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PMTCT: A Global Health Priority

• Newborn infections cause preventable morbidity/mortality.

• Progress made but gaps remain in testing, treatment, and birth-dose 
vaccination.
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Triple Elimination Initiative (WHO)

• Integration of EMTCT of HIV, syphilis and hepatitis B into maternal & newborn 
care.

• Programmatic validation pathways and indicators.



Integrating the Elimination of Mother-to-Child 
Transmission (EMTCT)

• WHO’s Integrated, Person-Centered 
Framework

• Four-Pillar Approach
1. Primary prevention
2. Sexual & reproductive health (SRH) linkages
3. Essential maternal EMTCT services
4. Infant, child & partner services

• Programmatic Validation Pathways
• Validation process: Countries apply and undergo 

WHO assessment to confirm EMTCT 
achievement.

• Path to elimination: A three-level pathway
supports countries with high HIV, HBV, or syphilis 
burden.

• Maintaining validation: Requires continuous 
prevention, service quality monitoring, and 
reporting.

• Requirements for Multi-Level Achievement
• Strong national leadership and accountability
• High-quality, routinely analyzed data
• Cross-sector coordination across HIV, STI, MCH, 

immunization, and laboratory systems

Key Indicators for Progress & Validation
Antenatal services

•ANC coverage
•HIV, syphilis & HBsAg screening
•ART coverage for HIV-positive pregnant women
•Timely treatment of syphilis-positive pregnant 
women

Maternal & infant services
•EMTCT service quality
•Infant ARV prophylaxis
•Timely HBV birth-dose vaccination
•Full immunization coverage
•Viral load monitoring

Partner & child services
•Partner testing & treatment
•Integrated MCH–HIV–STI–immunization service 
delivery



WHO’s global triple-elimination 
initiative

•Integrated, routine maternal services that screen and treat HIV, 

syphilis, and hepatitis B (HBV)

•Timely HBV birth dose for newborns and completion of infant 

HBV immunisation series

•Maternal ART and infant prophylaxis to prevent HIV 

transmission

•Use of point-of-care or laboratory testing during antenatal 

care

•Partner testing and linkage to appropriate care

•Strong surveillance, monitoring, and registry systems to track 

case rates and coverage indicators required for validation



PTE MTCT Indicators (HIV & Syphilis)

Tier Process Indicators Impact Indicators

GOLD ANC ≥95%
HIV/Syphilis testing ≥95%
ART ≥95%
Syphilis treatment ≥95%

HIV MTCT <2% (non-BF) or 
<5% (BF)
New pediatric HIV ≤250/100k
CS ≤250/100k

SILVER ANC ≥90%
HIV/Syphilis testing ≥90%
ART ≥90%
Syphilis treatment ≥90%

HIV MTCT <2% (non-BF) or 
<5% (BF)
New pediatric HIV ≤500/100k
CS ≤500/100k

BRONZE ANC ≥90%
HIV/Syphilis testing ≥90%
ART ≥90%
Syphilis treatment ≥90%

HIV MTCT <2% (non-BF) or 
<5% (BF)
New pediatric HIV ≤750/100k
CS ≤750/100k



The global impact targets for eliminating mother-to-child 

transmission (EMTCT)

Paediatric HIV
▪ Population case rate: ≤ 50 new paediatric

HIV infections per 100,000 live births.
▪ HIV MTCT rate: <2% in non-breastfeeding 

populations, or <5% in breastfeeding 
populations. 

Congenital syphilis
▪ Cases per 100,000 live births: ≤ 50 cases. 

Hepatitis B (HBV)
▪ HBsAg prevalence in children under 5 

(birth cohort): ≤ 0.1%. 













HIV — Key principles for PMTCT

• Test early and repeatedly in pregnancy (1st visit + third trimester if high 
risk).

• Immediate initiation of ART for all pregnant/breastfeeding women with HIV.

• Viral suppression near delivery is the strongest predictor of MTCT risk.





HIV — Recent literature updates (2023–2025)

• Evidence supports early ART initiation and maintaining viral suppression reduces 
MTCT to <1% in breastfeeding settings.

• New prevention tools (long-acting PrEP and long-acting agents) show promise for 
women of reproductive age.





HIV-positive mothers with undetectable viral load can now safely 
breastfeed their infants, according to recently updated 
recommendations.1 Previously, HIV-positive women were not encouraged 
to breastfeed, limiting their choices on how to care for and feed their 
infants. This change aligns with new evidence-based literature and 
promotes equity in health care by offering HIV-positive mothers the same 
breastfeeding opportunities as those without the virus.

•Individuals who choose to breastfeed should be counseled on and supported in 
adherence to ART, viral suppression, and engagement in postpartum care for 
themselves and their babies.













HIV — Antiretroviral choices in pregnancy

• Dolutegravir-based regimens recommended as first-line (efficacy, 
tolerability).

• TDF/FTC backbone commonly used; safety in pregnancy well supported.

• Importance of adherence support and resistance monitoring.









HBV — Key interventions to prevent MTCT

Recommended Action Key Updates & Context

💉 Universal Screening
Test all pregnant women for HBsAg at 
their first antenatal visit .

A "triple panel" (HBsAg, anti-HBs, 
anti-HBc) is now recommended for 
adults in some guidelines .

🛡️ Antiviral Prophylaxis

Provide antiviral treatment (e.g., 
TDF) in the third trimester to 
pregnant women with high viral load 
(e.g., HBV DNA ≥200,000 IU/mL) .

Eligibility has been expanded; it is a 
key strategy to block transmission in 
high-risk mothers .

👶 Infant Vaccination & Protection

Ensure all newborns receive:
• HepB-BD: A birth dose within 24 
hours.
• Completion of the vaccine series .

Hepatitis B Immunoglobulin 
(HBIG) is also given within 24 hours 
to infants born to HBsAg-positive 
mothers .

✅ Post-Vaccination Testing

Conduct Post-Vaccination Serological 
Testing (PVST) for infants born to 
infected mothers, 1-2 months after 
the final vaccine dose .

Confirms the success of the PMTCT 
strategy and identifies the few 
infants for whom it failed



HBV — Recent evidence & guidance (2020–2025)

• Trials and guideline reviews reinforce TDF safety and effectiveness to reduce perinatal 
HBV transmission.

• Where HBV DNA testing unavailable, HBeAg can be used as a proxy in many settings.



Cohort Studies on TAF in Pregnancy

• Cohort 1: Multicenter Prospective 
Study
– • Population: Pregnant women with HBV 

DNA >200,000 IU/mL

– • Intervention: TAF vs TDF started at 24–
35 weeks

– • Infant prophylaxis: HBV vaccine ± HBIG

– • Outcomes:
• – 0% HBsAg positivity at 7 months in TAF 

group

• – Good maternal tolerance; nausea ~19%

• – No birth defects; normal infant growth



Cohort Studies on TAF in Pregnancy

• Cohort 2: Early/Mid-Pregnancy 
Exposure Study
– • 98 women initiating TAF earlier in 

pregnancy
– • All achieved HBV DNA <200,000 

IU/mL by delivery
– • 0% MTCT; no congenital 

abnormalities

• Postpartum Study (332 women)
– • ALT flares common: 25.6% had ALT 

>2× ULN
– • 12.8% required extended antiviral 

therapy



TAF in Pregnancy for HBV PMTCT – Summary

• Zero MTCT in available cohorts with maternal TAF + infant 

prophylaxis

• Effective viral suppression (HBV DNA <200,000 IU/mL by delivery)

• Good maternal safety; nausea most common adverse effect

• No congenital defects; normal infant growth

• Lower fetal exposure than TDF (undetectable in cord blood/breast 

milk)

• Postpartum ALT flares require monitoring

• Advantages: improved renal/bone safety, minimal fetal exposure

• Limitations: data smaller than TDF; need broader/global evidence



Vertical Transmission Risk According to Syphilis Stage



Vertical Transmission Risk According to Treatment 
Timing in Pregnancy



Syphilis — Prevention essentials

• What’s New / Reinforced
• There's a renewed urgency: congenital 

syphilis is increasing, so timely antenatal 

screening (even repeat) is more critical than 

ever.

• Penicillin remains the gold standard, and 

WHO / CDC both stress starting and 

completing treatment with correct timing.

• Partner treatment is increasingly 

emphasized to avoid reinfection.

• Supply chain for penicillin is a public health 

priority, especially in resource-limited 

settings.



Implementation challenges & solutions

• Laboratory access (HBV DNA, VL) and supply chain constraints.

• Retention in care across pregnancy and postpartum period.

• Stigma, funding fluctuations, and workforce shortages.



Case Study: Integrated PMTCT Program (Example)

• Setting: Regional hospital — aim: increase birth-dose coverage from 40% to 
90% in 2 years.

• Key interventions: staff training, birth-dose vaccine in delivery ward, data 
dashboard, community outreach.



Future directions & research gaps

• Need for safe long-acting prevention options for women of reproductive 
age.

• Better point-of-care HBV DNA or affordable alternatives.

• Implementation research on sustaining EMTCT gains amid funding changes.



Summary & Recommendations

• Triple elimination is achievable with integrated ANC services and evidence-
based interventions.

• Prioritize early testing, maternal treatment, birth-dose vaccination, and infant 
follow-up.



Thanks for attention


