
History of the prevention of mother-to-child transmission of HIV
in Thailand

Nittaya Phanuphak* and Praphan Phanuphak

Thai Red Cross AIDS Research Center, Bangkok, Thailand

Abstract

Strategies for the prevention of mother-to-child transmission (PMTCT) of HIV have undergone considerable evolution
based on scientific evidence, both at global and local levels. Because of the rapid expansion of the HIV epidemic among
the heterosexual population, and the relatively advanced mother and child health infrastructure, Thailand has been the
site of international study for more efficacious and cost-effective PMTCT regimens since mid-1990. The example of the
Thai Red Cross Society in providing standard PMTCT care through public donations under the patronage of Her Royal
Highness Princess Soamsawali is an example that non-governmental organisations in other countries can follow to accelerate
access to standard PMTCT care. However, there are still many challenges before vertical transmission of HIV is completely
eradicated.
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Introduction
Thailand experienced its first HIV cases in 1985 [1]. Initially, the
epidemic was among homosexuals and bisexuals, but later spread
to people who inject drugs (PWID) and the heterosexual population
[2]. In 1988, the first-known birth of a child to an HIV-infected
woman occurred in Chulalongkorn University Hospital in Bangkok.
The birth could not take place in the delivery room as a result of
the hysteria among healthcare personnel. The delivery occurred
instead on the AIDS ward and had to be performed by the
Chairman of the Obstetrics and Gynaecology Department.

The HIV epidemic among pregnant women began in 1990. This
followed the increase in the epidemic among men who became
HIV-infected by female sex workers [2]. The height of the HIV
epidemic among pregnant Thai women occurred around 1995, with
a prevalence of 2%. With approximately one million deliveries a
year during that period, 20,000 HIV-infected pregnant women were
expected to be HIV positive. However, with the effective control
of HIV infection through education, a condom campaign and
universal access to antiretroviral therapy (ART), HIV prevalence
among pregnant women in Thailand in 2014 was only 0.6%
(Bureau of Epidemiology, Department of Disease Control, Ministry
of Public Health, Thailand).

Following the report of zidovudine use in the ACTG 076 study
[3], the first available antiretroviral agent for reducing mother-to-
child HIV transmission in 1994, many research and service delivery
activities have been undertaken in Thailand in order to find an
effective and affordable ART regimen to prevent mother-to-child
transmission (PMTCT) of HIV. This retrospective review documents
the efforts in Thailand over the last two decades ahead of the
decision to implement the WHO Option B+ for the Thai national
PMTCT programme. This will hopefully encourage other countries
with limited resources to move towards ending HIV vertical
transmission as planned by UNICEF/WHO/UNAIDS [4].

Evolution of PMTCT in Thailand
According to the ACTG 076 regimen, zidovudine, or
azidothymidine, was given to HIV-infected pregnant women
starting from 14 weeks of gestation until delivery, together with
peripartum zidovudine infusion. Newborns were given 6 weeks
of zidovudine together with formula feeding. The treatment

regimen reduced the risk of HIV transmission by approximately
two-thirds [3]. Following this ground-breaking report, as well as
subsequent confirmatory studies [5], ZDV has been administered
as standard of care for PMTCT in the Western world since 1994.
However, its use in resource-limited settings has been constrained
by its cost. As a consequence, a trial of placebo-controlled trial
of a short course (4 weeks) of zidovudine in only the mothers
was launched in Thailand in 1995 [6]. The ethics of this study
were heavily criticised because of the placebo arm and the lack
of a standard zidovudine arm as control [7].

In order to find an alternative option, rather than to be enrolled
in the Thai-US CDC placebo-controlled short-course zidovudine
trial, a public fund was created to provide a free standard
zidovudine PMTCT regimen to HIV-infected pregnant women in
Thailand. Her Royal Highness Princess Soamsawali gave one million
Baht (equivalent to US$50,000 then) to the Thai Red Cross Society
(TRCS) in mid-1996 to start the Princess Soamsawali PMTCT Fund
(Figure 1). The general public could also give to this fund and
the donations were tax deductible. Any hospital throughout
Thailand can request the PTMCT medications for their patients
from TRCS and the medication is delivered to the hospital by
express mail. The hospital was required to report back on treatment
outcome in terms of HIV transmission and side effects [8].

The TRCS PMTCT regimen has been updated continuously as new
scientific evidence emerges. For example, it was shortened to an
8-week antenatal period in 1998 when our initial results showed
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Figure 1. Her Royal Highness Princess Soamsawali holds a baby born to an HIV-
positive mother who was enrolled into the Princess Soamsawali PMTCT
programme
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equal efficacy to the original 24-week treatment period [8]. When
the results of single-dose nevirapine from the HIVNET 012 came
out [9], a single dose of nevirapine was added to the TRCS
zidovudine regimen in 2000. The TRCS PMTCT regimen was
changed again to a triple-drug regimen in 2004, starting at 14
weeks of gestation (Figure 2) [10]. These triple-drug regimens
contained zidovudine and lamivudine with one of nevirapine,
efavirenz or lopinavir/ritonavir. These TRCS regimens were always
followed by 6 weeks of zidovudine to the newborns, together with
formula feeding. The TRCS PMTCT donation programme also
provided free formula to newborns until 12 months of age.

When the results of the ‘short-course zidovudine’ trial were
published in 1999, it showed a 50% efficacy, reducing the rate
of HIV transmission from 18.9% in the placebo group to 9.4%
in the zidovudine arm [6]. It was therefore not effective enough
to be implemented nationwide. At the same time, other groups
such as the US Centers for Disease Control and the French agency
were pursuing other more potent regimens such as a 12-week
course of zidovudine plus a single-dose of nevirapine, or
zidovudine plus lamivudine plus a single-dose of nevirapine [11],
as well as measures to cover the tail of residual nevirapine when
PMTCT was discontinued after delivery [11,12]. None of these
clinical studies led to any agreed national regimen until 2010 when
zidovudine/lamivudine with ritonavir-boosted lopinavir was
selected by the Thai Ministry of Public Health (MOPH).

Between 1996 and 2015, 7786 patients from 94 hospitals
throughout Thailand received PMTCT medications from TRCS
funded through the Princess Soamsawali PMTCT Fund. Among
1832 pregnant women enrolled into the TRCS PMTCT programme
who received a triple-drug regimen between 2004 and 2010, the
transmission rate was found to be 1.1%. Around 85% of these
women were treatment-naïve and their median CD4 cell count was
367 (252–516) cells/mm3. Median (IQR) gestational age at first
antenatal care was 25 (18–29) weeks and duration of triple-drug
regimens during pregnancy was 10.4 (7.3–13.4) weeks. Severe
(grade III/IV) adverse events, including elevation of alanine
aminotransferase and rash, were found in less than 1.5% and
resolved after modification of the PMTCT regimens. PMTCT
duration of <1 month (odds ratio 3.7, 95% CI 1.2–11.9, P=0.03)
was a significant risk factor for transmission by multivariate analysis
[13].

The government of Thailand started to give the triple-drug regimen
to all HIV-infected pregnant women (Option B of WHO Guidelines)
in 2010. This has resulted in a marked reduction in requests for
PMTCT medications from TRCS since 2011. The project resources
are now being used to provide PMTCT medications for illegal
migrant women who are not eligible for the free ART provided
by the Thai government.

The decision by the Thai government to implement the WHO
Option B in 2010 was brave. It was partly influenced by the

demand as spearheaded by the TRCS and data from the Princess
Soamsawali PMTCT Fund. In addition, the recommendations by
WHO and UNICEF, under the leadership of Gottfried Hirnschall
and Craig McClure, respectively, in recommending Option B and
B+ in the WHO 2010 Treatment Guidelines was also important
and enabled Thailand to make its own decision more quickly.

It is interesting to note that when the Thai MOPH made the
decision to offer triple-drug therapy to pregnant women (WHO
Option B), the only recommended regimen comprised zidovudine/
lamivudine/ritonavir-boosted lopinavir in order to simplify the
medication and prevent the need for tapering zidovudine and
lamivudine when nevirapine or efavirenz was used. The proposal
to implement the WHO Option B+ was heavily debated in 2013.
Many obstetricians and paediatricians were concerned about the
mothers’ adherence since they were still healthy and would be
busy nursing the newborns. However, when the Adult Treatment
Guidelines Committee decided to recommend initiation of ART
at any CD4 cell count in the updated guidelines (2014), the PMTCT
Guidelines Committee also adopted the WHO option B+ so that
all pregnant women would continue triple-drug therapy after
delivery in the same way as all other adults [14].

With the nationwide adoption of WHO Option B in 2010 and
Option B+ in 2014, it is expected that the rate of vertical HIV
transmission in Thailand will fall below 1%. The Thai MOPH is
expecting to receive the UNAIDS/UNICEF certification of
elimination of mother-to-child transmission of HIV (i.e. transmission
rate less than 2% in non-breastfeeding populations) during 2016.
Data from the end of 2015 showed that the vertical HIV
transmission rate was 1.90%.

Despite of the Option B+ approach, there are several reasons for
the high transmission rate. The first is late or no antenatal care.
In 2014, median gestational age at first antenatal care among
HIV-infected pregnant women was 19 weeks and 8% had no
antenatal care (Department of Health, Ministry of Public Health,
Thailand). There are certainly opportunities to improve earlier
access to antenatal care for all pregnant women, which will enable
the detection of HIV infection early enough to allow effective viral
load suppression prior to delivery with the use of triple-drug
regimens. Ideally, HIV RNA quantification should be carried out
2–4 weeks before the expected delivery date to identify pregnant
women with unsuppressed HIV RNA close to delivery. This
information would help in making the decisions for elective
Caesarean section and intensification of PMTCT regimens. Thailand
is currently piloting such an intensification with raltegravir for
pregnant women who have received less than 12 weeks of
treatment with a PMTCT regimen and for those who have viral
loads over 1000 copies/mL at week 36 of gestation. Adding this
rapid acting antiretroviral should accelerate viral suppression prior
to the delivery. The efficacy of this intensified PMTCT regimen
will be known by the end of 2017.
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Figure 2. Evolution of PMTCT regimens in Thailand comparing the Thai Red Cross Society regimens and the Ministry of Public Health regimens starting and ending at various time
periods from 1996 to 2010. ZDV: zidovudine; sd-NVP: single-dose nevirapine; 3TC: lamivudine; EFV: efavirenz; NFV: nelfinavir; LPV/r: lopinavir/ritonavir
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The second reason for this rate of vertical HIV transmission is if
a woman who tested HIV-negative at her first antenatal care visit
later seroconverts during the pregnancy or the breastfeeding
period. These new infections can originate from a partner who
was already infected but had never been tested or who was also
newly infected from other partners. In 2015, approximately 10%
of newly diagnosed HIV-positive infants were born to women
whose HIV-positive status was only diagnosed near delivery or
during the breastfeeding period (Department of Health, Ministry
of Public Health, Thailand). This problem can be partially solved
by implementing a second HIV test during the third trimester and
also encouraging partners to have an HIV test during antenatal
care. However, although it is already recommended, in 2015 the
partners of only 42% of pregnant women in Thailand were tested
for HIV during antenatal care or after delivery (Department of
Health, Ministry of Public Health, Thailand).

Another reason for transmission is difficulty in accessing antenatal
care and PMTCT for non-Thai migrant workers in the country. This
in part explains why vertical HIV transmission rates are still above
1% in Thailand. Health insurance is available through the Social
Security Scheme for registered migrants and the Migrant Health
Insurance Card for non-registered migrants in Thailand. Efforts are
being made to strengthen these health insurance systems and to
encourage enrolment of non-Thai migrant workers to ensure access
to timely healthcare services, including PMTCT.

Discussion

Preventing or eliminating HIV transmission from mother to child
is technically possible due to the availability of potent antiretrovirals
that can reduce the HIV viral load in the mother down to levels
that are not associated with transmission to the child (i.e. less than
1000 copies/mL). Lessons from the past have demonstrated that
this cannot be accomplished by the administration of one or two
ARV drugs such as zidovudine or zidovudine plus single-dose
nevirapine, but requires a triple-drug PMTCT regimen.

The safety and affordability of triple-drug PMTCT regimens in
pregnant women and newborns in resource-limited settings have
been major concerns. As a consequence of cost concerns, there
have been double-standards in PMTCT guidelines over the last
two decades with gold standard triple-drug regimens recommended
in resource-rich countries and less effective solutions in resource-
poor countries. In addition, despite being able to afford triple-drug
PMTCT, some middle-income countries were reluctant to
recommend its use because it had not been recommended by WHO
and UNICEF. Thankfully, since 2013 we now have WHO guidelines
that only recommend triple-drug PMTCT regimens (Option B at
least). This has made it easier for many countries to make
appropriate national PMTCT recommendations.

The example of the TRCS initiative in setting up the country‘s
standard for the most effective PMTCT regimens available, shows
that large, local non-profit organisations such as the Red Cross/
Red Crescent can mobilise resources for PMTCT care before
governments make policy decisions. The availability of a PMTCT
regimen provided by TRCS PMTCT programme combined with
reductions in the price of antiretrovirals influenced the final MOPH
decision in 2010 to use triple-drug regimens for PMTCT.

The Princess Soamsawali PMTCT Fund was nominated as one of
the UNAIDS Best Practices in 2000 as a good example of public
mobilisation for HIV funding. Charities that save lives of newborns
are generally well supported in any society, particularly those with
royal patronage. Additionally, donations can be encouraged by

making them more attractive for other financial reasons, for
example tax deductions.

The experience from Thailand tells us that effective PMTCT drugs
alone cannot completely prevent vertical transmission of HIV.
PMTCT also requires an effective mother and child health
infrastructure and a collaborative management programme.
Innovative approaches are still needed to reinforce early access
to PMTCT and to enhance PMTCT interventions for pregnant
women and their newborns when HIV infection is discovered late
in pregnancy, for example with intensified PMTCT regimens or
potentially with broadly neutralising antibodies administered to
newborns [15].

Conclusion
PMTCT has undergone considerable evolution based on scientific
evidence, both at global and local levels. Because of the rapid
expansion of the HIV epidemic among the heterosexual population,
and the relatively advanced mother and child health infrastructure,
Thailand had the privilege of being selected as a site of
international study on more efficacious and cost-effective PMTCT
regimens since mid-1990. The example of the Thai Red Cross
Society in providing standard PMTCT care through public donations
under the patronage of Her Royal Highness Princess Soamsawali
is an example that non-governmental organisations in other
countries can follow to accelerate access to standard PMTCT care.
However, there are still many challenges before vertical transmission
of HIV is completely eradicated.

References
1. Phanuphak P, Locharernkul C, Panmuong W, Wilde H. A report of three cases of

AIDS in Thailand. Asian Pac J Allergy Immunol 1985; 3: 195–199.

2. Ruxrungtham K, Brown T, Phanuphak P. HIV/AIDS in Asia. Lancet 2004; 364: 69–82.

3. Connor EM, Sperling RS, Gelber R et al. Reduction of maternal-infant transmission
of human immunodeficiency virus type 1 with zidovudine treatment. Pediatric AIDS
Clinical Trials Group Protocol 076 Study Group. N Engl J Med 1994; 331: 1173–1180.

4. UNAIDS. Global Plan towards the elimination of new HIV infections among children
by 2015 and keeping their mothers alive. Available at: www.unaids.org/en/
resources/campaigns/globalplan (accessed March 2016).

5. Cooper ER, Nugent RP, Diaz C et al. After AIDS clinical trial 076: the changing pattern
of zidovudine use during pregnancy, and the subsequent reduction in the vertical
transmission of human immunodeficiency virus in a cohort of infected women and
their infants. Women and Infants Transmission Study Group. J Infect Dis 1996; 174:
1207–1211.

6. Shaffer N, Chuachoowong R, Mock PA et al. Short-course zidovudine for perinatal
HIV-1 transmission in Bangkok, Thailand: a randomised controlled trial. Bangkok
Collaborative Perinatal HIV Transmission Study Group. Lancet 1999; 353: 773–780.

7. Phanuphak P. Ethical issues in studies in Thailand of the vertical transmission of
HIV. N Engl J Med 1998; 338: 834–835.

8. Thisyakorn U, Khongphatthanayothin M, Sirivichayakul S et al. Thai Red Cross
zidovudine donation program to prevent vertical transmission of HIV: the effect
of the modified ACTG 076 regimen. AIDS 2000; 14: 2921–2927.

9. Guay LA, Musoke P, Fleming T et al. Intrapartum and neonatal single-dose nevirapine
compared with zidovudine for prevention of mother-to-child transmission of HIV-1
in Kampala, Uganda: HIVNET 012 randomised trial. Lancet 1999; 354: 795–802.

10. Phanuphak N, Phanuphak P. Proposed guidelines for the prevention of mother-to-
child transmission of HIV in the middle-income countries: the Thai Red Cross PMTCT
guidelines. Future HIV Ther 2008; 2: 551–565.

11. Jourdain G, Ngo-Giang-Huong N, Le Coeur S et al. Intrapartum exposure to
nevirapine and subsequent maternal responses to nevirapine-based antiretroviral
therapy. N Engl J Med 2004; 351: 229–240.

12. McIntyre JA, Martinson N, Gray G. Single dose nevirapine combined with a short
course of combivir for prevention of mother to child transmission of HIV-1 can
significantly decrease the subsequent development of maternal and infant resistant
virus. Antivir Ther 2005; 10: S4.

13. Phanuphak N, Teeratakulpisarn S, Chinmahun A et al. Efficacy and safety of maternal
triple-drug ARV regimens: Thai Red Cross PMTCT Program, 2004–2010. Conference
on Retroviruses and Opportunistic Infections. February 2011. Boston, MA, USA.
Abstract 742.

14. Manosuthi W, Ongwandee S, Bhakeecheep S et al. Guidelines for antiretroviral therapy
in HIV-1 infected adults and adolescents 2014, Thailand. AIDS Res Ther 2015; 12:
12.

15. Voronin Y, Mofenson LM, Cunningham CK et al. HIV monoclonal antibodies: a new
opportunity to further reduce mother-to-child HIV transmission. PLoS Med 2014;
11: e1001616.

History of PMTCT of HIV in Thailand 109

Journal of Virus Eradication 2016; 2: 107–109 VIEWPOINT


