Technical cooperation
	Postpartum care of mother who is HIV-positive and follow-up services to her newly born child. 


	Recruitment of pregnant women to antenatal care and PMTCT services (including VCT).  


	Primary prevention with vulnerable groups. Increasing community participation, (involving PLWHA); positive prevention 
	Integration of PMTC to mother and child health services


	Epidemiological surveillance 


	Strengthening monitoring and evaluation of programs. Development, collection and analysis of data with indicators measuring impact/ program outcomes.
	Understanding and addressing psychological, social, cultural, economic, and religious/spiritual barriers to PMTCT and delivery in institutional settings

	Countries
	Guatemala with Bahamas and Cuba
	Guatemala with Bahamas (emphasis on labor and delivery)
	Guatemala, Honduras and Belize especially in the area of work with traditional midwives.
	
	Guatemala has experience in sentinel surveillance.
	All countries are interested in strengthening their programs in this area. 
	Guatemala with Honduras especially in engaging indigenous populations. 

	Countries
	Guyana with Cuba
	Guyana with Cuba and Bahamas
	Guyana and Cuba
	
	Guyana
	
	

	Countries
	Jamaica with the rest of countries
	
	Jamaica and Cuba
	
	Jamaica
	
	

	Countries
	
	
	Belize with Bahamas and Cuba 
	Belize with Bahamas
	Belize
	
	

	Countries
	
	
	Bahamas and Cuba
	
	
	
	

	Countries
	
	Honduras, Guatemala and Cuba (VCT)
	
	
	Honduras interest in second generation surveillance.
	
	

	Countries
	
	
	
	
	Cuba is interested in sentinel surveillance.
	
	


Technical cooperation to strengthen countries’ capacities in PMTCT could take the form of collective technical country cooperation (TCC), bilateral projects, cooperation by groups of countries, a Multicentric study of Cuba with interested countries, and knowledge transfer utilizing SharePoint technology.  

Next Steps

Much has been accomplished in PMTCT services in Cuba, Guyana, Belize, Bahamas, Jamaica, Honduras, and Guatemala. In a short span of time, these countries have been able to introduce and expand PMTCT services, develop and train a cadre of medical and human services personnel and develop the necessary physical infrastructure to provide PMTCT services. There is still much to accomplish. Through a horizontal cooperation strategy countries can continue sharing and learning new methods and techniques for dealing with difficult issues such as increasing the recruitment of pregnant mothers for antenatal care and PMTCT services, providing follow up services for mother and newly born child, dealing with partner disclosure, networking with other sexual and reproductive health and HIV prevention services, strengthening their linkages with the private sector, involving PLWHA in their peer counseling program, and moving from centralized to decentralized and integrated services. 

This project and its first meeting on experiences and lessons learned in the area of PMTCT in Cuba seek to build an alliance and strengthen inter country coordination between developing countries in order to reduce HIV children being born with HIV. A comprehensive PMTCT program can significantly reduce the number of infected children by providing treatment, care and support to women with HIV infection and their families.  The rapidly growing HIV/AIDS pandemic requires efforts to maximize resources and human capacity development. Working in partnerships and strengthening alliances can help develop capacities in an effective manner. 

This strengthening of alliances is usually referred to in the literature as coalition building. Coalition is defined by Yarn (1999) as an alliance formed between groups on a temporary basis to engage in a particular activity or to achieve a specific objective. Yarn adds that the purpose of coalitions is for groups to combine the resources and multiply their power. 

This first meeting aimed to do just that; combine the countries’ knowledge and use this as a resource to learn about what is happening in the region and what needs to be strengthened. Countries had an opportunity to showcase their successes, hard work and discuss areas for improvement.  At the same time this meeting launches a series of possible exchanges and TCC projects between countries to improve quality provision of PMTCT services.
A project proposal for a collective TCC is being drafted and will be sent to participating countries for revision and approval by August 15, 2007 in order to expedite the execution of activities before December 2007. This TCC project would include the elaboration of baseline impact indicators for PMTCT interventions, capacity building in primary prevention utilizing Cuba’s expertise in primary prevention in the context of PMTCT, and an exchange of study tours based on interest expressed by countries to generate projects for 2008 and 2009 (as shown on table). 

Cuba remained committed to generating a project proposal and multi-country research protocol related to PCR using filter paper. All countries expressed strong interest in participating. 
Bibliography

Adekoya, N., & James, A.B.  (2002). Capacity building in 

public health. Texas Journal of Rural Health, 20(3), 26-30. 


Caribbean Commission on Health and Development (2005). 
Report of the Caribbean Commission on Health and

Development for the 26th Meeting of the CARICOM Heads of Government: overview. July 3–6. Saint Lucia. Available: at http://www.cpc-paho.org/publications/publication.aspx?id=59
Centers for Disease Control and Prevention (CDC). 

(December, 2003). Capacity building assistance to improve delivery and effectiveness of human immunodeficiency virus (HIV) prevention services for racial and ethnic minority populations. Supplemental Information Document (SID) for Program Announcement 04019. Atlanta, Georgia: CDC.
Cottrell, L. (1977). The competent community. In R. Warren 

Ed.), New Perspectives on the American community (pp. 535-545). Chicago: Rand McNally.

ECDPM. (1998). Approaches and methods for national capacity 


building. Maastricht: ECDPM.

Fawcett, S. B., Paine-Andrews, A., Francisco, V.T., 

Schultz, J.A., Richter, K.P., Lewis, 

R.K., Harris, K.J., Williams, E.L., Berkley, J.Y., Lopez, C.M., & Fisher, J.L. (1996). Empowering community health initiatives through evaluation. In D.M. Fetterman, S.J. Kaftarian, & A. Wandersman (Eds.), Empowerment evaluation: Knowledge and tools for self-assessment and accountability (pp.161-187). Thousand Oaks, CA: Sage Publications.

Inciardi JA, Syvertsen JL, Surratt HL (2005). HIV/AIDS in 

the Caribbean Basin. AIDS Care, 17(Suppl. 


1):S9–S25.

Poole, D.L. (1997). Building community capacity to promote 


social and public health: Challenges for universities. Health & Social Work, 22(3), 163-170.  

Reddy, P., Taylor, S.E., & Sifunda, S. (2002). Research 

capacity building and collaboration between South African and American partners: The adaptation of an intervention model for HIV/AIDS Prevention in corrections research. AIDS Education and Prevention, 14(B), 92-102.


Taveras, S. and Duncan, T. (2003) Capacity Building for HIV 

Prevention at Organizational and Community levels. CDC Presentation. Atlanta, Georgia: CDC.
Yarn, D.H. (1991).  The dictionary of conflict resolutions.                                                                              San Francisco: Jossey-Bass.
WHO (2004). Prevention of mother-to-child transmission of 

HIV generic training package: pocket guide. Geneva, Switzerland. 

PAGE  
5

