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2  Who We Are  

to our journAlist colleAgues, 

After thirty years and thirty million deaths from HIV, the world is now at a turning point in the epidemic. Recent scientific 

and programmatic progress has led to realistic talk about the beginning of the end of AIDS. 

We believe that a critical first step toward achieving this goal begins with the end of pediatric AIDS. 

Children have often been overlooked in the history of HIV, but the response to pediatric AIDS has also taught us a great 

deal about how to fight the overall epidemic.

Preventing mother-to-child transmission (PMTCT), also known as vertical transmission, has been one of the great but little 

known HIV prevention success stories. Even current research breakthroughs for adults – like treatment as prevention and 

pre-exposure prophylaxis (PrEP) – have their roots in techniques first applied to PMTCT. 

Implementing early PMTCT programs in resource-poor countries taught us how to build a global AIDS response that 

has saved millions of lives. It created the platform for today’s successful prevention and treatment initiatives, which have 

reached a scale almost unimaginable a decade ago. 

Because of this work, more than half of HIV-positive mothers now have access to PMTCT for their own health and to 

protect their babies from HIV. Last year, an aggressive global plan was launched at the United Nations to reach the other 

half of these mothers and to end new infections in children by 2015. 

Still, the dramatic progress toward eliminating pediatric AIDS does not receive the attention it deserves, and we stand at a 

tipping point in regard to the funding and prioritization needed to finish the job.

This toolkit is intended to provide the information and resources to report on this important, ongoing story. It collects the 

experiences of the Elizabeth Glaser Pediatric AIDS Foundation (EGPAF), one of the leading global implementers of HIV 

prevention and treatment programs. While some of the issues are unique to HIV in children, history has shown that there 

are greater lessons to be applied to creating an AIDS-free generation. In addition, there are lessons for fighting HIV-

related diseases, improving maternal and child health, and strengthening health systems.

We encourage you to highlight pediatric AIDS in your reporting, and draw attention to this cause at the community, 

national, and global level.  

We hope you’ll come to the same conclusion that we have: By ending HIV in children, we believe we can also turn the tide 

against the broader AIDS epidemic.

Sincerely,

 

 
Chip Lyons 
President & CEO 
Elizabeth Glaser Pediatric AIDS Foundation (EGPAF)ncerely,
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What is HIV? 

The human immunodeficiency virus (HIV) is the agent that causes acquired immunodeficiency syndrome (AIDS). The 
virus can be transmitted during sexual intercourse, pregnancy (i.e., from mother to fetus), childbirth, breastfeeding, or 
exposure to blood containing the virus, such as through use of contaminated needles or blood products. In the body, 
the virus enters vital immune cells called CD4 cells. CD4 cells coordinate the immune system’s fight against infections. 
HIV causes impaired function and destruction of the body’s CD4 cells—and in the absence of treatment, HIV continues to 
replicate itself within the body, eventually leading to severe immunodeficiency, chronic illness, and death.

What is AIDS?

AIDS develops after prolonged damage to the immune system caused by HIV and represents an advanced stage of HIV 
infection. In most cases, a person living with HIV eventually develops AIDS, often after being infected for many years. 
AIDS is characterized by severely diminished immune system function, where the body is highly vulnerable to infections 
and cancers that are typically fought off by a healthy immune system. As defined by the United States Centers for 
Disease Control and Prevention, a person has AIDS when HIV has drastically reduced his or her CD4 cell count, or when 
a person living with HIV is diagnosed with at least one opportunistic infection (i.e., an infection that does not normally 
occur in someone with a healthy immune system) or other AIDS-defining condition. 

What are the challenges to developing a pediatric vaccine?

Despite the potential benefits, children have been largely excluded from HIV vaccine research. Of the more than 190 
HIV vaccine trials that have been completed to date, less than 2 percent have included children. This sobering statistic 
reflects a reluctance to test vaccine candidates in infants and young children without first demonstrating the vaccine’s 
potential efficacy in adults. Continuing to test vaccine candidates in adults alone will make it impossible to establish their 
potential efficacy in infants and children, a population that deserves to benefit from a successful vaccine. 

How many children are living with HIV?

Of the 34.2 million people globally living with HIV in 2011, 3.4 million were children. In 2011 alone, 330,000 children 
were newly infected with HIV. In fact, 900 children become infected with HIV every day, representing 13% of new 
infections globally (UNAIDS 2012). 

How do children become infected with HIV?

More than 90 percent of HIV infections in children result from mother-to-child-transmission, where the virus is passed 
from a mother living with HIV to her baby during pregnancy, childbirth, or breastfeeding. While the precise mechanisms 
for viral transmission during pregnancy are not fully understood, the risk of this form of transmission increases in direct 
relation to the severity of the mother’s HIV infection.

pediAtric HiV And Aids
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How does HIV affect children?

Because children’s immune systems are not fully developed, they are particularly vulnerable to HIV infection. Children 
living with HIV get sick more rapidly than adults. They may experience the same common pediatric infections as HIV-
negative children, but children living with HIV cannot fight these infections as effectively. Serious illness in HIV-positive 
children tends to be frequent and can be difficult to treat. Common infections in HIV-positive children include ear and 
sinus infections, sepsis, pneumonia, urinary tract infections, intestinal illness, skin disease, and meningitis. In developing 
countries in particular, tuberculosis, diarrhea, and respiratory illnesses are common in HIV-positive children.

How can HIV infection in children be prevented?

Currently available approaches to preventing HIV infections in infants can reduce the risk of mother-to-child virus 
transmission to less than 2 percent. The most effective method for preventing mother-to-child HIV transmission is by 
initiating lifelong antiretroviral therapy (ART) as early as possible in treatment-eligible HIV-positive pregnant women. In 
cases where a woman is not eligible for ART or ART is not available, a shorter, simplified course of antiretroviral (ARV) 
drugs can be given to the mother starting early in pregnancy, and to her infant immediately following delivery. Extending 
the course of ARVs through the breastfeeding period in locations where breastfeeding is important to the survival of 
the infant also decreases the likelihood of HIV transmission via breast milk. Proven highly effective at preventing HIV 
transmission from mother to child, ARVs decrease the amount of virus in the mother’s bloodstream (i.e., viral load), thus 
reducing the risk that she will transmit the infection to her infant. These drugs also have a protective effect on the child 
before and after birth, helping the child to resist HIV infection. According to UNAIDS, the use of ARV drugs has averted 
an estimated 650,000 new HIV infections in children since 1995, and the vast majority since 2005. Yet, only 57 percent of 
HIV-positive pregnant women worldwide are receiving this critical intervention (UNAIDS, 2012).

How is HIV infection in children treated?

There is no cure for HIV infection. However, early infant diagnosis is critical since ART, when administered as early as 
possible in the course of infection, can help HIV-positive children lead longer, healthier lives. Taken every day, these 
medicines can drastically reduce the concentration of HIV in the bloodstream and improve the ability to fight off other 
infections, thereby dramatically slowing the progression of the disease. Sadly, most children still do not have access to 
these lifesaving medications. It is estimated that almost half of HIV-positive children will die before their second birthdays 
in the absence of treatment (UNAIDS, 2012). 
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Of the 34.2 million people globally living with HIV in 2011, 3.4 
million were children. In 2011 alone, 330,000 children were 
newly infected with HIV. In fact, 900 children become infected 
with HIV every day, representing one in seven new infections 
globally (UNAIDS, 2012). Yet despite these alarming statistics, 
the majority of pediatric infections are preventable. 

How do children become infected with HIV?
More than 90 percent of HIV infections in children result from mother-to-child transmission, in which the virus is passed 
from a mother living with HIV to her baby during pregnancy, childbirth, or breastfeeding. While the precise mechanisms 
for viral transmission during pregnancy are not fully understood, the risk of this form of transmission increases in direct 
relation to the severity of the mother’s HIV infection.

How can HIV infection in children be prevented? 
Currently available approaches to preventing HIV infections in infants can reduce the risk of mother-to-child virus 
transmission to less than 2 percent. The most effective method for preventing mother-to-child HIV transmission is by 
initiating lifelong antiretroviral therapy (ART) as early as possible in treatment-eligible HIV-positive pregnant women. If a 
woman is not eligible for ART or if ART is not available, a shorter, simplified course of antiretroviral drugs (ARVs) can be 
given to the mother, starting early in pregnancy, and to her infant immediately following delivery. Extending the course 
of ARVs through the breastfeeding period, in locations where breastfeeding is important to the survival of the infant, also 
decreases the likelihood of HIV transmission via breast milk. Proven highly effective at preventing HIV transmission from 
mother to child, ARVs decrease the amount of virus in the mother’s bloodstream (i.e., viral load), thus reducing the risk 
that she will transmit the infection to her infant. These drugs also have a protective effect on the child before and after 
birth, helping to resist HIV infection. 

According to UNAIDS, the use of ARVs has averted an estimated 600,000 new HIV infections in children since 1995, 
the vast majority since 2005. Yet only 57 percent of HIV-positive pregnant women worldwide are receiving this critical 
intervention. This results in hundreds of thousands of new infections in children every year—infections that could easily 
be prevented with access to the appropriate drugs (UNAIDS, 2012). 

preVention of MotHer-
to-cHild trAnsMission
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What services to prevent mother-to-child HIV transmission are provided through 
Foundation-supported programs?
The Foundation is committed to delivering a comprehensive set of interventions to prevent mother-to-child transmission 
in the countries where we work. Specific interventions implemented by Foundation-supported programs include:

•	 HIV testing and health assessment for pregnant women: We ensure that more pregnant women promptly receive 
the treatments they need by improving the availability of HIV testing and counseling in pregnancy, as well as CD4 
testing to determine their treatment eligibility and to assess their overall health status. 

•	 Family planning services for all women: Through counseling programs and condom distribution, we work to 
prevent new HIV infections in HIV-negative women, so that if they become pregnant, their babies will be born free 
of HIV. The Foundation also provides these family planning services to HIV-positive women, helping them to avoid 
unintended pregnancies.

•	 High-quality treatment and prevention regimens for pregnant women living with HIV: In accordance with the World 
Health Organization’s 2009 recommendations for ART for HIV-positive individuals, the Foundation supports: 

•	 treating HIV-positive pregnant women earlier in the course of infection to reduce the risk of maternal death 
and disease and of mother-to-child transmission;

•	enhancing services for HIV-positive pregnant women not receiving ART to help prevent the transmission of 
HIV to their infants; and 

•	administering ARVs to HIV-exposed infants following delivery to offer them greater protection against HIV 
infection, particularly during the breastfeeding period.

•	 Infant feeding support for HIV-positive mothers. In resource-limited settings, an infant who is fed with formula or 
with breast milk substitutes often faces greater health risks than an infant who is exclusively breastfed by an HIV-
positive mother. By providing counseling and support on infant and young child feeding to mothers with HIV, the 
Foundation aims to prevent mother-to-child transmission caused by breastfeeding and to promote the healthy, 
HIV-free survival of all children born to HIV-positive mothers.
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WHy do We need A 
pediAtric HiV VAccine?

Why a vaccine?
The optimal way to halt the spread of HIV is through development of a vaccine that will protect all individuals from 
infection, including infants and children. Vaccines have reduced many common childhood infections by up to 99 percent 
in high-income countries and are one of the most effective public health interventions currently available. A vaccine that 
could be given to infants would protect those born to HIV-positive mothers against HIV infection during breastfeeding as 
well as set the stage for lifetime immunity for all infants, creating the first generation protected from and free of HIV.

Why a pediatric vaccine?
Once a vaccine candidate is identified and its safety in adults is established, it is critical that it be evaluated for use 
in infants and children. HIV-exposed breastfeeding infants are a highly vulnerable population that could immediately 
benefit from the immunity that an effective vaccine would confer. For this reason, it is particularly important that 
pediatric vaccine trials be conducted in settings with high rates of mother-to-child HIV transmission so that children in 
these settings can be among the first to benefit and so the vaccine’s efficacy can be quickly established. These benefits 
make investments in HIV vaccine research and trials geared toward infants and children in high-HIV-prevalence settings 
essential.  

Efforts to prevent mother-to-child transmission have 
dramatically reduced new cases of HIV infection in children 
in high-income countries. However, only 57 percent of HIV-
positive pregnant women in low- and middle-income countries 
receive the medicines they need to prevent transmission 
of HIV to their infants. In 2011, approximately 330,000 
children contracted HIV—most as a result of mother-to-child 
transmission during pregnancy, childbirth, or breastfeeding 
(UNAIDS 2012).While working to reach more women with 
interventions like antiretroviral medicines, which can prevent 
mother-to-child HIV transmission, we must continue to 
investigate novel strategies to protect infants and children 
from HIV infection, including through the development of a 
preventive vaccine.
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What are the challenges to developing a pediatric vaccine?
Despite the potential benefits, children have been largely excluded from HIV vaccine research. Of the more than 190 
HIV vaccine trials that have been completed to date, less than 2 percent have included children. This sobering statistic 
reflects a reluctance to test vaccine candidates in infants and young children without first demonstrating the vaccine’s 
potential efficacy in adults. Continuing to test vaccine candidates in adults alone will make it impossible to establish their 
potential efficacy in infants and children, a population that deserves to benefit from a successful vaccine.  

What is the Foundation doing to further pediatric vaccine research?
HIV and AIDS research has been a key priority for the Foundation since its inception more than 20 years ago. To date, 
the Foundation has provided $12.5 million to support 52 separate studies related to pediatric vaccine research. In May 
2007, the Foundation received a $10 million award from the Bill & Melinda Gates Foundation to support a new Pediatric 
HIV Vaccine Program, among the first of its kind to support basic research and clinical trials specific to breastfeeding 
infants. 

The Foundation is also working to educate the U.S. Congress and the Obama administration about the importance of 
HIV vaccine research as a critical preventive strategy in the global HIV and AIDS response, and the need to ensure that 
the special needs of children are not overlooked in the quest for an effective HIV vaccine. The Foundation continues to 
support Elizabeth Glaser’s mission of advocacy on behalf of children living with HIV in the United States and around the 
world by urging significant investments in HIV and AIDS research, including the development of a pediatric HIV vaccine. 
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1) Without access to treatment or antiretroviral medicines, do all mothers with HIV pass the 
virus on to their babies? 
No. People often assume that, in the absence of medical interventions to prevent mother-to-child transmission of HIV 
(PMTCT), a woman with HIV will always pass on the virus to her infant. In fact, if an HIV-positive woman does not take 
any antiretroviral drugs (ARVs) during pregnancy, labor, or the breastfeeding period, she has about a 30 - 40% chance of 
transmitting the virus. 

It is still not well understood why up to 60% of infants will not be infected in the absence of any intervention. Continued 
research to investigate the reasons why could contribute to the development of an HIV vaccine, which could provide 
lifetime immunity to the virus in both children and adults.

In high-income countries like the U.S., provision of PMTCT services has reduced the rate of mother-to-child HIV 
transmission to as little as 1-2%. 

In low- and middle-income countries, one of the first interventions used was a single dose of the drug nevirapine (sdNVP) 
for mother and baby around the time of labor and delivery, which reduced the risk of HIV transmission to babies by 
approximately half. This simple yet effective PMTCT method was introduced in resource-poor countries about a decade 
ago, and has since been widely scaled up in the countries hardest hit by the pandemic, particularly in sub-Saharan Africa.

More effective combination ARV regimens have since been introduced, reducing the risk of transmission in resource-
poor countries even further, to about 5% or less in breastfeeding populations. This is the intervention that is increasingly 
being offered as part of PMTCT services throughout the developing world, and is recommended by the World Health 
Organization and most national guidelines.

Currently, slightly more than half of pregnant, HIV-positive women worldwide have access to PMTCT services. There are 
900 children infected with HIV every day, the vast majority through mother-to-child transmission (MTCT). The ultimate 
goal is universal coverage of PMTCT to virtually eliminate new cases of pediatric HIV and AIDS throughout the world.

2) What period is most risky for mother-to-child HIV transmission – pregnancy, labor, or 
breastfeeding?
Without medical interventions, HIV can be transmitted from mother to child during pregnancy, during labor, and during 
the breastfeeding period. 

About 20% of pediatric HIV infections result from transmission in utero, mostly near the end of the pregnancy period. 
Approximately 40% of infections occur during labor and delivery, and the remaining 40% of infections are acquired 
during breastfeeding. 

In high-income countries where safe water is available, HIV-positive mothers are advised to use formula feeding, thus 

top ten Questions 
WHen reporting on 
pediAtric HiV And Aids
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eliminating the risk of transmission through breastfeeding. In resource-limited settings where replacement feeding is 
often not a viable option, the World Health Organization (WHO) recommends exclusive breastfeeding for HIV-positive 
mothers for the first six months of life as the most effective way to achieve HIV-free survival of their infants.

3) Is it safe for mothers with HIV in low- and middle-income countries to breastfeed? 
Evidence shows that breastfeeding – when practiced safely and properly – is the best method to promote HIV-free 
infant survival in resource-limited settings. While there is a significant risk of passing HIV from mother to child through 
breastfeeding, the risk can be dramatically reduced through the use of ARVs given to both mother and infant.

Replacement or formula feeding is often not a viable option for many HIV-positive mothers in low- and middle-income 
countries, for reasons such as cost of formula and unsafe drinking water. Breast milk is the best food for infants, 
particularly in these settings. It supplies all the nutrients and water a baby needs for the first six months of life, as well as 
special vitamins and antibodies that help make a baby stronger and able to fight infections.

Without breast milk, children often run the risk of illness or death resulting from malnutrition and/or intake of 
contaminated foods or water, as well as the inability to resist infections since they lack protective antibodies from their 
mothers’ milk. 

The WHO’s 2010 infant and young child feeding guidelines advise that national health authorities in each country 
determine which of the two options – breastfeeding (plus ARVs, where available) or replacement feeding – will give HIV-
exposed infants the best chance of HIV-free survival based on the country’s specific resources and challenges.

The WHO guidelines also call for the use of ARVs for mothers and infants in the post-partum period to further 
protect against HIV transmission, the extent of which depends on the chosen ARV regimen and infant feeding option 
(breastfeeding or replacement formula feeding). 

Where replacement feeding is not a viable option for infants born to HIV-infected women, the WHO recommends 
exclusive breastfeeding for the first six months of life. This means giving the infant breast milk only, and no other foods or 
liquids, not even water. The only exception to this rule is medicine, such as ARVs, prescribed by a health care provider. 

Mixed feeding – combining breast milk with other foods or liquids – during the first six months of life is not 
recommended, because it may actually increase the risk of HIV transmission over exclusive breastfeeding. While mixed 
feeding during this period is often the norm in resource-poor settings, it is unnecessary for nutritional purposes, and is 
dangerous to infants for a variety of reasons. These include the risk of contamination through unsafe water and foods, 
and damage to the infant’s digestive tract, which increases the risk of bacteria and HIV entering the body. 

After the first six months of exclusive breastfeeding, the WHO guidelines recommend that safe, complementary foods 
and water be introduced with continued breastfeeding from six to twelve months. After twelve months, breastfeeding 
with complementary feeding is recommended only until a safe and nutritionally complete diet can be provided without 
breast milk.

Because of the increased risks of HIV transmission and malnutrition associated with stopping breastfeeding abruptly 
or rapidly, the WHO recommends that weaning from breast feeding should be done gradually over a period of about 
one month.

These recommendations are intended to both reduce the risk of HIV transmission and improve the infant’s chance  
of survival. 
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4) What is the World Health Organization’s 4-Component Strategy to prevent mother-to-
child transmission of HIV?
The WHO has a comprehensive, four-prong strategy to prevent new HIV infections in infants and young children, and to 
protect the health of their HIV-positive mothers. It includes:

•	 Primary prevention of HIV infection in women, especially young women

•	 Prevention of unintended pregnancies in HIV-infected women

•	 Prevention of transmission from an HIV-infected woman to her infant

•	 Care and support for HIV-infected women, their infants, and families 

5) What are the latest World Health Organization guidelines on PMTCT, pediatric HIV 
treatment, and infant feeding in the context of HIV, and how will they help with the 
elimination of pediatric HIV and AIDS?
In November 2009, the WHO revised its global recommendations on HIV prevention, care and treatment, and infant 
feeding in the context of HIV, launching fully revised guidelines in July 2010. These guidelines are based on the latest 
science and lessons learned from the past decade of HIV program implementation in resource-poor settings. If fully 
implemented, the guidelines have the potential to keep HIV-positive mothers healthy, eliminate most new HIV infections 
in children, and keep HIV-positive children alive and healthy. The guidelines on prevention and treatment include:

•	 Starting lifelong antiretroviral treatment (ART) earlier in HIV-infection, particularly for pregnant women: The 
guidelines are to start lifelong ART when a patient’s CD4 count falls to 350 cells/mm3, regardless of symptoms. This 
will lead to treatment at an earlier stage of disease than the previous guidelines, which recommended treatment at a 
CD4 count of 200 or below (a lower CD4 count indicates a weaker immune system). An earlier start to ART reduces 
the risks of HIV-related death and disease, and significantly reduces the risk of HIV transmission from mother to child. 
Lifelong ART for eligible, HIV-positive pregnant women should begin regardless of the stage of their pregnancy, and 
should continue throughout pregnancy, delivery, breastfeeding, and thereafter. 

•	 ARVs for PMTCT given to pregnant women earlier, and ARVs for PMTCT extended in post-partum period for 
both mothers and infants: To prevent mother-to-child HIV transmission, the WHO recommends that HIV-positive, 
pregnant women who are not yet eligible for treatment be given ARVs for PMTCT – known as prophylaxis – no later 
than 14 weeks into pregnancy, rather than 28 weeks as previously recommended, and continued through one week 
after the end of the breastfeeding period, or through four to six weeks after birth.  
 
The guidelines include two options of antiretroviral regimens for mothers and infants – Option A and Option 
B – both of which have been shown to be equally effective in reducing MTCT in women who are not eligible for 
antiretroviral treatment. These options introduce extended infant and maternal ARVs in the post-partum period, 
the extent of which depends on the selected ARV option and infant feeding option (breastfeeding or replacement 
formula feeding), determined by national health authorities country by country.   
 
In Option A, mothers not eligible for treatment start one ARV as early as 14 weeks, and through seven days after 
birth. In Option B, mothers not eligible for treatment start triple ARVs as early as 14 weeks, and through childbirth if 
not breastfeeding, or until one week after the breastfeeding period ends. 
 
In April 2012, the WHO released a programmatic update introducing Option B+, which uses triple ARVs for mothers 
regardless of treatment eligibility, serving as both treatment and prophylaxis, and continuing for life. 

•	 HIV-exposed infants on ARVs: In Option A, the WHO recommends providing a daily ARV to all infants born to HIV-
positive mothers through one week beyond the ending of the breastfeeding period – or if not breastfeeding, or if the 
mother is on treatment, for four to six weeks after birth. In Option B and Option B+, the WHO recommends a daily 
ARV from birth through four to six weeks regardless of the infant feeding method.
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•	 Breastfeeding as best option for HIV-free survival of infants: Evidence shows that breastfeeding – when 
practiced safely and properly – is less risky to HIV-exposed infants than replacement feeding or mixed feeding in 
resource-limited settings. For breastfeeding mothers receiving ARVs for PMTCT, the WHO recommends exclusive 
breastfeeding from birth until six months. From six to 12 months, breastfeeding with complementary foods is 
recommended. After 12 months, breastfeeding with complementary foods should be continued until a safe and 
nutritionally adequate diet is available. Children should be weaned from breast milk slowly, over the period of one 
month. This will reduce the risk of HIV transmission and improve the infant’s chances of survival. 

•	 Country-specific feeding recommendations: National health authorities, such as Ministries of Health, are 
encouraged by the WHO to identify the most appropriate infant feeding practice (breastfeeding plus ARVs where 
available, or replacement feeding) based on the country’s specific resources and challenges. The selected practice 
should then be promoted as the single standard of care. 

•	 ART for all children under two years of age: Because of the rapid disease progression of HIV in children under two 
years of age, the revised WHO guidelines recommend initiating ART for all children and infants under the age of two 
diagnosed with HIV infection, regardless of their CD4 count and clinical disease stage. 

•	 Expanded role for laboratory monitoring to improve the quality of HIV treatment and care: Guidelines include 
greater access to CD4 testing and the use of viral load monitoring when necessary, so that all pregnant women living 
with HIV can be screened for ART eligibility. Where a CD4 count is not available, treatment eligibility can be assessed 
based on clinical evaluation for signs and symptoms of advanced HIV disease.

Links to WHO 2010 Guidelines and 2012 Programmatic Update:

Antiretroviral drugs for treating pregnant women and preventing HIV infection in infants: 
http://www.who.int/hiv/pub/mtct/PMTCTfactsheet/en/#

HIV and Infant Feeding: http://www.who.int/child_adolescent_health/documents/9789241599535/en/

Antiretroviral therapy for HIV infection in infants and children: Towards universal access: 
http://www.who.int/hiv/pub/paediatric/infants2010/en/index.html

Programmatic Update – Use of Antiretroviral Drugs for Treating Pregnant Women and Preventing HIV Infection in Infants: 
http://www.who.int/hiv/PMTCT_update.pdf

6) Why is it difficult to properly identify and diagnose infants who are infected with HIV, and 
why is it so important to begin treatment immediately after diagnosis?
In the past, it has been difficult to quickly and accurately diagnose HIV infections in infants living in low- and middle-
income countries. A standard HIV test (such as a rapid test), which detects the presence of antibodies to the virus, does 
not always reveal an infant’s true HIV status. That’s because infants who have been exposed to HIV from their mothers will 
often have maternal antibodies to the virus present in their blood, even if transmission of the virus has not occurred. This 
can lead to false-positive HIV antibody test results until the maternal antibodies gradually disappear, usually up to 15-18 
months. If the child is not infected with HIV, antibody tests taken after 15-18 months of age will come back as negative. 

This phenomenon has led to inaccurate reporting in the past about infants being “cured” of HIV, referring to those who 
first tested positive, and then later tested negative. In fact, these infants were never infected with HIV in the first place, 
and the tests were only detecting the presence of maternal antibodies to HIV.

Unfortunately, it is not feasible to wait 15-18 months for the antibodies to disappear to test infants. The WHO 
recommends that all infants infected with HIV under two years of age begin treatment immediately to improve their 
chances of survival. Without treatment, half of all these children will die by their second birthdays. And if HIV-exposed 
infants are not tested immediately, most are lost to follow-up if mothers do not return to the clinic for future testing.

Because of these challenges, the preferred method for early infant diagnosis (EID) is a polymerase chain reaction (PCR) 
test, which directly measures the presence of the virus itself in the infant’s blood cells, as opposed to antibodies to the 
virus. PCR tests can be done on whole blood samples or using dried blood spot (DBS) samples. The DBS method is a 
relatively simple and inexpensive way to obtain, store, and transport HIV test samples. 
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Only a small amount of blood is needed for a DBS sample, and is taken by pricking a child’s foot and dripping the 
blood spots onto filter paper. The DBS paper samples can be transported easily from remote locations, usually without 
refrigeration, to a central laboratory that can perform PCR testing. Innovative methods – such as the use of SMS 
technology – can quickly and efficiently send test results back to communities, so that children who are identified as HIV-
positive can start treatment immediately. This addresses the ongoing challenge of transporting specimens to distant labs, 
and the urgent need to get test results back in a timely manner.

7) Is single-dose nevirapine (sdNVP) still used for PMTCT in low-income countries, and does 
it lead to drug resistance in children and mothers? 
The use of a single dose of the antiretroviral drug nevirapine (sdNVP) – administered to the mother at the onset of labor 
and to the infant shortly after birth – was one of the first PMTCT methods to be rapidly implemented and scaled up 
in resource-poor settings. The landmark HIVNET 012 study, published in 1999 in The Lancet, found that sdNVP could 
reduce HIV transmission from mothers to their infants by almost 50 percent. This approach has prevented thousands 
of infections in infants, and led to global confidence in the feasibility of implementing PMTCT programs in developing 
countries.

While sdNVP provides an effective prevention method that can be rapidly scaled up, it is not an ideal regimen. Several 
clinical studies showed that it can lead to the emergence of drug-resistant virus in mothers and children who received 
sdNVP for PMTCT. Women who received sdNVP were significantly less likely to respond to subsequent treatment with 
the standard first-line antiretroviral treatment in Africa, which also contains nevirapine. While studies have also found 
that drug resistance diminishes over time, in the short term it leads to reduced treatment options, which could lead to a 
higher risk of disease progression and death.

While sdNVP was the most prevalent PMTCT regimen in resource-poor settings during the past decade, many countries 
have now transitioned to a combination regimen of antiretroviral drugs. These regimens have been shown to be more 
effective for PMTCT and present less likelihood of drug resistance. The 2010 WHO revised guidelines for PMTCT call for 
a transition to combination regimens to occur as quickly as possible.

Some countries continue to use sdNVP as a minimum regimen for PMTCT when there are no other alternatives, including 
situations where sites do not have access to other drugs, there are stock-outs of other drugs, or women arrive to a clinic 
in advanced labor and sdNVP is the only drug available.

8) Why is it important to prioritize children for HIV drug and vaccine research and 
development?
Since the early days of the AIDS epidemic, children have often been overlooked when it comes to HIV drug 
development. Children are not just small adults – their bodies often react differently to medicines, and thus doses and 
formulations of HIV drugs have to be modified for use in children.

Despite this need, fewer antiretroviral drug options exist for HIV and AIDS treatment in children than adults. For 
example, of the 22 ARVs currently approved by the U.S. Food and Drug Administration (FDA), five are not approved for 
use in children, and an additional six are not available in pediatric formulations.

There are few incentives for the pharmaceutical industry to develop and produce pediatric ARVs. Pediatric ARV markets 
are always smaller and less lucrative, and there is less demand for them in the developed world, where new pediatric HIV 
cases are rare. However, a combination of lobbying and industry incentives has been successful in spurring development 
and production of pediatric ARV formulations that have been quality-certified by the WHO Prequalification Program and 
the U.S. FDA.

It is also important that children be prioritized for HIV vaccine research. A successful HIV vaccine that is safe for use in 
children could provide protection for infants against HIV infection during breastfeeding, as well as potentially set the 
stage for lifetime immunity to the virus.

Despite the potential benefits, children have largely been excluded from HIV vaccine research. Of the more than 190 HIV 
vaccine trials that have been completed, less than two percent have included children. 
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There is a reluctance to test vaccine candidates in infants and young children without first demonstrating the vaccine’s 
efficacy in adults. But a vaccine that is not effective in preventing adult infection could potentially be successful in 
decreasing infection in infants.

Once vaccine safety has been established in adults, it is critical that pediatric trials be conducted in parallel with adult 
efficacy trials, so that infants and children can benefit from a successful HIV vaccine.

9) What is the “Global Plan towards the Elimination of New HIV Infections among Children 
by 2015 and Keeping Their Mothers Alive?” 
The Global Plan is dedicated to ending new pediatric HIV infections worldwide by 2015 and keeping mothers alive and 
healthy, with a focus on 22 countries with the highest number of pregnant women living with HIV. It was launched at the 
2011 United Nations High Level Meeting on AIDS, and developed by a Global Task Team convened by UNAIDS and 
co-chaired by UNAIDS Executive Director Michel Sidibé and the U.S. Global AIDS Coordinator Ambassador Eric Goosby. 
The consultative process included 25 countries and 30 civil society, private sector, and international organizations, and 
networks of people living with HIV. 

A Global Steering Group is helping to implement the plan, a Business Leadership Council for a Generation Born HIV-
Free is helping to fund it, and a Social Media Syndicate is helping to promote it. The Elizabeth Glaser Pediatric AIDS 
Foundation (EGPAF) was a member of the Global Task Team that developed the plan, and is a current member of the 
Global Steering Group.

Now more than 30 countries and 50 community groups and nongovernmental and international organizations are 
backing the plan, and a growing number of governments, partners, corporations, and donors are adding their support. 

The plan’s 22 priority countries represent nearly 90% of pregnant HIV-positive women in need of services to prevent 
transmission to their children and to protect their own health. With the exception of India, the countries are all located 
in sub-Saharan Africa, and include:  Angola, Botswana, Burundi, Cameroon, Chad, Côte d’Ivoire, Democratic Republic 
of the Congo, Ethiopia, Ghana, India, Kenya, Lesotho, Malawi, Mozambique, Namibia, Nigeria, South Africa, Swaziland, 
Uganda, United Republic of Tanzania, Zambia, and Zimbabwe.

Many of these countries – including Botswana, Namibia, Rwanda, Lesotho, Swaziland, and Zimbabwe – are leading the 
way toward universal coverage of PMTCT services, and are on track to meet the Global Plan’s ambitious 2015 goal.

10) What are the challenges and barriers to implementing PMTCT services and achieving 
the global elimination of pediatric HIV and AIDS?
Currently there are clear challenges in the implementation of PMTCT services in resource-poor settings.  
Some of these include:

•	 Need for financial and human resources, and the initially high implementation costs of PMTCT programs

•	 Need for community sensitization and mobilization to create demand and acceptance of PMTCT services and reduce 
stigma toward HIV and AIDS

•	 Difficulty integrating PMTCT services within existing antenatal clinic settings and services offered

•	 High rates of women delivering their babies at home or not in health facilities

•	 Lack of male partner involvement in the PMTCT process

•	 Inadequate education on safe feeding practices for HIV-exposed infants

•	 Poor postnatal follow-up for HIV-exposed infants and their mothers

•	 Difficulty in adherence to ARV drug regimens and clinic visits

•	 Weakness of drug supply chain

•	 Need for political commitment to prioritize and implement PMTCT programs
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These challenges represent some of the reasons that PMTCT coverage is still only reaching just over half of the women in 
need – 57% of HIV-positive pregnant women in low- and middle-income countries in 2011. 

Still, coverage has increased significantly from 45% in 2008, and 15% in 2005, showing dramatic progress in just a few 
years of global implementation of PMTCT programs.

When the scale-up of PMTCT has been prioritized by political and financial commitments, it has proven to be a cost 
effective and successful prevention method. Several countries are leading the way to universal PMTCT coverage in sub-
Saharan Africa, demonstrating that all HIV-positive pregnant women can be reached with PMTCT services – regardless of 
location and circumstance – and that the elimination of new HIV infections in children is achievable throughout the world.
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Prevention of Mother-to-Child Transmission (PMTCT) of HIV:
1. PACTG 076, Prevention of Mother-to-Child Transmission – Connor E et al.  NEJM 1994 

This groundbreaking study proved that antiretroviral drugs (ARVs), in this case the single drug AZT, could block a 
significant proportion of the transmission of HIV from mother to child.

2. The International Perinatal HIV Group. The mode of delivery and the risk of vertical transmission of human 
immunodeficiency virus type 1: a meta-analysis of 15 prospective cohort studies.  NEJM 1999 
This analysis showed that elective cesarean section could significantly reduce the risks of mother-to-child 
transmission of HIV (MTCT).

3. Shaffer N et al.  Lancet 1999; Wiktor SZ et al.  Lancet 1999; Dabis F et al.  Lancet 1999 
A series of three studies – one formula feeding, two breastfeeding – showed that a shorter and easier regimen of 
AZT was effective in preventing mother-to-child transmission of HIV (PMTCT). It was the beginning of strategies to 
simplify regimens and make them easier to implement so more women could be reached in low- and middle-income 
countries, culminating in the HIVNET 012 study below.

4. HIVNET 012 – Guay L et al.  Lancet 1999 
This breakthrough study showed that single-dose nevirapine (sdNVP) worked for PMTCT. It allowed for simple, 
inexpensive ARV regimens to be delivered to mothers and infants in resource-limited settings, blocking up to 50% of 
HIV transmissions.

5. Pathogenesis Type Study – Garcia P et al.  NEJM 1999; Mofenson L et al.  NEJM 1999  
These two studies in the same issue of NEJM demonstrated that viral load was a critical determinant of MTCT, and 
led to studies of combination regimens for PMTCT. 

6. Preventing mother-to-child HIV transmission: the first year of Thailand’s national program – Amornwichet P, et 
al.  JAMA 2002 
This study reported on the first year of scale-up of a PMTCT program at the national level in a developing country.

7. PHPT-2 – Lallemant M et al.  NEJM 2004 
This was the first study to address using the combination of AZT and sdNVP (separately studied above) for PMTCT. 
A combination of AZT from 28 weeks plus sdNVP during labor reduced HIV transmission to 3% in this non-
breastfeeding population.

8. SWEN – Lancet 2008; PEPI-Malawi – Kumwenda NI et al.  NEJM 2008 
The SWEN and PEPI-Malawi studies began to address how to protect infants from early breastfeeding transmission, 
via 6 or 14 weeks of daily NVP or AZT + NVP, respectively. The studies showed early efficacy that diminished with 
time and resulted in other studies that addressed longer NVP prophylaxis (6 months). PEPI-Malawi also began to 
address the effect of maternal ART in these settings, which confirmed efficacy expectations.

top ten scientific 
studies on preVenting 
And treAting pediAtric 
HiV And Aids



18  About pediatric HiV and Aids  

9. BAN – Chasela C et al.  NEJM 2010; Mma Bana – Shapiro R et al.  NEJM 2010; Kesho Bora – Lancet 2011   
The BAN study showed that NVP given for 28 weeks to the infant reduced HIV transmission just as well as a triple-
drug ARV regimen given to their mothers. 
 
The Mma Bana study showed that a triple-drug ARV regimen for HIV-positive pregnant women was effective for 
PMTCT. It didn’t matter which drugs were used, as long as the mothers’ viral load was adequately suppressed.  
 
The Kesho Bora study showed that a triple-drug regimen of ARVs for pregnant HIV-positive women with higher 
CD4 counts administered late in pregnancy and through six months of breastfeeding – rather than the previously 
recommended short course of drugs ending at delivery – reduced transmission of HIV to their infants by more than 
40%. 
 
Taken together, the SWEN, PEPI-Malawi, BAN, Mma Bana, and Kesho Bora studies resulted in changing the WHO 
guidelines to include ART for pregnant women whose CD4 counts are 350 and below, and prophylaxis for the 
breastfeeding infant as the best chance of reducing the overall HIV transmission risk. 

10. PEARL – Stringer E et al.  JAMA 2010 
From a random sampling of PMTCT sites in Cameroon, Côte d’Ivoire, South Africa, and Zambia, the PEARL study 
showed that HIV-exposed infants whose mothers were accessing PMTCT services were not necessarily receiving HIV 
prophylaxis. The study measured the presence of HIV drugs used for PMTCT in umbilical cord blood, and found it in 
only about half of the specimens tested. Researchers determined that many mothers were not adequately adhering 
to full PMTCT regimens, such as taking antiretroviral drugs during their pregnancy to reduce the risk of transmission. 
The PEARL study indicates the importance of counseling and repeat follow-up clinic visits throughout the PTMCT 
process.

Pediatric HIV Treatment:

1. Rubinstein A et al.  JAMA 1983; Oleske J et al.  JAMA 1983 
This study was the first to recognize that pediatric HIV infection and MTCT occurs.

2. Laure F et al.  Lancet 1988; Cassol SA et al.  JAIDS 1992 
These studies dealt with the early diagnosis of HIV infection in infants. The first covered the use of DNA polymerase 
chain reaction (PCR) testing, which detects the presence of HIV in the blood, rather than just the presence of HIV 
antibodies. This is important because an HIV-exposed child will initially test positive for the presence of antibodies 
passed on from the mother, even if HIV was not transmitted. The second study dealt with the use of dried blood 
spots (DBS) to perform PCR testing, meaning that small volumes of blood could be collected on filter paper for 
diagnosis. This addressed both blood sample size limitations and sample transport and storage issues for testing 
infants in resource-poor settings.

3. Pizzo P et al.  NEJM 1988, followed by McKinney RE et al.  NEJM 1991 
These were the first studies of using ARVs to treat children with HIV, showing the efficacy of the drug AZT for HIV-
positive children.

4. Mofenson L et al.  JID 1997; Palumbo P et al.  JAMA 1998; HIV Paediatric Prognostic Markers Collaborative 
Study.  Lancet 2003 
These pathogenesis-type studies demonstrated the association of viral load and CD4 count with disease and 
mortality in children as in adults.

5. PACTG 152 and PACTG 300 – Englund JA et al.  NEJM 1997; McKinney RE et al.  J Pediatrics 1998 
These studies showed that combination regimens for pediatric HIV treatment were better than single-drug regimens.

6. Mueller BU et al.  Pediatrics 1998; Nachman SA et al.  JAMA 2000  
These were the first studies of the use of protease inhibitors to treat HIV in children. 
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7. Eshleman SH et al.  AIDS 2001 
Viral resistance to NVP, acquired easily upon exposure to the drug, can limit the treatment options for both mothers 
and infants who become infected despite NVP prophylaxis. Using NVP again after initial exposure was proven to be 
less effective than other drugs at keeping viral loads low.

8. Children with HIV Early Antiretroviral Therapy (CHER) – Violari A et al.   NEJM 2008 
When to start ART in infants had always been debated. This study showed for the first time that early treatment 
saved lives as opposed to waiting until the infants’ CD4 counts made them eligible or they presented with 
symptoms.

9. P1060 – Palumbo P et al.  NEJM 2010 
This study examined treatment outcomes among infants in African countries who were exposed to sdNVP during 
delivery or immediately after birth. Researchers found that babies who were later treated with a nevirapine-based 
combination regimen were significantly more likely than those receiving non-nevirapine-based regimens to develop 
drug resistance and experience virological failure. This could impact the use of nevirapine, which is among the most 
inexpensive and widely-available ARVs in low-income countries, for PMTCT as well as for HIV treatment.

10. NEVEREST – Coovadia A et al.  JAMA 2010 
This study showed that NVP can be re-used (after original use for PMTCT) once viral loads are held in check with 
more potent drugs.  As NVP therapy would be much cheaper than therapy with protease inhibitors, this could 
have important implications in resource-limited settings, although changes to clinical practice have not yet been 
recommended as a result of the study. 
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The Elizabeth Glaser Pediatric AIDS Foundation works to prevent pediatric HIV infection 
and eliminate pediatric AIDS through programs that significantly improve the health and 
well-being of women, children, and families around the world. In pursuit of its mission, 
the Foundation strives to ensure strong linkages and integration between HIV policies, 
programs, and services and maternal and child health policies, programs, and services. 
Ultimately, the goal of these linkages and integration is to organize and manage health 
services “so that people get the care they need, when they need it, in ways that are user-
friendly, achieve the desired results, and provide value for money.”1

An essentiAl strAtegy for preVenting 
pediAtric HiV And ensuring tHe HeAltH  
of WoMen And cHildren 

MAternAl And 
cHild HeAltH And 
HiV linkAges And 
integrAtion

What are linkages and integration?
There are currently no globally accepted definitions of the terms linkages and integration in the context of maternal 
and child health (MCH)2 and HIV. These terms are used in multiple ways by various organizations in different settings. 
The Foundation has developed the following definitions:3 

•	 Linkages: Refers to strategies for linking different kinds of MCH and HIV policies, services, or operational 
programs to ensure collective outcomes. It can include (but is not limited to) effective referrals from one service 
to another, and is based on the need to ensure that comprehensive services are delivered by separate providers 
at different times in a well-coordinated system.

•	 Integration: Refers to strategies that join together MCH and HIV policies, services, or operational programs to 
ensure comprehensive services. It can include (but is not limited to) cross-training health providers to provide 
multiple services in one location or supporting multiple providers to offer services in one location.

Linkages and integration between MCH and HIV services are an important and practical strategy for strengthening 
health systems, and strong systems are essential for providing high-quality integrated health services. MCH services 
form the bedrock of health systems; in areas with high HIV prevalence, MCH services can serve as the entry point for 
the expansion of HIV prevention, care, support, and treatment services to ensure optimal health outcomes for women, 
children, and families. For example, antenatal care (ANC) attendance is high in many countries; by offering HIV services 
together with ANC services, women who may not otherwise access HIV services can receive HIV prevention, care, 
support, and treatment interventions together with essential ANC. Furthermore, investments in HIV programs and 
services provide an opportunity to strengthen the underlying health system—including MCH services—through efforts to 
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build human resource capacity, improve infrastructure, and develop more reliable procurement and supply 
management systems.

Clients seeking HIV services and MCH services often share common behaviors and needs: They are sexually active 
and fertile (or may already be pregnant), and are at risk for HIV (or may already be infected). Providing linked and/or 
integrated health services can offer these clients more comprehensive health care, which in turn can lead to better health 
outcomes; linkages and integration also offer the opportunity to achieve continuity of care over time. MCH/HIV linkages 
and integration help to reduce vertical transmission of HIV by preventing new HIV infections in women of reproductive 
age and enabling women living with HIV to avoid unintended pregnancies. This approach can also help women living 
with HIV achieve healthy pregnancies and babies free from HIV by ensuring that they receive essential health services 
during pregnancy, labor and delivery, and the postpartum period, including appropriate antiretroviral drugs (ARVs)
to protect their own health and prevent transmission of HIV to their babies. Finally, MCH/HIV linkages and integration 
can contribute to program scale-up, sustainability, efficiency, and effectiveness, and may even help reduce stigma and 
discrimination by mainstreaming HIV services.

The Foundation’s Approach
The central idea behind the Foundation’s work is that interventions to prevent mother-to-child transmission of HIV should 
be integrated into MCH services. Providing PMTCT services within the MCH context—and not as separate, parallel 
services—is one of the most basic and yet most effective forms of MCH/HIV linkages and integration. However, there is 
no one-size-fits-all model for achieving MCH/HIV linkages and integration.

In addition to providing PMTCT services during ANC, labor and delivery, and postpartum care, Foundation-supported 
programs also engage in many other activities to create and strengthen MCH/HIV linkages and integration. Here are just 
a few examples:

•	 In Rwanda, family planning counseling and services are integrated into HIV services, including voluntary counseling 
and testing, PMTCT, and care and treatment. All health facility staff are sensitized to family planning issues, including 
family planning for people living with HIV.

•	 In Kenya, Lesotho, Swaziland, and Zambia, women living with HIV can receive HIV care and treatment services—
including antiretroviral therapy (ART)—within MCH services.

•	 In Cameroon, Côte d’Ivoire, and Zambia, cervical cancer screening is routinely offered for women living with HIV.

•	 In Uganda, patient registers used in reproductive health services include information about HIV status, ARVs, infant 
feeding practices, and infant HIV tests; child health cards include information on HIV exposure status.

•	 In Malawi, health surveillance assistants are trained to offer provider-initiated HIV testing and counseling during 
immunization and routine well-child services.

In January 2010, the Foundation launched an organization-wide initiative focused on systematically assessing and 
strengthening linkages and integration between MCH and HIV services in its programs. This initiative reflects not only 
the critical role of MCH/HIV linkages and integration in achieving the Foundation’s mission, but also the increasing 
emphasis placed on this issue by the broader global health community. The work of this initiative is led by an advisory 
group with members from across the Foundation’s country program and global headquarters teams; key activities include 
developing an approach to MCH/HIV linkages and integration for the Foundation, increasing institutional knowledge and 
capacity for MCH/HIV linkages and integration as part of the Foundation’s core work, and creating and strengthening 
strategic partnerships to facilitate scale-up and ensure sustainability of these critical activities.
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The Elizabeth Glaser Pediatric AIDS Foundation works to eliminate pediatric AIDS through programs that significantly 
improve the health and well-being of children and families around the world. This work supports the United Nations 
Millennium Development Goals (MDGs), eight core benchmarks adopted in 2000 by the international community to 
improve global health and decrease global poverty in all forms by 2015. Our support of HIV prevention, care, and 
treatment programs in 14 countries directly contributes to the achievement of MDGs 4, 5, and 6. 

Goal 4: Reduce Child Mortality
Some 230,000 children under the age of 15 died from AIDS-related causes in 2011 (UNAIDS, 2012). Preventing HIV 
infection is a crucial first step toward ensuring a child’s long-term health and survival, and is a fundamental part of the 
Foundation’s work around the world. Antiretroviral medicines (ARVs) given to HIV-positive women during pregnancy 
and to their infants during breastfeeding can significantly reduce the potential of transmission of HIV to their infants. By 
December 31, 2011, the Foundation had provided more than 14.2 million women with access to these critical services, 
preventing millions of new HIV infections in children.

Without medical treatment, almost half of all HIV-positive infants will die before their second birthdays (UNAIDS, Towards 
Universal Access, 2010). ARVs, together with comprehensive care and support, directly improve the health and well-
being of children living with HIV and increase their chances of leading longer, healthier lives. The Foundation is a global 
leader in HIV care and treatment, placing particular emphasis on provision of services to children: By December 31, 
2011, 125,000 children had been enrolled in Foundation-supported care and treatment programs, nearly 70,000 children 
had begun life-prolonging antiretroviral treatment.

Additionally, the Foundation promotes child health programs among new mothers to ensure that their infants receive 
immunizations and other essential well-child services. These services also provide an important opportunity to identify 
children whose mothers are living with HIV, and provide timely care and treatment to those who need it. 

At Foundation-supported programs in the Kilimanjaro region of Tanzania, when children visit hospitals, well-child clinics, or attend 
routine medical visits with their mothers, health care workers at all levels are trained to ask one simple question: “Has your child been 
tested for HIV?” This approach has elicited impressive results: 99 percent of all children attending these facilities are tested for HIV, and 
virtually all of those testing positive are enrolled into HIV care services. 

Goal 5: Improve Maternal Health
Ensuring that HIV-positive women receive appropriate prevention, care, and treatment services is integral to reducing 
maternal mortality and improving the health of mothers and their children worldwide. The Foundation is dedicated 
to supporting care and treatment to secure the health of HIV-positive mothers, having enrolled more than 1.6 million 
individuals into Foundation-supported care and support programs by December 31, 2011.

pMtct And tHe 
MillenniuM 
deVelopMent goAls 
(Mdgs)



About pediatric HiV and Aids  23

The Foundation promotes healthy pregnancies and safe deliveries by working to increase the number of women who 
deliver in a health care facility. This includes strengthening referral networks and promoting facility-based delivery, 
working to reach more people in underserved rural populations, and providing supplies (including plastic sheeting, 
disinfectants, and gloves) to ensure safe delivery at maternity units.

The Foundation also strives to ensure that pregnant women accessing antenatal care have access to a comprehensive 
package of services, including HIV prevention counseling, screening, and treatment for sexually transmitted infections, 
family planning, nutrition support, and malaria prevention. It also works to improve the quality of antenatal care through 
training of health workers and infrastructure improvements to encourage greater service uptake and retention. 

In Rwanda, the Foundation’s programs are focused on supporting the Ministry of Health and health facilities to 
strengthen services that promote healthy pregnancy and safe delivery. Since 2009, there has been an increased emphasis 
on training health care workers in a range of maternal and child health services, including: family planning, reproductive 
health, emergency obstetric and neonatal care, prevention of mother-to-child transmission of HIV, care and treatment 
for women living with HIV, maternal nutrition, infant and young child feeding, and malaria prevention during pregnancy. 
Hospitals and health centers are improving their ability to manage pregnancy, deliveries, and neonatal care through 
methods such as the provision of additional delivery beds, delivery kits, incubators, and manual and electric aspirators. 
These improvements have contributed to improved care and support for women and children acessing these facilities, 
regardless of HIV status, and to lower rates of maternal mortality.

Goal 6: Combat HIV and AIDS, Malaria, and Other Diseases
For every individual put on treatment in 2010, two new people were infected with HIV (WHO, 2011). While it is essential 
to provide lifesaving treatment to those already living with HIV, preventing transmission of HIV from mother to child is the 
most effective method for halting the spread of HIV. Through its strategic partnerships with national governments, the 
United Nations Children’s Fund (UNICEF), the WHO, the U.S. President’s Emergency Plan for AIDS Relief (PEPFAR), the 
U.K. Department for International Development (DFID), and others, the Foundation is working in 13 African countries, 
and in India, to effectively prevent new HIV infections in children.

The Foundation is one of the largest providers of services to prevent mother-to-child transmission of HIV under PEPFAR 
and is an internationally recognized leader in this field. Working at more than 5,400 sites around the world, by December 
31, 2011 the Foundation had provided HIV testing for more than 12.4 million women through its supported programs. 

While the global community has made progress in reaching more pregnant women with services to prevent HIV 
transmission to their infants, only 57 percent of HIV-positive pregnant women around the world have access to these 
services  
(UNAIDS, 2012). 

The Foundation also works to provide lifesaving HIV care and treatment to those living with HIV in direct support of 
Millennium Development Goal 6 and its specific target to provide universal access to HIV treatment. By December 31, 
2011, Foundation-supported programs had provided more than 1.6 million individuals, including 125,000 children, with 
HIV care and support. 

The Foundation also combats HIV-tuberculosis (TB) co-infection by testing patients living with HIV for TB and providing 
HIV testing and counseling to TB patients. In addition, we work with partners to make sure that patients accessing our 
programs also have access to insecticide-treated bed nets and malaria medication when needed.

Through the programs implemented in Lesotho with U.S. Agency for International Development (USAID), UNICEF, and 
Johnson & Johnson funds, the Foundation is proving it is possible to reach a variety of diverse populations—the type 
of scale-up needed to truly halt the spread of HIV. In 2010, the Foundation supported the Ministry of Health and Social 
Work to substantially expand PMTCT services in Lesotho in 185 sites, sometimes even using an innovative horseback 
delivery program to reach populations in rural and remote areas with services, drugs, and lab tests. By September of 
2009, the Foundation supported the provision of PMTCT services in 100 percent of the health facilities in five districts, 
meaning women in those communities now have access to services that can prevent HIV vertical transmission and lead  
to healthy babies. 

Progress is possible, and by working together to reduce child mortality, improve maternal health, and combat HIV and 
AIDS, malaria, and TB, we can help women around the world lead longer, healthier lives—and in the process, move 
closer toward eliminating pediatric AIDS.
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1981

l	The first AIDS diagnosis is reported by the U.S. 
Centers for Disease Control and Prevention (CDC) 
on June 5. It is covered by the Associated Press and 
the Los Angeles Times that day, followed by the San 
Francisco Chronicle on June 6, and the New York 
Times on July 3.

l	Elizabeth Glaser contracts HIV through a blood 
transfusion during childbirth. Elizabeth and her 
husband, Paul Glaser, later learn that she has 
unknowingly passed the virus on to her children, Ariel 
and Jake.

1982

l	The CDC establishes the term Acquired Immune 
Deficiency Syndrome (AIDS).

l	The U.S. Congress has its first hearings on AIDS.

l	The first AIDS case is reported in Africa.

1983

l	Dr. Luc Montagnier in France isolates the virus later to 
become known as the Human Immunodeficiency Virus, 
or HIV.

l	The first study to recognize that pediatric HIV infection 
and mother-to-child transmission of HIV occurs is 
published in the Journal of the American Medical 
Association.

1984

l	Dr. Robert Gallo of the U.S. National Institutes of 
Health (NIH) identifies HIV as the cause of AIDS.

1985

l	The first International AIDS Conference is held in 
Atlanta, hosted by U.S. Department of Health and 
Human Services (DHHS) and the World Health 
Organization (WHO).

l	At least one HIV and AIDS case has been reported 
from each region of the world. 

l	The first HIV test licensed by the U.S. Food and Drug 
Administration (FDA) detects antibodies to HIV. Blood 
banks begin screening the U.S. blood supply.

l	Ryan White, a hemophiliac teenager who contracted 
HIV through a blood transfusion, is barred from 
attending school in Indiana.

1986

l	The first clinical trials for the drug azidothymidineor 
(AZT) begin.

1987

l	The drug AZT is approved for treatment of AIDS by the 
FDA.

l	The WHO launches its Global Programme on AIDS.

l	The U.S. adds HIV as a “dangerous contagious 
disease” to its immigration exclusion list.

l	The AIDS Memorial Quilt is first displayed on the 
National Mall in Washington, D.C.

1988

l	The first World AIDS Day is established by the WHO 
on December 1.

l	The International AIDS Society (IAS) forms. 

l	The first study to show the efficacy of the drug AZT for 
treating HIV-positive children is published in the New 
England Journal of Medicine (NEJM).

l	The Pediatric AIDS Foundation (PAF) is created by 
Elizabeth and two friends, Susie Zeegen and Susan 
DeLaurentis, after Elizabeth’s daughter Ariel loses her 
battle with AIDS at age 7. Their goal: give hope to 
children and families affected by HIV and AIDS.

tiMeline
KEY DATES* IN

lGlobal HIV and AIDS Efforts l Pediatric AIDS l Foundation History

* Adapted from the Kaiser Family Foundation  
Global HIV/AIDS Timeline
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1990
l	Congress passes the Ryan White Care Act, which will 

become the largest provider of services for people 
living with HIV and AIDS in the U.S.

l	Ryan White dies of AIDS at age of 18.

l	The FDA approves AZT for use in children to treat 
pediatric HIV and AIDS.

l	Elizabeth and Paul Glaser ask the U.S. Congress to 
provide funding to test HIV drugs in children. While 
AZT had already been approved by the FDA, its 
potential impact on children is still unknown due to 
lack of research.

1991
l	The Red Ribbon is introduced as the international 

symbol of AIDS awareness at the Tony Awards in New 
York.

l	Professional basketball player Earvin “Magic” Johnson 
announces he has HIV and retires from the NBA. He 
credits Elizabeth Glaser with giving him the courage to 
speak out.

1992
l	Elizabeth Glaser addresses the Democratic National 

Convention in New York.

1993
l	U.S. President Bill Clinton establishes the White House 

Office of National AIDS Policy (ONAP).

l	President Clinton signs the HIV immigration exclusion 
policy into law.

1994         
l	A groundbreaking study (PACTG 076) shows that AZT 

can block transmission of HIV from mother to child by 
up to 70%.

l	The U.S. Public Health Service Task Force recommends 
use of AZT for pregnant women to reduce HIV 
transmission to their babies

l	Elizabeth Glaser dies from AIDS-related illnesses. 

1996
l	New AIDS cases decline in the U.S. for the first time.

1997
l	AIDS-related deaths in the U.S. decline by more than 

40% compared to the prior year, largely due to highly 
active antiretroviral therapy (HAART).

1998
l	The Treatment Action Campaign (TAC) is formed in 

South Africa. The grassroots movement pushes for 
access to HIV and AIDS treatment in South Africa.

1999         
l	The first human vaccine trial in a developing country 

begins in Thailand.

l	The HIVnet 012 study in Uganda finds that a single 
dose of the antiretroviral drug nevirapine administered 
to both mother and infant reduces the risk of 
HIV transmission by as much as 50%. This simple 
intervention allows for services to prevent mother-to-
child transmission of HIV (PMTCT) to be introduced 
and rapidly scaled up in resource-poor areas, such as 
sub-Saharan Africa.

l	The Foundation enters the global AIDS arena 
by beginning work to prevent mother-to-child 
transmission of HIV in six countries through its Call to 
Action global initiative, including Cameroon, Kenya, 
Rwanda, South Africa, Uganda, and Thailand.

2000
l	UNAIDS, WHO, and other global health groups 

announce an initiative with five major drug makers to 
negotiate lower prices for AIDS drugs in developing 
countries.

l	President Clinton issues an executive order to assist 
developing countries to import and produce generic 
forms of HIV drugs.

l	More than 27 million people worldwide are living with 
HIV, according to UNAIDS.

l	The pharmaceutical company Boehringer Ingelheim 
grants cost-free access to individual doses of the 
antiretroviral drug nevirapine to be used for scale-up 
of PMTCT in resource-poor countries.

2001
l	AIDS is the leading cause of death in sub-Saharan 

Africa, according to UNAIDS and WHO.
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2002
l	The Global Fund to Fight AIDS, Tuberculosis and 

Malaria begins operations.

l	UNAIDS reports that women comprise half of all adults 
living with HIV worldwide.

l	U.S. President George W. Bush announces a new $500 
million International Mother and Child HIV Prevention 
Initiative to prevent the transmission of HIV from 
mothers to infants and to improve health care delivery 
in Africa and the Caribbean. The Initiative is later 
integrated into the U.S. President’s Emergency Plan for 
AIDS Relief (PEPFAR).

l	The Foundation becomes an implementing partner 
for the U.S. Agency for International Development’s 
(USAID) Call to Action (CTA) Project, a multi-country 
initiative to scale up HIV prevention and treatment for 
children, women, and families.

2003      
l	PEPFAR – a five-year, $15 billion global AIDS initiative 

– is launched by President George W. Bush. 

l	The William J. Clinton Presidential Foundation 
secures price reductions for HIV and AIDS drugs 
from manufacturers of generic drugs for developing 
countries.

l	The U.S. Congress passes the Pediatric Research 
Equity Act. This new law dramatically increases the 
number of drugs tested and labeled for use in children.

l	PEPFAR allows the Foundation’s global work and reach 
to expand. Four years later, more than 25 percent of all 
HIV-positive pregnant women worldwide who receive 
medicine to prevent transmission of HIV to their babies 
do so through Foundation-supported programs.

2005         
l	More than 32 million people worldwide are living with 

HIV, according to UNAIDS estimates.

l	15% of HIV-positive pregnant women in low- and 
middle-income countries receive medicines to prevent 
mother-to-child transmission of HIV.

l	Jake Glaser, now a Foundation spokesperson and 
healthy young adult, celebrates his 21st birthday.

2006
l	The Ryan White Care Act is reauthorized 

by the U.S. Congress.

2007
l	34% of HIV-positive pregnant women in low- and 

middle-income countries receive medicines for PMTCT.

2008       
l	45% of HIV-positive pregnant women in low- and 

middle-income countries receive medicines for PMTCT.

l	Two studies (SWEN and PEPI-Malawi) address how to 
protect infants from early transmission of HIV through 
breastfeeding, an important finding for resource-poor 
countries where breastfeeding is key to infant survival.

l	The CHER study shows for the first time that early 
treatment for infants saves more lives than waiting until 
their CD4 counts make them eligible for treatment or 
they present with symptoms.

l	The Foundation advocates on behalf of renewing 
PEPFAR. Congress authorizes $48 billion in global 
health programs through PEPFAR II.

2009         
l	The Ryan White Care Act is reauthorized  

by the U.S. Congress.

l	President Barack Obama launches the Global Health 
Initiative (GHI), a six-year, $63 billion integrated global 
health effort in low- and middle-income countries, with 
PEPFAR as a key component.

l	The results from a six-year clinical trial in Thailand, 
known as RV144, show a 30% efficacy in preventing 
HIV infection, the first evidence of an AIDS vaccine that 
provides some protection against the virus.

l	53% of HIV-positive pregnant women in low- and 
middle-income countries receive medicines for PMTCT.

l	370,000 children under the age of 15 are newly 
infected with HIV, and there are about 2.5 million 
children living with HIV. Without early identification 
and treatment, half of these children will die by their 
second birthdays. 

l	To mark its 20th anniversary, the Foundation launches 
“Join the Moment,” a new awareness campaign to 
create a generation free of HIV.
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2010
l	The U.S. officially lifts its travel and immigration ban for 

HIV-positive individuals.

l	The Obama Administration releases the first 
comprehensive National HIV and AIDS Strategy  
for the U.S.

l	The Foundation concludes its Call to Action program 
with USAID and other partners. Over eight years, 
the CTA has funded activities for HIV prevention and 
care and treatment for mothers and their families 
in 14 countries at more than 2,600 sites. CTA has 
provided services to nearly 4 million pregnant women 
in Cameroon, Côte d’Ivoire, Kenya, Lesotho, Malawi, 
Mozambique, Russia, Rwanda, South Africa, Swaziland, 
Tanzania, Uganda, Zambia, and Zimbabwe.

2011        
l	The world commemorates the 30th anniversary of the 

first AIDS diagnosis in the U.S.

l	The NIH-funded clinical trial HPTN 052 is released, 
showing HIV treatment as an effective means of 
preventing sexual transmission of the virus within 
couples where one partner is HIV-positive, and the 
other is HIV-negative. This is similar to the technique 
used for PMTCT.

l	At the UN High-Level Meeting on AIDS, a Global Task 
Team led by UNAIDS and the U.S. Office of the Global 
AIDS Coordinator (OGAC) issue a Global Plan towards 
elimination of new HIV infections among children and 
keeping their mothers alive by 2015.

2012
l	The Foundation concludes its Project HEART program 

with CDC and other partners. Over eight years, Project 
HEART has funded activities for HIV prevention, care, 
and treatment for children, adults, and families in 
5 countries at more than 510 ART sites and 1,053 
PMTCT sites. Project HEART has provided more than  
1 million children and adults with HIV care and 
support, more than half a million with ART, and more 
than 2.5 million pregnant women with PMTCT in Côte 
d’Ivoire, Mozambique, South Africa, Tanzania, and 
Zambia. The Foundation has transitioned services in 
each country to local organizations.

l	The XIX International AIDS Conference is held in 
Washington, D.C. The conference has not been held 
in the U.S. since 1990 because of its HIV travel and 
immigration ban, repealed in 2010.

l	The Foundation remains committed to the  
elimination of pediatric AIDS, working in 15 countries 
and more than 5,400 sites around the world. Through 
its global programs, the Foundation has provided 
nearly 14.2 million women with services to prevent 
transmission of HIV to their babies. It has enrolled 
more than 1.6 million individuals, including 125,000 
children, into HIV care and support programs, and 
started more than 850,000 individuals, including nearly 
70,000 children under the age of 15, on ART. 



28  About pediatric HiV and Aids  

glossAry of HiV 
And Aids terMs*

*Adapted from the Henry J. Kaiser Family Foundation’s Reporting Manual on HIV and AIDS:  
(http://www.kff.org/hivaids/upload/7124-08_Sec7.pdf)

A
ABC  
The ABC approach to behavior change promotes the adoption of the following three behaviors as central to HIV 
prevention efforts:  
A – Abstaining from sexual activity or delaying the age of the first sexual experience  
B – Being faithful or practicing mutual monogamy with an uninfected partner  
C – Correct and consistent condom use 

Abstinence  
Refraining from sexual activity. In the context of HIV and AIDS, this term also refers to delaying the age of first sexual 
experience or sexual debut. 

Acute HIV Infection 
The first stage of HIV infection, this is the period immediately following infection with HIV. The length of the acute stage 
can last anywhere from a few days to several weeks. HIV multiplies rapidly and can be transmitted to others during this 
time. Acute HIV infection is also known as primary HIV infection (PHI). 

ADAP – AIDS Drug Assistance program(s)  
AIDS Drug Assistance Programs are U.S. federally funded, state-administered programs. They provide HIV-related 
medications to people with HIV and AIDS with limited or no health insurance coverage. The programs vary widely across 
the country as eligibility for ADAP is determined on a state-by-state basis, as are the drugs that are covered. 

Affected Community  
Persons living with HIV and AIDS, and other related individuals including their families and friends, whose lives are 
directly influenced by HIV infection and its physical, social and emotional effects. 

AIDS  
Acquired Immunodeficiency Syndrome (AIDS) is the stage at which an individual’s immune system is weakened by HIV 
to the point where they develop any number of diseases or cancers. People who haven’t had one of these diseases or 
cancers, but whose immune system is shown by a laboratory test to be severely damaged, are also considered to have 
progressed to an AIDS diagnosis. 

AIDS-Defining Illness  
These include a variety of conditions that occur at late stages of HIV disease and that signal progression to AIDS. 
According to UNAIDS, many individuals first become aware of their infection at this stage. 

Antenatal  
Occurring before birth (as in HIV exposure or transmission from mother to infant during pregnancy). 

Antibodies  
Molecules in the body that identify and destroy foreign (unfamiliar) substances, such as bacteria and viruses. Standard 
HIV tests identify whether or not antibodies to HIV (HIV antibodies) are present in the blood.  A positive HIV test signals 
that antibodies are present. 
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Antiretroviral Therapy (ART)  
ART refers to any of a range of treatments that include antiretroviral (ARV) medications. The drugs that are used in the 
treatment of HIV, a retrovirus, are designed to interfere with the virus’ ability to replicate itself and, therefore, slow the 
progression of the disease. 

Asymptomatic  
A person with HIV is asymptomatic if they do not show signs and symptoms of the disease. This is also the second stage 
of HIV disease progression and can last for many years after infection. The virus can be transmitted during this stage. 

B
Burden of Disease 
A comprehensive demographic and epidemiological framework used to assess the comparative importance of diseases, 
injuries, and risk factors in causing premature death, loss of health, and disability.  The World Health Organization (WHO) 
and other partners carry out the Global Burden of Disease (GBD) Project to develop global estimates of burden. 

C
Care, Treatment and Support 
Care, treatment and support encompass the range of interventions necessary to take care of people living with HIV 
and AIDS, including antiretroviral therapy, treatment and prevention of opportunistic infections, nutritional support, 
psychological and community and home support. Care, treatment and support are increasingly seen as being inextricably 
linked to each other. 

CD4 (t4) Cell Count  
These cells control the body’s immune response against infections and are the primary targets for HIV. HIV multiplies 
within these cells and eventually destroys them. As a result, the immune system becomes progressively weaker. CD4 cell 
count is used as one measure of HIV disease progression. The lower a person’s CD4 cell count, the more advanced the 
HIV disease and deterioration of the immune system. 

U.S. Centers for Disease Control and prevention (CDC)  
The United States Federal agency responsible for protecting individuals’ health and safety. The CDC’s activities 
emphasize disease prevention, control, health education, and health promotion. The CDC also conducts international 
prevention activities for HIV, TB, malaria, and other diseases. 

Circumcision  
The procedure, in which the foreskin of the penis is removed, has been shown in randomized controlled trials to reduce 
the risk of HIV transmission from women to men. In 2007, the World Health Organization and UNAIDS recommended 
that circumcision be considered “an important intervention” in reducing the risk of heterosexually acquired HIV infection 
in men. The health organizations view the procedure as one part of a comprehensive prevention program.

Clinical Trial  
A scientific study designed to evaluate the safety, efficacy, and medical effects of a treatment (e.g., antiretroviral therapy, 
vaccine). A treatment must proceed through several phases of clinical trials before it is approved for use in humans. 

Co-Infection  
Refers to the condition of an organism or individual cell infected by two pathogens, or infectious agents, simultaneously, 
such as HIV and tuberculosis. 

Combination (Antiretroviral) Therapy  
The use of two or more antiretroviral drugs in combination. The use of three or more antiretroviral drugs is often referred 
to as HAART or Highly Active Antiretroviral Therapy. 

Concurrent Sexual Partnerships 
Having more than one sexual partner at a time. The practice raises the risk of contracting HIV and is increasingly 
recognized as a significant factor in the high prevalence rate of HIV in Africa.
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Cross Resistance  
The phenomenon where HIV resistance to one drug (see drug resistance) prompts resistance to other drugs in the same 
drug class. An example of this is nevirapine resistance resulting in resistance to efavirenz. 

D
Drug Resistance  
The ability of HIV to reproduce despite the presence of anti-HIV drugs. Drug resistance results from mutations that arise 
during HIV replication. 

E
Efficacy  
The measurement of a drug’s or treatment’s ability to heal, regardless of dose. For example, the efficacy of an 
antiretroviral drug is the most benefit that the drug can cause without considering how much of the drug is taken. 

End-Stage Disease  
The four stages of HIV disease are acute infection, asymptomatic, chronic symptomatic, and AIDS. Although AIDS is the 
end-stage of HIV disease, it is possible to live for years after an AIDS diagnosis given appropriate drug therapy. 

Epidemic (Types – low, concentrated, generalized, hyperendemic)  
The occurrence of more cases of disease than expected in a given area or among a specific group of people over a 
particular period of time. There are different ways to describe the distribution of an HIV epidemic in an area: 

•	 Low-level – HIV prevalence is low across the general population, and is still low among higher-risk sub-populations 
•	 Concentrated – HIV prevalence does not exceed 1% of the general population, but does exceed 5% of some sub-

populations (e.g., among sex workers, IDU, MSM) 
•	 Generalized – HIV prevalence exceeds 1% of the general population
•	 Hyperendemic – HIV prevalence exceeds 15% of the general population

F
Feminization 
The word used to describe the increasing impact the HIV and AIDS pandemic is having on women. In South Africa, for 
example, far more women than men are HIV-positive. Globally, approximately half of those living with HIV are women.

First-Line Drugs  
Therapeutic agents that are the immediate drug of choice used to treat a particular condition (as opposed to second-line 
drugs).  See also second-line drugs.

Fixed Dose Combination (FDC)  
Fixed dose combination treatment refers to a combination of two or more drug products, such as antiretrovirals, in a 
single pill. An example of FDC is the single-pill combination of stavudine, lamivudine and nevirapine. 

G
Gender Inequality 
A phrase typically used to describe the second-class status women hold in many societies affected by the AIDS 
epidemic. This is important to consider in the context of the AIDS epidemic because the inequality often leaves them 
unable to negotiate sexual situations, which increases their risk of contracting HIV. Gender inequality is increasingly seen 
as a major driver of the AIDS epidemic.
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Generic  
A drug that is identical, or bioequivalent, to a brand name drug in dosage, safety, strength, how it is taken, quality, 
performance, and intended use. The generic name of a drug is the common name of a drug, which is not protected 
under any manufacturer’s copyright. It is the more commonly used format when referring to a drug in medical literature. 
In addition, generic sometimes refers to less expensive, but chemically identical, medications manufactured by 
companies that did not invent the drug. In some countries, generic drugs come on the market after a patent on the drug 
has expired. In other countries, generic drugs are manufactured and sold even before a patent expires. 

Global Fund  
The Global Fund to Fight AIDS, Tuberculosis and Malaria was created in 2001 at the urging of then UN Secretary General 
Kofi Annan. The Global Fund is a partnership among governments, the private sector, and affected communities. It is 
an independent grant-making organization whose purpose is to raise and provide funding to developing countries fight 
AIDS, tuberculosis and malaria. 

H
Highly Active Antiretroviral Treatment (HAART)  
A course of treatment that involves the use of three or more antiretrovirals. 

HIV Test  
The standard HIV diagnostic test looks for the presence of HIV antibodies in the blood or in oral fluid. HIV antibodies 
are molecules produced by the body once it detects the presence of HIV. The production of HIV antibodies does not 
happen immediately after exposure to the virus. The period after infection, but before production of antibodies, is called 
the window period. During the window period, an HIV test may be negative. It is possible to test negative despite the 
presence of HIV in the body. There are several different kinds of HIV tests used to screen for the presence of antibodies. 

Human Immunodeficiency Virus (HIV)  
The virus that causes AIDS. HIV can be transmitted through infected blood, semen, vaginal secretions, breast milk, 
and during pregnancy or delivery. There are two types of HIV: HIV-1 and HIV-2. Both are transmitted through the same 
methods/manners and result in progression to AIDS. HIV-1 is responsible for the overwhelming majority of global 
infections, whereas HIV-2 is less widespread and primarily found in West Africa. 

I
IDU  
Acronym for Injecting Drug User(s), and refers to individuals who use needles/syringes to inject drugs. This is a major risk 
for HIV infection in many parts of the world. 

Immune System  
The body’s system of defense against foreign organisms such as bacteria, viruses, or fungi. 

Immunodeficiency  
A state where the immune system cannot defend itself against infection. HIV progressively weakens the immune system 
and causes immunodeficiency. 

Immunosuppression  
A state where the immune system cannot function normally because it has been weakened. This can arise from drugs 
and medical treatments (chemotherapy) or diseases (HIV). An immune system that is immunosuppressed may also be 
referred to as immunocompromised. 

Incidence  
The number of new cases of a disease in a population over a specific period of time (e.g., annual number of new HIV 
cases in a country). 

Incubation Period  
The period of time between HIV infection and the onset of symptoms. 
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M
MDR-TB  
Acronym for “multidrug resistant tuberculosis,” a strain of tuberculosis that is resistant to two or more antiTB drugs. 
MDR-TB usually arises when  people take only enough medication to feel better, but not the full amount prescribed by a 
physician. The weaker bacteria are killed, but the stronger bacteria survive and reproduce. These stronger bacteria, when 
fully grown and causing sickness again, cannot be killed with the same treatment and require larger doses of the drug 
or an entirely new, stronger drug. MDR-TB is a large problem in developing countries, where continual supervision of 
treatment and access to health care are not always possible. 

Microbicides  
Microbicides are products designed to reduce the transmission of microbes. Research is underway to determine whether 
microbicides can be developed to successfully reduce the transmission of sexually transmitted diseases, including HIV. 
Microbicides would be applied topically, either in the vagina or anus and could be produced in many forms, including 
films, creams, gels, suppositories, or as a ring or sponge that releases the active ingredient over time. 

Mother-to-Child Transmission (MTCT) 
This refers to transmission of HIV from an HIV-positive mother to her child during pregnancy, labor and delivery, or 
breastfeeding. Transmission from mother to child is also referred to as perinatal and vertical transmission. 

MSM 
Acronym for “men who have sex with men.” For assessing disease risk, use of the term “MSM” is often used instead of 
“gay”, “homosexual,” or “bisexual” because it refers to a risk behavior, rather than an identity that may or may not be 
tied to a behavior. In many countries and cultures, men who have sex with other men may not perceive themselves as 
gay or bisexual. 

MTCT 
This stands for “mother-to-child transmission.” 

Multidrug Resistant Tuberculosis (MDR-TB)  
See MDR-TB. 

Mutation 
A change in an organism’s genetic structure that arises during the process of multiplication. HIV multiplies quickly and 
changes form during the process. These changes allow for the formation of drug resistantstrains of the virus. 

O
Opportunistic Infection (OI)  
Diseases that rarely occur in healthy people but cause infections in individuals whose immune systems are compromised, 
including by HIV infection. These disease organisms are frequently present in the body, but are generally kept under 
control by a healthy immune system. When a person infected with HIV develops an OI, they are considered to have 
progressed to an AIDS diagnosis. 

Orphans 
A child who has lost a parent to HIV and AIDS. Use of the phrase “AIDS orphans” is discouraged as it stigmatizes these 
children and also suggests they are HIV-positive when that may not be the case. The term “OVC” – or orphans and 
vulnerable children – is often used instead.

P
Pandemic  
A worldwide epidemic; occurring over a wide geographic area and affecting an exceptionally high proportion of the 
population. 

Pathogen 
An organism or virus that causes disease. 
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PEPFAR 
The President’s Emergency Plan for AIDS Relief (PEPFAR) is a US$15 billion, five-year initiative, initially announced in 
2003 by U.S. President George W. Bush to address HIV and AIDS, TB and malaria in developing countries. 

Perinatal Transmission  
Transmission of HIV from an HIV-positive mother to her child during pregnancy, labor and delivery, or breastfeeding. 
Perinatal transmission is also known as mother-to-child transmission or vertical transmission. 

Placebo 
A substance that resembles a real medication but has no medical effect. 

PMTCT 
PMTCT stands for “prevention of mother-to-child transmission.” UNAIDS outlines a three-part strategy to prevent HIV 
transmission from an HIV-positive mother to her child: 

a. Protect females of child-bearing age against HIV infection. 
b. Avoid unwanted pregnancies among HIV-positive women. 
c. Prevent transmission during pregnancy, delivery, and breastfeeding by providing voluntary counseling and   
 testing, antiretroviral therapy, safe delivery practices, and breast milk substitutes when appropriate. 

PMTCT Plus 
PMTCT is “prevention of mother-to-child transmission” of HIV which is described above. The “plus” refers to providing 
anti-retroviral treatment to the mother, even after the recommended course of therapy for prevention of transmission to 
the child has ended. 

Prevalence  
Prevalence is a measure of the proportion of the population that has a disease at a specific period in time (e.g., number 
of people living with HIV).

Prevention (primary, secondary)  
In the context of HIV, prevention activities are designed to reduce the risk of becoming infected with HIV (primary 
prevention) and the risk of transmitting the disease to others (secondary prevention). Prevention services include 
voluntary counseling and testing, condom distribution, disease surveillance, outreach and education, and blood safety 
and harm reduction programs for intravenous drug users. 

Primary HIV Infection (PHI)  
The first stage of HIV infection, this is the period immediately following infection with HIV. The length of this stage can 
last for several weeks. HIV multiplies very often and can be transmitted to others during this time. PHI is also known as 
acute HIV infection. 

Prophylaxis  
Prophylaxis refers to the prevention or protective treatment of disease. Primary prophylaxis refers to the medical 
treatment that is given to prevent onset of an infection. Secondary prophylaxis refers to medications given to prevent 
recurrent symptoms in an existing infection. 

PLHIV/PWA/PLWA/PLWHA 
Acronyms for “People living with HIV,”  “People with HIV and AIDS,” and “People living with HIV and AIDS.”  PLHIV is 
the preferred description, according to UNAIDS, because it “reflects the fact that an infected person may continue to live 
well and productively for many years.” 

S
Scale Up 
Refers to the concept of achieving a sufficient level of coverage, uptake, intensity, and duration of an HIV intervention to 
enable the intended effect.
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Second-Line Drugs  
Therapeutic agents that are not the first drug of choice (called first-line) used to treat a particular condition, but are 
generally used to treat those who have developed resistance to first-line treatments.  See also first-line drugs.

Sexually Transmitted Disease/Infection (STD/STI)  
Any disease or infection that is spread through sexual contact. 

Stigma and Discrimination 
Stigma and discrimination toward HIV-positive people, and those perceived to be HIV-positive, are recognized as 
obstacles to achieving full access to prevention, treatment, and support services. The stigma and discrimination that 
those at risk, and those living with HIV, may face from governments, communities, and families make it less likely the at-
risk will seek out care and information. 

T
Tuberculosis (TB)  
Tuberculosis is a bacterial infection caused by Mycobacterium tuberculosis. The disease usually affects the lungs, but can 
spread to other parts of the body in serious cases. An individual can become infected with TB when another person who 
has active TB coughs, sneezes, or spits. Not all people who become infected with TB develop symptoms. Those who do 
not become ill are referred to as having latent TB and cannot spread the disease to others. 

U 
UNAIDS  
Acronym that refers to the Joint United Nations Programme on HIV and AIDS. It is a part of the UN, and was established 
to coordinate its response to HIV and AIDS. Currently, 10 UN organizations and a Secretariat comprise UNAIDS. 

Universal Access  
The ability of all people to have equal opportunity and access to prevention, care, treatment, and support interventions 
from which they can benefit, regardless of their social class, ethnicity, background, or physical disabilities.  One example 
in the field of global health is universal access to HIV treatment, a belief that all individuals living with HIV and AIDS 
should have access to HIV treatment. 

Universal Precautions 
Infection control measures used in health care settings aimed at preventing the transmission of HIV (and other blood-
borne pathogens). These measures include the use of gloves and other protective gear, and the safe disposal of needles 
to prevent exposure to blood and other body fluids.

V 
Vaccine 
A substance that contains a deactivated infectious organism designed to stimulate the immune system to protect 
against subsequent infection from the active organism. A preventive vaccine preempts infection from that organism. A 
therapeutic vaccine improves the ability of the immune system of a person already infected with the organism to defend 
itself. 

VCT 
“Voluntary Counseling and Testing” programs are a critical component of both HIV prevention and treatment activities. 
VCT is an internationally accepted intervention designed to enable people to learn their HIV status and receive 
counseling about risk reduction and referral to care if they are HIV-positive. Voluntary HIV testing approaches have relied 
on both client-initiated or opt-in testing (where the client asks to be tested) and provider-initiated or opt-out testing 
(where a provider offers testing to a client). Recently, there has been a move to provider-initiated testing to encourage 
more people to get tested and to make testing a more routine procedure in the health care environment. 

Vertical Transmission  
Transmission of HIV from an HIV-positive mother to her child during pregnancy, birth, or breastfeeding. Vertical 
transmission is also referred to as mother-to-child or perinatal transmission. 
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Viral Load  
The amount or concentration of HIV in the blood. There is a correlation between the amount of virus in the blood and 
the severity of disease—the higher the viral load, the more progressive the HIV disease. A viral load test is an important 
tool for doctors in monitoring illness and determining treatment decisions. 

Vulnerable Populations  
Populations that are at increased risk of exposure to HIV due to socioeconomic, cultural, or behavioral factors. Vulnerable 
populations include racial and ethnic minorities, refugees, poor people, men who have sex with men, injecting drug 
users, sex workers, and women where gender inequality is pronounced. 

W 
World Bank  
The World Bank is a development bank that provides loans, policy advice, technical assistance, and knowledge-sharing 
services to low- and middle-income countries to reduce poverty. The World Bank is a co-sponsor of UNAIDS, and a 
significant donor to international HIV and AIDS efforts. 

World Health Organization (WHO)  
The WHO is the United Nations agency for health. It is governed by 192 member states, and aims to help all individuals 
achieve the highest possible level of health. It is internationally recognized as one of the leading organizations dedicated 
to global health, including the prevention and treatment of HIV. 
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coMMonly used HiV 
And Aids AcronyMs*

Acronym Description

ABC Abstinence, Be faithful, Condom use

ADAP AIDS Drug Assistance Program(s) (U.S.)

ADC AIDS Dementia Complex

AIDS Acquired Immunodeficiency Syndrome

ART, ARV Antiretroviral Therapy, Antiretroviral(s)

AZT Zidovudine

CDC Centers for Disease Control and 
Prevention

CNN Condoms, Needles, Negotiation

DOTS Directly Observed Treatment or Therapy 
Short-Course

ELISA Enzyme-Linked Immunosorbent Assay

EMEA European Medicines Agency (EU)

FDA Food & Drug Administration (U.S.)

FDC Fixed Dose Combination

FI Fusion Inhibitor

GIPA Greater Involvement of People Living with 
HIV and AIDS

Global Fund The Global Fund to Fight AIDS, 
Tuberculosis and Malaria

GMAI Global Media AIDS Initiative

GNP + Global Network of People Living with HIV 
and AIDS

HAART Highly Active Antiretroviral Therapy

HIV Human Immunodeficiency Virus

HRBA Human Rights-Based Approach (to HIV)

IAS International AIDS Society

IAVI International AIDS Vaccine Initiative

IDU Injecting Drug User

ISC International Steering Committee for 
People with AIDS

LIFE InitiativeLeadership and Investment in 
Fighting An Epidemic Initiative (U.S.)

MAP Multi-Country HIV and AIDS Program 
(World Bank)

MDR-TB Multi Drug Resistant Tuberculosis

MSM Men Who Have Sex With Men

MTCT Mother-to-Child Transmission of HIV

NAPWA National Association of People With AIDS 
(U.S.)

NEP Needle Exchange Program

NIH National Institutes of Health (U.S.)

NNRTI Non-Nucleoside Reverse Transcriptase 
Inhibitor

NRTI Nucleoside Reverse Transcriptase Inhibitor

OGAC Office of the Global AIDS Coordinator 
(U.S.)

OI Opportunistic Infection

PAHO Pan American Health Organization

PEP Post Exposure Prophylaxis

PEPFAR President’s Emergency Plan for AIDS Relief 
(U.S.)

PHI Primary HIV Infection

PI Protease Inhibitor

PLHIV People Living with HIV

PLWHA People Living With HIV and AIDS

*Adapted from the Henry J. Kaiser Family Foundation’s Reporting Manual on HIV and AIDS:  
(http://www.kff.org/hivaids/upload/7124-08_Sec7.pdf)
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PMTCT Prevention of Mother-to-Child 
Transmission of HIV

PrEP Pre-Exposure Prophylaxis

RBM Roll Back Malaria

SEP Syringe Exchange Program

STD/STI Sexually Transmitted Disease, Sexually 
Transmitted Infection

TAC Treatment Action Campaign (South Africa)

TB Tuberculosis

UN United Nations

UNAIDS Joint United Nations Programme on HIV 
and AIDS 

UNDP United Nations Development Programme

UNFPA United Nations Population Fund

UNGASS United Nations General Assembly Special 
Session on HIV and AIDS

UNICEF United Nations Children’s Fund

USAID United States Agency for International 
Development

VCT Voluntary Counseling and Testing

WFP World Food Programme

WHO World Health Organization

WTO World Trade Organization

ZDV See AZT
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The Elizabeth Glaser Pediatric AIDS Foundation was born from the most powerful force of all: a mother’s love for her 
children. Elizabeth Glaser contracted HIV through a blood transfusion in 1981 while giving birth to her daughter, Ariel. 
She and her husband, Paul, later learned that Elizabeth had unknowingly passed the virus on to Ariel through breast milk 
and that their son, Jake, had contracted the virus in utero.

In the course of trying to treat Ariel, the Glasers discovered that drug companies and health agencies had no idea 
that pediatric HIV was prevalent. The only drugs on the market were for adults—nothing had been tested or approved 
for children. 

Ariel lost her battle with AIDS in 1988. Fearing that Jake’s life was also in danger, Elizabeth rose to action. She 
approached her close friends Susie Zeegen and Susan DeLaurentis for help in creating a foundation that would raise 
money for pediatric HIV and AIDS research. 

The Pediatric AIDS Foundation had one critical mission: to bring hope to children with HIV and AIDS. Elizabeth made  
her first trip to Washington in 1988, when she met with President and Mrs. Reagan, representatives at the National 
Institutes of Health (NIH), and members of Congress. In 1989, the Foundation held its first fundraiser and awarded its  
first grant for research on the immune dysfunctions in children living with HIV. Dozens more Washington trips and 
research grants followed.

Elizabeth lost her own battle with AIDS in 1994, and to honor her legacy, the Pediatric AIDS Foundation was renamed 
the Elizabeth Glaser Pediatric AIDS Foundation. 

The Foundation Today
With a global staff of nearly 900—more than 85% of whom are in the field—the Foundation has become the leading 
global nonprofit organization dedicated to preventing pediatric HIV infection and eliminating pediatric AIDS through 
research, advocacy, and prevention and treatment programs. And today, because of the highly successful work of the 
Foundation and its partners, pediatric AIDS has been virtually eliminated in the United States. 

We’ve also made remarkable strides throughout the world: More than half of HIV-positive pregnant women in low- 
and middle-income countries now receive medicines to help prevent transmission of HIV to their babies—triple the 
percentage from just three years earlier. One in five of those women receive their medicines through Foundation-
supported programs.

Yet despite our progress, more than 900 children are still infected with HIV every day because their mothers don’t have 
access to the medicines they need to prevent transmission of the virus. We can—and must—change this.

The Elizabeth Glaser Pediatric AIDS Foundation is a global 
leader in the fight against pediatric HIV and AIDS. We’re 
working in 15 countries around the world to provide HIV 
prevention, care, and treatment services for children, women, 
and families—with a mission to eliminate pediatric AIDS. 

About tHe 
foundAtion
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The Foundation uses a three-pronged strategy to implement its work around the world:
Research: The Foundation’s leadership in pediatric HIV and AIDS research over more than 20 years has resulted in major 
scientific advances that are chiefly responsible for HIV-infected children in the United States leading longer, healthier 
lives. Foundation-supported research efforts around the world seek to improve the prevention, care, and treatment 
of pediatric HIV infection; train international research leaders to respond to the virus in children; and pursue the 
development of a pediatric HIV vaccine.

Lifesaving Programs: The Foundation’s work supports program implementation in those areas deeply affected by HIV 
and AIDS. The Foundation works with partners to provide accessible HIV prevention, care, and treatment services for 
children, women, and families; to research and identify better technologies and interventions for those in need; and to 
document models that can be replicated throughout the world.

Public Policy and Global Advocacy: Elizabeth Glaser was a pioneer in fighting for the rights of children living with 
HIV, who were forgotten in the early days of the pandemic. Through work with policymakers, affected children and 
families, the scientific community, business leaders, and the media, the Foundation has built upon Elizabeth’s legacy by 
expanding funding for pediatric research; improving the safety, efficacy, and availability of drugs for children living with 
HIV; and fighting to prevent discrimination against people living with HIV. Today, the Foundation continues to be a strong 
global voice on behalf of children to both the U.S. government and international organizations and governments.

Before the Foundation’s inception, children living with HIV and AIDS had no voice. Today, thanks to Elizabeth’s vision and 
the support of generous donors and partners, we are able to improve the lives of millions of children around the world 
every year. 

But our work is far from over. 
We have the science. We have the medicines. We have the momentum. 
We can eliminate pediatric AIDS. 
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The Glasers discovered, in the course of trying to treat Ariel, that drug companies and health agencies had no 
idea that HIV was prevalent among children. The only drugs on the market were for adults—nothing had been 
tested or approved for children. 

Ariel lost her battle with AIDS in 1988. Fearing that Jake’s life was in danger, Elizabeth rose to action. She 
approached her close friends Susie Zeegen and Susan DeLaurentis for help in creating a foundation that 
would raise money for pediatric HIV and AIDS research. 

The Pediatric AIDS Foundation had one critical mission: to bring hope to children with HIV and AIDS. 
Elizabeth made her first trip to Washington in 1988, when she met with President and Mrs. Reagan, 
representatives at the National Institutes of Health, and members of Congress. In 1989, the Foundation held 
its first fundraiser and awarded its first grant for research on the immune dysfunctions in children living with 
HIV. Dozens more Washington trips and research grants followed.

Elizabeth lost her own battle with AIDS in 1994, and to honor her legacy, the Pediatric AIDS Foundation was 
renamed the Elizabeth Glaser Pediatric AIDS Foundation. Under that name, the Foundation has become 
the leading global nonprofit organization dedicated to preventing pediatric HIV infection and eliminating 
pediatric AIDS through research, advocacy, and prevention and treatment programs.

Elizabeth’s legacy lives on in her son, Jake, who is now a healthy young adult. 

Elizabeth Glaser contracted HIV from a blood transfusion in 
1981 after giving birth to her daughter, Ariel. She and her 
husband, Paul, later learned that Elizabeth had unknowingly 
passed the virus on to Ariel through breast milk and that their 
son, Jake, had contracted the virus in utero.

elizAbetH’s  
story
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The Foundation is working to make healthy lives a reality for children, women, and families living in regions hardest-
hit by HIV and AIDS. By supporting women like Beatrice and her daughter, the Foundation is giving more mothers the 
opportunity to deliver healthy babies and more children the chance at living healthy lives. Each healthy baby, and every 
happy childhood, is one step closer to our ultimate goal: a generation free of HIV.

Setting the Stage: The Global Pandemic
More than 20 years ago, Elizabeth Glaser inspired a movement that led to the near elimination of pediatric AIDS in 
the United States and Europe. Today, fewer than 200 babies each year are born with HIV in the United States, and 
other high-income countries are achieving similar results as well. Extending that success around the globe, work by 
the Foundation—and other global organizations and governments—is reducing the spread of HIV and providing 
more children and families with access to the services they need to remain healthy. In 2011, 57 percent of HIV-positive 
pregnant women in countries hardest hit by the AIDS pandemic received medicines for the prevention of mother-to-child 
transmission (PMTCT) of HIV, up from just 7% in 2004. Likewise, 42% of HIV-exposed infants received medicines that help 
to prevent mother-to-child transmission in 2010. 

Although successes like these are encouraging, much work remains to be done—each day, 900 children become newly 
infected with HIV, with 90 percent of those contracting the virus through mother-to-child transmission. Without treatment, 
almost half of these children will die before their second birthdays. 

As HIV continues to disproportionately affect sub-Saharan Africa—and as rates of mother-to-child transmission of HIV 
increase in Eastern Europe and Central Asia—a global response is imperative for reaching the goal of eliminating 
pediatric AIDS worldwide.

internAtionAl progrAMs
Program Success: Beatrice, Tanzania

Beatrice was 20 years old when she discovered she was both 
pregnant and HIV positive. Afraid to disclose her status, Beatrice hid 
her infection from her family and her boyfriend until she was seven 
months pregnant. Late in her pregnancy, Beatrice began receiving 
antenatal care and HIV treatment through a Foundation-supported 
facility in Tanzania. She eventually delivered a healthy baby girl, 
Lightness Andrea, who tested negative for HIV.

internAtionAl 
progrAMs
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Foundation Response
In support of this goal, since 2000, the Foundation has worked on the ground in countries around the world, partnering 
with governments and existing facilities to provide effective responses to the spread of HIV. Specifically, Foundation 
programs include the following:

•	 Provision of PMTCT services

•	 Provision of HIV care and treatment for children and families, including antiretroviral therapy (ART), which keeps HIV 
from replicating and causing additional damage to the immune system

•	 Linkages between PMTCT services and care and treatment in order to provide a continuum of care

•	 Research to identify better technologies and interventions in PMTCT and HIV care and treatment

•	 Documentation of replicable models in PMTCT and care and treatment

•	 Training of local research and program leaders in the continuation and advancement of Foundation programs  
and initiatives

The Foundation is currently supporting more than 5,400 sites. As of December 31, 2010, Foundation-supported 
programs 

•	 provided nearly 14.2 million women with services to prevent transmission of HIV to their babies; 

•	 tested more than 12.4 million women for HIV;

•	 enrolled more than 1.6 million individuals, including 125,000 children, into HIV care  
and support programs; and

•	 started more than 850,000 individuals, including more than 70,000 children under the age of 15,  
on antiretroviral treatment.

The Foundation’s international programs are supported with resources from the U.S. Agency for International 
Development, the U.S. Centers for Disease Control and Prevention, the President’s Emergency Plan for AIDS Relief, and 
the U.K. Department for International Development, as well as contributions from Johnson & Johnson, the Bill & Melinda 
Gates Foundation, Boehringer Ingelheim, Abbott Fund, and ViiV Healthcare, and essential support from other private 
corporations, foundations, and individuals.

There is hope for mothers like Beatrice. The Foundation, along with partner organizations and governmental agencies, is 
leading the way in the global fight to eliminate pediatric AIDS and is helping make HIV prevention, care, and treatment a 
reality for the most vulnerable children and families. Until all children have the opportunity to grow up happy and healthy, 
the Foundation remains dedicated to Elizabeth’s dream and our critical mission to eliminate pediatric AIDS. 

internAtionAl progrAMs
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Côte d’Ivoire

Cameroon

D.R. Congo

Lesotho

Swaziland

Mozambique

Tanzania

Malawi

Kenya

Uganda

Rwanda

Zimbabwe

Zambia

Where We Work
2000: 8 sites in 6 countries
2012: 5,400 sites in 14 countries
As of December 31, 2011
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IndiaHonduras

Dominican 
Republic

Jamaica

Russia

Thailand

Georgia

g Programs initiated with Foundation support and transitioned to other implementers

 Angola 
Dominican Republic 
Georgia 

Honduras 
Jamaica 
Russia 

Thailand 
South Africa 
China

g Current programs

IN AFRICA 
Cameroon 
Côte d’Ivoire 
D.R.Congo 
Kenya 
Lesotho 
Malawi 
Mozambique 

 
Rwanda 
Swaziland 
Tanzania 
Uganda 
Zambia 
Zimbabwe

IN ASIA 
India

g Headquarters

  Washington, D.C. Los Angeles, California

The Elizabeth Glaser Pediatric AIDS Foundation is a global leader in the effort to 
eliminate pediatric HIV and AIDS, working in a total of 15 countries and at more than 
5,400 sites around the world to prevent the transmission of HIV to children and to help 
those already infected. The Foundation’s global mission is to implement prevention, 
care, and treatment; further advance innovative research; and execute strategic and 
targeted global advocacy activities to bring dramatic change to the lives of millions of 
children, women, and families worldwide. 
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We support the next generation of scientists, whose pioneering ideas and discoveries are ensuring that children 
have access to the most effective medical treatments; assessing the long-term effects of AIDS medicines on children; 
increasing the effectiveness of key HIV and AIDS programs in the field; and bringing us closer to a safe pediatric HIV 
vaccine. Whether through Foundation-led research and training programs or by supporting research and training 
programs funded by outside sources, the Foundation remains committed to research efforts. 

Operations Research
The Foundation performs operations research to gauge and enhance the effectiveness of on-the-ground programs, 
ensuring that our prevention of mother-to-child transmission (PMTCT) of HIV services are reaching as many women, 
children, and families as possible. Assessing internal operations and Foundation-supported external activities, research 
focuses on the following: 

•	 Developing better ways to provide improved, long-term health care to mothers and children, especially those 
affected by HIV and AIDS 

•	 Creating more effective PMTCT models that can be replicated within other PMTCT programs

•	 Assessing health delivery systems to improve their cost-effectiveness 

Past Foundation-led operations research initiatives have included the examination of consequences of early 
breastfeeding cessation in three provinces in Mozambique, the assessment of provider-initiated HIV testing strategies in 
Zimbabwe, and the review of Kenyan health-care worker training and service implementation tactics. 

Supporting External Pediatric HIV Vaccine Research 
A preventive vaccine suitable for infants and children, especially those exposed to HIV through breastfeeding, would 
have a profound and dramatic effect on the HIV and AIDS pandemic. This ability to stop the spread of HIV, specifically 
from mother to child during breastfeeding, remains a core commitment of the Foundation. Together with a broader 
HIV vaccine, a successful pediatric vaccine would be a key step in reducing the spread of infections, providing lifelong 
protection to millions of children and families, and ultimately creating the first generation free of HIV. 

Elizabeth Glaser was one of the first people to advocate for 
HIV and AIDS research specifically for infants and children. 
Since her initial efforts, the Foundation that now bears her 
name has continued to bring together the best minds in 
science to develop and implement critical research projects 
that support our mission to eliminate pediatric AIDS. 

HiV And Aids reseArcH 
And trAining progrAMs
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Foundation-supported pediatric HIV vaccine research initiatives include the following:

•	 Investigating breast-milk transmission of HIV 

•	 Understanding pediatric immune responses to HIV 

•	 Identifying potential vaccines for pediatric populations 

•	 Identifying solutions to obstacles in conducting clinical trials in infants

From January 1, 2000, through January 1, 2010, the Foundation invested more than $6.7 million in HIV vaccine research 
and development. 

Technical Leadership
The Foundation supports talented scholars and researchers around the world in their efforts to prevent, treat, and 
eliminate pediatric HIV and AIDS. It awards grants to individuals in all stages of their careers, including those who have 
just started their work and those who have been committed to their research for years. Technical leadership awards 
guarantee that awardees’ individual ideas and research are given visibility in, and support from, the medical and scientific 
communities. 

The International Leadership Award (ILA) is a three-year grant focused on international work in PMTCT and HIV care 
and treatment. The ILA program supports trained individuals in resource-poor settings who have the potential to develop 
and manage programs that would assist in the elimination of pediatric AIDS in the countries where they live. Recent 
awards were granted for research and implementation programs in the following areas:

•	 Improving the effectiveness of PMTCT services

•	 Strengthening maternal and infant diagnosis of HIV 

•	 Supporting the development of national policies and strategies to combat pediatric HIV and AIDS

•	 Examining the impact of antiretroviral drugs on children 

As of March 1, 2011, the Foundation has awarded 14 scientists and clinicians more than $5.7 million for research and 
training activities through the ILA program.  

The Elizabeth Glaser Scientist Award (EGSA) is a five-year grant awarded to the best scientists and clinicians dedicated 
to international HIV and AIDS research and care. One of the only named awards in HIV and AIDS research, the EGSA is 
the most prestigious private award the Foundation offers. Notable research includes the following:

•	 Developing an effective and safe HIV vaccine

•	 Better understanding immune response in children infected with HIV

•	 Researching the transmission of HIV through breast milk 

As of January 1, 2010, the Foundation has awarded 36 scientists and clinicians nearly $24.5 million under its  
EGSA program. 
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The Global HIV Pandemic
Every day, 900 children around the world are infected with HIV—the vast majority through mother-to-child transmission 
of the virus. Without treatment, almost half of these children will die by their second birthdays. The Foundation is 
committed to eliminating pediatric AIDS through the expansion of services to prevent mother-to-child HIV transmission, 
while ensuring access to comprehensive HIV care and treatment services for children, women, and families. 

In 2008, when the reauthorization of the President’s Emergency Plan for AIDS Relief (PEPFAR) was before the U.S. 
Congress, the Foundation led the call for increased access to prevention, care, and treatment services for children, 
women, and families living with HIV and AIDS. Today, the Foundation continues to be a strong voice for women and 
children around the world, ensuring that the effective implementation of prevention of mother-to-child transmission 
(PMTCT) and pediatric treatment services are prioritized by the U.S. government through PEPFAR and President Obama’s 
Global Health Initiative. Achieving these goals requires advocacy for increased U.S. funding for global HIV and AIDS 
programs in order to meet the needs of children and families worldwide.

Eliminating pediatric AIDS requires an international effort. Therefore, the Foundation’s advocacy is global in its scope. 
The Foundation partners with a number of multilateral and national institutions, including the World Health Organization; 
the United Nations Children’s Fund; the Joint United Nations Programme on HIV and AIDS; the Global Fund to Fight 
AIDS, Tuberculosis and Malaria; national ministries of health; and other global organizations and donors. The Foundation 
is working with these organizations to find ways to prioritize women and children in the global HIV and AIDS response, 
with a particular emphasis on the scale-up of PMTCT and pediatric HIV care and treatment.

The Foundation’s HIV and AIDS work also plays a critical role in broader global efforts to improve the health and 
longevity of all women and children. The Foundation’s PMTCT and HIV care and treatment programs help increase 
women’s access to quality antenatal care and delivery services; strengthen child health services; and support the 
establishment of sustainable, integrated health systems in the countries where we work. In partnership with other global 
organizations and governments, the Foundation is joining efforts to achieve three of the eight United Nations Millennium 
Development Goals established in 2000, including reduction of child mortality (Goal 4); improvement of maternal health 
(Goal 5); and combating HIV and AIDS, malaria, and other diseases (Goal 6). 

When Elizabeth Glaser discovered that the medicines prolonging her 
own life were unavailable to her young daughter, Ariel, because they had 
not yet been tested on children, she became one of the first people to 
champion the needs of HIV-positive children in the United States. Building 
on Elizabeth’s legacy, the Elizabeth Glaser Pediatric AIDS Foundation 
works with policymakers around the world to continue the work she 
started, advocating for the best public policies for children, women, and 
families living with and affected by HIV and AIDS.     

public policy 
And AdVocAcy
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The Foundation is also working to develop country-specific advocacy plans aimed at enhancing the reach of HIV 
prevention, care, and treatment programs at the national level and at raising awareness of pediatric HIV and AIDS issues 
among national policymakers, key influencers, the media, and other partners.

The U.S. HIV Epidemic
In addition to its work around the world, the Foundation engages in advocacy to ensure that women, children, and 
families living with or affected by HIV and AIDS in the United States receive the care they need. As a result of long-term 
advocacy efforts led by the Foundation and others, pediatric AIDS has been virtually eliminated in the United States, 
with fewer than 200 infants born with HIV each year. To maintain this success, the U.S. government and its partners must 
continue to focus resources and expertise on domestic pediatric HIV prevention, care, and treatment efforts. 

Working in partnership with other organizations, the Foundation advocated for the inclusion of women and children into 
the National HIV and AIDS Strategy, a presidential initiative led by the Obama administration and completed in 2010. 
The Foundation also advocates for full funding of the Ryan White Comprehensive AIDS Resources Emergency (CARE) 
Act, the largest federal program focused exclusively on HIV and AIDS care, including services specifically for children, 
women, and families living with HIV in the United States. 

The Foundation advocates for increased HIV testing as a key strategy for reducing the number of infants born with 
HIV in the United States. Testing women early in their pregnancy increases the chances that those women will receive 
the medical care and treatment they need to remain healthy and to deliver healthy, HIV-negative children. To boost 
HIV testing rates, the Foundation supports more robust implementation of the U.S. Centers for Disease Control and 
Prevention HIV testing guidelines as the most effective way to reach pregnant women and prevent mother-to-child 
transmission of HIV.

Research and Drug Development
Since Elizabeth Glaser first lobbied in the halls of the U.S. Congress more than two decades ago, the Foundation has 
carried on her advocacy to increase HIV-positive children’s access to the best available treatments. Today, the Foundation 
continues to advocate for strong investments in HIV-related scientific research, including the development of a pediatric 
HIV vaccine. 

An important step in slowing the spread of HIV in children is assessing current prevention and treatment approaches and 
identifying best practices and areas for improvement. The Foundation fights for continued global support of operations 
research to improve the delivery of HIV prevention, care, and treatment services and to replicate successful service 
models in the most affected regions of the world. 

Over the past decade, the Foundation has worked with the U.S. Congress and the presidential administration to enact 
and implement legislation that is widely credited for dramatically increasing the number of drugs tested and approved 
for children, including the Best Pharmaceuticals for Children Act and the Pediatric Research Equity Act. Building on the 
success of pediatric drug testing legislation, the Foundation worked with the U.S. Congress, the American Academy of 
Pediatrics, and other children’s health advocates to enact legislation that improves pediatric medical device development 
through the Pediatric Medical Device Safety and Improvement Act. The Foundation also supports safe access to medical 
products already on the market and improved public access to information about clinical trials of new therapies. 
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HoW to contAct 
tHe MediA teAM 
for tHe elizAbetH 
glAser pediAtric Aids 
foundAtion:

Robert Yule, Senior Media Relations Manager, Washington, D.C., USA
Telephone: 202.448.8456   
Fax: 202.296.9185 
Email: ryule@pedaids.org

Jane Coaston, Media Relations Coordinator, Washington, D.C., USA
Telephone: 202.280.1648 
Email: jcoaston@pedaids.org

Eric Kilongi, Senior Regional Communications Officer for Africa, Nairobi, Kenya 
Telephone: +254.20.44.54.081/2/3  
Email: ekilongi@pedaids.org
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Foundation Press Room:  
www.pedaids.org/Press-Room

Foundation Blog:  
www.pedaids.org/What-We-re-Doing/Foundation-Blog

A Mother’s Fight Campaign:  
www.amothersfight.org

Twitter:  
@EGPAF 
@EGPAF_Africa 
@Chip_Lyons

Facebook: 
www.facebook.com/HIVFREE

YouTube:  
http://www.youtube.com/user/EGPAF

Vimeo:  
http://www.vimeo.com/egpaf

Instagram:  
@EGPAF

Pintrest:  
http://www.pintrest.com/EGPAF

Follow the Foundation’s Work through Our Website and Social Media Channels:
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President and Chief Executive Officer Charles 
Lyons joined the Elizabeth Glaser Pediatric AIDS 
Foundation in 2010 after many years managing 
and developing programs for leading global 
nonprofits. With a professional emphasis on 
children’s welfare, HIV and AIDS, and global 
development, Lyons brings to the Foundation 
a commitment to support those living with and 
affected by HIV and AIDS. In his role as president 
and CEO, Lyons is responsible for the strategic, 
programmatic, fundraising, financial, and 
management operations of the organization. 

Prior to joining the Foundation, Lyons was director of special 
initiatives in the Global Development Program at the Bill & Melinda Gates Foundation, where 
he led a team dedicated to global poverty reduction. Prior to his work at the Gates Foundation, 
Lyons spent more than 20 years in increasingly prominent roles with the United Nations Children’s 
Fund (UNICEF), including program officer, UNICEF Mozambique; chief of staff to the executive 
director at UNICEF headquarters; and president and CEO of the U.S. Fund for UNICEF. A longtime 
advocate for global health, he is a member of the Human Rights Watch Health and Human Rights 
Advisory Committee and worked from its inception to develop the Global Alliance for Vaccines and 
Immunization (GAVI), serving on the board of the GAVI Fund and chairing its executive committee 
from 2004 to 2006. 

In September 2011, Lyons was appointed by President Barack Obama as U.S. Alternate 
Representative to the UNICEF Excecutive Board. 

Lyons studied political economy at the New School for Social Research in New York and has a 
bachelor’s degree from Carleton College in Minnesota. 

Charles (Chip) Lyons
President 
and Chief Executive Officer

stAff biogrApHies

Photo: Benjamin Meyers
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SENIOR LEADERSHIP TEAM

Nicholas Hellmann, MD 
Executive Vice President, Medical and Scientific Affairs

Executive Vice President of Medical and Scientific Affairs Dr. Nicholas Hellmann is responsible for providing strategic 
direction for the Elizabeth Glaser Pediatric AIDS Foundation’s programs and research initiatives, ensuring that children 
are at the forefront of scientific breakthroughs. Prior to joining the Foundation, Dr. Hellmann played key leadership 
roles, primarily focused on HIV and AIDS, at the Bill & Melinda Gates Foundation, ViroLogic Inc., Gilead Sciences, Roche 
Molecular Systems, and Bristol-Myers Squibb Pharmaceutical Research Institute. He received his MD from the University 
of Kentucky and served as an assistant professor in the Internal Medicine / Infectious Diseases Division at the University 
of California, San Francisco.

Philip O’Brien 
Executive Vice President, Communications, Advocacy, and Development

Philip O’Brien is the executive vice president of communications, advocacy, and development at the Elizabeth Glaser 
Pediatric AIDS Foundation. The Public Policy, Advocacy, and Communications department and the Development and 
Marketing department, which he oversees, are charged with increasing visibility and global support for the Foundation 
through coordinated marketing, communications, advocacy, and fundraising initiatives. Prior to joining the Foundation, 
O’Brien spent more than 20 years at the United Nations Children’s Fund (UNICEF), most recently as the director of 
private fundraising and partnerships, where he led global development, advocacy, and communications initiatives. In 
this role, O’Brien managed relationships with 36 UNICEF national committees, providing guidance and strategic support 
related to the individual programs’ brand building, fundraising, and outreach activities. O’Brien worked with international 
and nongovernmental organizations in Europe, Sudan, Bangladesh, Yemen, and Tanzania. He received his undergraduate 
degree in social policy and administration, and a master’s degree in economic science, at the University of Wales, 
Swansea. He is based in Geneva, Switzerland. 

Anja Giphart, MD, MPH 
Vice President, Program Implementation

Dr. Anja Giphart is responsible for managing the implementation and success of programmatic operations in the 17 
countries where the Elizabeth Glaser Pediatric AIDS Foundation works. She oversees the technical aspects of the 
Foundation’s in-country work, including monitoring and evaluation activities, quality assurance, country support, and 
technical assistance. Previous to her role supporting global program implementation, Dr. Giphart worked for the 
Foundation in Tanzania, first as the organization’s in-country technical director and later as the country director. Prior to 
joining the Foundation, she worked as an international health specialist for Macro International and held positions in 
Zambia and Mozambique providing and supervising clinic services at area hospitals. Dr. Giphart received her degree in 
medicine from Erasmus University and her master’s degree in public health from Johns Hopkins School of Public Health. 

foundAtion stAff
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Laura Guay, MD 
Vice President, Research

Dr. Laura Guay serves a dual appointment as vice president of research at the Elizabeth Glaser Pediatric AIDS Foundation 
and research professor at the George Washington University (GWU) School of Public Health and Health Services. She 
received her medical degree from GWU in 1985 and went on to a pediatrics residency at Rainbow Babies & Children’s 
Hospital and Case Western Reserve University (CWRU) in Cleveland, Ohio. Dr. Guay was a visiting lecturer at Makerere 
University in Kampala, Uganda, from 1988 to 1991 and then returned to CWRU to complete her fellowship in pediatric 
infectious diseases. She then spent seven more years in Uganda, where she worked on the landmark HIVNET 012 trial, 
which determined the effectiveness of single-dose nevirapine in preventing mother-to-child transmission of HIV. Prior to 
joining GWU, Dr. Guay was a member of the faculty at the Johns Hopkins University School of Medicine. 

Trish Devine Karlin  
Vice President, Global Business Planning

Trish Karlin is responsible for program operations and planning; program and resource management; and program 
design, strategy, reporting, outcomes, and communications at the Elizabeth Glaser Pediatric AIDS Foundation. During 
her 15-year tenure, she has helped the Foundation establish several notable current programs. Before joining the 
Foundation, Karlin worked for the California State Controller’s Office and served as executive director of the John M. 
Lloyd Foundation, where she is currently a board member.

Richard Marlink, MD 
Senior Advisor, Medical and Scientific Affairs

Dr. Richard Marlink oversees the Elizabeth Glaser Pediatric AIDS Foundation’s efforts to expand global HIV and AIDS care 
and treatment services, including antiretroviral treatment. Currently a professor at the Harvard School of Public Health, 
Dr. Marlink was part of the team that initially identified HIV-2, the second type of HIV, and he helped coordinate research 
concerning the clinical and biologic characteristics of both HIV-1 and HIV-2. In addition to a number of Botswana clinical 
studies in which he participates, Dr. Marlink is the principal investigator of Botswana’s first large-scale antiretroviral 
treatment study.

Elizabeth Penniman 
Vice President, Global Communications and Brand Strategy

Elizabeth Penniman has spent more than 20 years in senior communications and policy positions for corporations, 
government, and nonprofit organizations. She has worked in the fields of domestic and international politics and policy, 
including positions at the White House, the National Security Council, the State Department, and the U.S. Department 
of Health and Human Services. She served as director of communications for the U.S. Surgeon General, as director of 
publications for government affairs at the American Medical Association, and most recently as a senior communications 
consultant with the Corporation for Public Broadcasting. Penniman has received numerous commendations for her work 
in public health and civil service.
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RJ Simonds, MD 
Vice President, Program Innovation and Policy

Dr. RJ Simonds oversees the development and execution of new technologies and innovative approaches to optimize 
program effectiveness, as well as the documentation and dissemination of technical program policies, standards, 
and best practices. Prior to joining the Elizabeth Glaser Pediatric AIDS Foundation, he spent 20 years as a medical 
epidemiologist at the Centers for Disease Control and Prevention (CDC) in its domestic and global AIDS programs, with 
a special focus on HIV prevention, care, and treatment for children. Most recently, Dr. Simonds served as deputy director 
for the CDC’s Global AIDS Program and as a deputy principal for the President’s Emergency Plan for AIDS Relief; he also 
assisted with the early development of the Global Health Initiative in 2009. Dr. Simonds received a bachelor’s degree 
in geography from the University of California at Berkeley, earned a medical degree from the University of Hawaii, 
completed a pediatrics residency at Children’s Hospital of Pittsburgh, and trained in the CDC’s Epidemic Intelligence 
Service. In 2010 he was selected as a finalist for a Samuel J. Heyman Service to America Medal, an award honoring 
federal employees for public service.

Tami Ward-Dahl, SPHR/GPHR 
Vice President, Human Resources and Administration

Tami Ward-Dahl is responsible for developing and managing the overall strategic human resource systems, practices, and 
approaches to support the Elizabeth Glaser Pediatric AIDS Foundation’s organizational growth and development. Prior 
to joining the Foundation, she held executive positions at Ruesch International, Iomega Corporation, and OTC Division. 
Ward-Dahl is certified as a Senior Professional in Human Resources, a Global Professional in Human Resources, and a 
Certified Compensation Professional.

Colleen Zakrewsky 
Vice President, Development and Marketing 

Colleen Zakrewsky is responsible for increasing unrestricted funds for programs, research, and advocacy, with a specific 
emphasis on diversifying, increasing, and sustaining these resources through private-sector support. She also creates and 
implements marketing and fundraising strategies to support the Foundation’s mission and global focus. Prior to joining 
the Elizabeth Glaser Pediatric AIDS Foundation, Zakrewsky worked at the American Red Cross for more than 12 years, 
most recently as vice president of individual gifts, where she led a staff of 77 in increasing annual fundraising revenue 
through direct response, major and leadership gifts, and gift planning programs. Zakrewsky previously served as regional 
executive director of the American Red Cross Nashville Area Chapter and in leadership roles in Atlanta and New York. 
She received a bachelor’s degree in English from Bucknell University and attended the Wharton School’s Management 
Leadership Program at the University of Pennsylvania.
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COUNTRY DIRECTORS
Joseph Essombo, MD    
Côte d’Ivoire

John Ditekemena, MD, MPH 
Democratic Republic of Congo

Titus Syengo 
Kenya 

Leopold Buhendwa, MD, MPH 
Lesotho 

Patricia Mbetu 
Malawi 

Fernando Morales, MD 
Mozambique 

Cornelia van Zyl  
Rwanda 

Mohammed Ali Mahdi, MD, MIH 
Swaziland 

Jeroen van’t Pad Bosch, MD, MPH 
Tanzania 

Edward Bitarakwate, MD 
Uganda 

Susan Strasser, MPH, MSN, PhD 
Zambia 

Agnes Mahomva, MBChB 
Zimbabwe 

SENIOR ADVISORS
Alan Greenberg, MD, MPH 
Senior Technical Advisor, GWU Partnership 
Principal Investigator, George Washington University - 
Elizabeth Glaser Pediatric AIDS Foundation  
Partnership for Pediatric AIDS and Public Health 

Cathy Wilfert, MD 
Scientific Director Emerita 

ADDITIONAL FOUNDATION ExPERTS
Shabbir Ismail, MD, MPH 
Senior Director, Strategic Information and Evaluation 

Stephen Lee, MD 
Senior Director, Country Management and Support

Peter Savosnick 
Senior Director, Country Management and Support  

Dan Warco 
Senior Director, Accounting/Controller 

Catherine Connor, JD 
Director, Public Policy & Advocacy

Mary Pat Kieffer 
Director, Technical Leadership Development 

Christian Pitter, MD, MPH 
Senior Director, Global Technical Policy and Partnerships 

Jeffrey Safrit, PhD 
Director, Clinical and Basic Research 

Denis Tindyebwa, MD, MMED (Ped) 
Director, Pediatric Care and Treatment 

Godfrey Woelk 
Director, Global Implementation Research 
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Paul Glaser 
Honorary Chairman of the Board
Actor/Director/Producer  
Agoura, California 

Willow Bay 
Co-Chair
Freelance Reporter and Author  
Los Angeles, California

Russ Hagey  
Co-Chair
Chief Talent Officer and Partner 
Bain & Company  
San Francisco, California

Bill Belfiore 
Vice Chair 
Managing Director 
Tullett Prebon 
New York, New York

Omar Abdi 
Comptroller 
UNICEF 
New York, NY

Kathleen Cravero  
President 
Oak Foundation 
Geneva, Switzerland

Mark Dybul 
Co-Director 
O’Neill Institute for National and Global Health Law 
Senior Advisor to the President 
Georgetown University 
Washington, D.C. 

Jennifer Fox 
Managing Director  
Deutsche Bank 
New York, New York

Annie Hill 
Secretary/Treasurer 
Communications Workers of America 
Washington, D.C.

Paul Johnson 
Chief Executive Officer 
k-global 
Washington, D.C.

Paula Kerger 
President and Chief Executive Officer 
Public Broadcasting Service (PBS) 
Washington, D.C.

Charles Lyons 
President and Chief Executive Officer 
Elizabeth Glaser Pediatric AIDS Foundation 
Washington, D.C.

Joseph (Mike) McCune, MD, PhD 
Professor of Medicine 
Chief, Division of Experimental Medicine 
University of California, San Francisco 
San Francisco, California

Stuart Pape 
Managing Partner 
Patton Boggs, LLP 
Washington, D.C.

George W. Wellde Jr.  
Vice Chairman—Securities Division 
Goldman Sachs & Company (Retired) 
New York, New York

Susie Zeegan 
Co-Founder 
Marina del Rey, California 

boArd of directors
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people in the world

LIVE WITH HIV*

34 MILLION
of those infected

ARE CHILDREN

3.4 MILLION

IN 2011

900 CHILDREN are INFECTED with

HIV EVERY DAY

{ {90% 100%
MOTHER  CHILD>

of child infections are from
are preventable

transmission

Together We Will End AIDS, UNAIDS Report 2012

without diagnosis and treatment

50% DIE BEFORE
ND BIRTHDAYS

Almost

of HIV infected infants will

their
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TESTING is the first and most 
critical step in reducing mother-
to-child transmission. Knowing her 
status, an expectant mother can 
receive the essential treatment 
that will protect her health and the 
health of her baby.

PRENATAL TREATMENT for 
HIV-positive expectant mothers 
can protect their babies from 
HIV by drastically reducing 
the risk of mother-to-child 
transmission. Antiretroviral 
therapy and education 
services have been proven to 
significantly reduce the risk of 
transmission to their infants.

SAFE CHILDBIRTH is an 
important consideration for any 
expectant mother, yet many 
women lack access to proper 
facilities. We’re working to 
ensure that more women have 
access to prenatal care and 
to the adequate health care 
facilities they need to have a 
safe place for their delivery.

CHILD HEALTH VISITS 
are critical in the first few 
months of a newborn’s life. 
We help provide access 
to comprehensive routine 
checkups that can help identify 
infections and put an HIV-
positive child on the path to 
treatment and stronger health.

CARE AND TREATMENT IF 
A CHILD IS HIV+ is incredibly 
important. Without treatment, 
the statistics are bleak — half 
of HIV infected infants won’t 
make it to their second birthday. 
Those receiving treatment 
however, can thrive and remain 
healthy well into adulthood.

THE KEy STEPS To

MoTHER-To-CHILD TRANSMISSIoN
PREVENTING

SAFE BREASTFEEDING can 
greatly reduce the risk of 
transmission from mothers to 
children through breast milk.
Exclusive breastfeeding and 
antiretroviral (ARV) medicines can 
protect infants from infection.

EARLy INFANT TESTING can 
measure a child’s HIV status in 
the first few months of life. As 
a result, HIV-positive children 
can have early access to the 
treatment they need to support 
their long-term healthy survival.
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