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Preface

Thailand’s Ministry of Public Health has worked consistently since 2000 to prevent and eliminate mother-
to-child transmission (MTCT) of HIV and syphilis. Services in public health facilities across Thailand to
support the elimination of mother-to-child transmission (EMTCT) have been standardized for the quality
and equity of health service access. Over the past two decades of ongoing implementation, the national
guideline has been revised and updated several times to be responsive to fast-changing situationsand to
reflect learning from domestic and international technical advancements. To date, Thailand’s EMTCT
package has been standardized to cover couples’ HIV counseling and testing, the provision of highly active
anti-retroviral therapy (HAART) to all pregnant women who are HIV positive and newborns, early infant
diagnosis for HIV, and comprehensive and continuous family care. For syphilis, pregnant women will
receive free testing twice a year, and treatment can be provided immediately for those with a positive test
result the according to the standards. The partners of syphilis-positive pregnant women will also receive
free testing and treatment according to the universal health coverage. Babies born to syphilis-positive
mothers will receive both testing and treatment according to the national guidelines. These efforts
culminated in validation in 2016 from the World Health Organization (WHO) that Thailand had achieved
EMTCT of HIV and syphilis, and the achievement was revalidated in 2018.

Thisvalidation, however, does notsignifythatthe job isfinished. Thereare still several factors as described
in this report that could potentially disrupt the achievement of zero MTCT of HIV and syphilis, which is a
key element of the Thailand National Strategy to End AIDS 2017-2030.* This report demonstrates the
unified and relentless commitment frommultisectoral players in Thailandandstrategic responses, including
health service and health data improvement during 2018-2019 for EMTCT of HIV and syphilis. All these
endeavorsare strongly expected to sustain and accelerate the achievement of EMTCT of HIV and syphilis
in Thailand in the near future and will lead Thailand soon to achieve triple elimination of MTCT of HIV,
syphilis and hepatitis B.

Mr. Anutin Charnvirakul
Minister of Public Health
27 January 2021

! The National Strategy is available at
https://hivhub.ddc.moph.go.th/Download/Strateqy/EN_3Thailand%20National%20Strateqy%20t0%20End%20AID

S.pdf.
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Executive summary

Thailand has achievedthe targets for the elimination of mother-to-child transmission (EMTCT) of HIV and
syphilis, set by the World Health Organization (WHO). This achievement was validated initially in June
2016, and the validation maintained in 2018. Thailand maintained the EMTCT of HIV and syphilis by
achieving the WHO targets for both impact and process indicators in 2018 and 2019. The rate of mother-
to-child transmission (MTCT) of HIV estimated by Spectrum was maintained between 1.74% and 1.97%
in 2018-2019. The number of new pediatric HIV-infections was 9.7 per 100,000 in 2017, followed by 7.8
per100,000in2018and10.5 per 100,000 in 2019. While the rate of congenital syphilis has been maintained
below the elimination target of 50 cases per 100,000 live births, Thailand recognizes the increase from 14.6
cases per 100,000 live births in 2017 to 25.06 per 100,000 in 2018 and 45.62 cases per 100,000 in 2019 and
has been implementing measures to address the situation. The stillbirth rate among general live births was
4.28 per 100,000 live births in 2018 and 4.47 per 100,000 live births in 2019.

In 2018 and 2019, all process indicators were maintained above the WHO targets of 95% including
coverage ofantenatal care (ANC) (>98%), HIV and syphilis testing (>99%), antiretroviral treatment among
HIV-positive pregnant women (>97%) and syphilis treatment among pregnant women (>97%,). All
pregnant women in Thailand can access free ANC at every health-care facility regardless of their health
insurance scheme. The coverage of at least one ANC visit for all pregnant women climbed to 98.5% in
2019. Data from the health data center of the Ministry of Public Health showed that 74.5% of pregnant
women in 2018 and 80.6% of pregnant women in 2019 had their first ANC visit before the twelfth week of
gestation, and 62.9% of pregnantwomenin 2018 and 70.2%in 2019 had more than five quality ANC visits.
More than 98% of newborns were delivered in health-care facilities.

A combination of factors made it possibleto sustainEMTCT of HIV andsyphilis, including national health-
care ownership and leadership; sustained political commitment; a favorable legal and policy environment;
a well-developed national health system including HMIS and the consistent strengthening of its building
blocks; enhancement of community systems; andthe strengthening of the community interface with health-
care systems.

Beyond HIV-specific policies, Thailand has also strengthened its other policies, such as those around
migrant health, quality birth, sexual and reproductive health and adolescent pregnancy and gender -based
violence. Through an integrated approach, these policies aim to increase access to information and services
to prevent the transmission of HIV and syphilis, which help further reduce MTCT of HIV and syphilis.
These policies set out inclusive and non-discrimination measures, including having access to early ANC
and perinatal-HIV prevention prophylaxis; reducing the adolescent pregnancy rate; and the provision of
full ANC services to all.

Thailand commits to continue to monitor the situation of MTCT of HIV and syphilis and assess the quality
of services forthe prevention andtreatmentof HIV andsyphilis for pregnantwomen, mothers and children.
Thailand will take associated measures to close the gaps or further improve access, coverage and quality of
services and processes to ensure EMTCT of HIV and syphilis is maintained, and Thailand will extend the
framework to cover hepatitis B in the near future.
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Introduction

Thailand hasachievedthe targets for the elimination of mother-to-child transmission (EMTCT) of HIV and
syphilis set by the World Health Organization (WHO), which was validated in June 2016 and maintenance
of validation reviewed in June 2018 by the Global Validation Advisory Committee (GVAC) in Geneva,
Switzerland. The Committee also provided recommendations to further strengthen the programme for
EMTCT of HIV and syphilis. Throughout this period, Thailand continued its efforts to maintain the
standardsof EMTCT of HIV and syphilis, improve the programme and ensure that it remains effective and
responsive to new situations.

This report documents efforts to maintain EMTCT in Thailand for 2018-2019. The four main parts of the
reportare as follows: 1) summary of EMTCT of HIV and syphilis indicators 2018-2019; 2) key changes
in the health system and policies; 3) key changes in EMTCT programme and guidance; 4) responses to
GVAC recommendations; and 5) successes and challenges for the sustainability of EMTCT in Thailand.

1. Key changes in the health system and health policies since the validation

1. The National Health Security Office (NHSO) allocated additional THB 200 million to HIV/AIDS
intervention programmes in response to the national HIV/AIDS Prevention Scheme. This led to the
total of THB 3.046315 billion budget that NHSO allocated for HIV/AIDS prevention and response
scheme which will not only benefit the prevention of MTCT for Thai and non-Thai populations, but it
will also increase the national capacity to respond to HIVV/AIDS among all populations. The budget is
divided into three categories:

1.1 Prevention of HIVV/AIDS (THB 200 million)
1.1.1 HIVinfection prevention programme (RRTTR: Reach, Recruit, Test, Treat, Retain)
112 EMTCT of HIV (central budget)

1.2 Treatment and other related services (THB 2.8 billion)

1.3 Quality of services improvement (THB 38 million)

The THB 200 million prevention plan aims to ensure that people with a high risk of HIV infection
recognize and self-assess their risk, participate in HIV prevention programmes and access rapid HIV
testing. This can reduce the risk of HIV transmission, new cases of infectionand the overall cost of
treatment. Currently, a research is conducted on HIV self-testing among key populations. The result of
the research may influenceaccess to HIV self-testingamong the general at-risk populationin the future.

2. Pre-exposure prophylaxis (PrEP) is available at 51 health facilities in 21 provinces and it is covered for
all Thai populations especially those who are at risk, such as menwho have sex with men, transgender
females, sex workers (male/female), intravenous drug users, and serodiscordant couples.

3. To progress towards an integrated framework for the triple elimination of MTCT of HIV, hepatitis B
and syphilis, Department of Disease Control (DDC) aims to reduce hepatitis B new infection by 90%
by 2026 including EMTCT of hepatitis B. The following indicators were set in the plan:

Indicators Target by 2021
1. Percentage of pregnantwomen with high hepatitis B viral load or with positive 95%
HBeAg received TDF for treatment
2. Percentage of children whose mothersare hepatitis B positive received treatment 95%
according to the standards




Awarenesstraining of stigma and discrimination among medical personnel and health-care providers
has expanded through e-leaming, and a rights protection protocol has been implemented in collaboration
with the Ministry of Justice and the public sector.

To ensure that violation of rights due to HIV and AIDS are addressed in a timely manner, Thailand also
developed a complaints management system and a human rights violation protocol for AIDS. A Crisis
Response System web application was developed as a complaint mechanism for a quick and easy
reporting and timely response.

In2017, the Governmentendorsed the 20-Year Master Plan for Integration of Health Insurance Systems
Development (2018-2037), developed by the Committee for Consideration of Strategic Integration of
Budget Planning chaired by the Deputy Prime Minister. The Plan aims to harmonize the three main
public health insurance systems to promote equity, quality, efficiency and sustainability; and to ensure
that everyone living in Thailand has access to universal health coverage (UHC). The Plan also includes
a roadmap for a compulsory health insurance system for migrants and stateless people to be achieved
by 2021. Implementing the Plan will provide an opportunity for the Ministry of Public Health (MOPH)
to involve other ministries in fully addressing the health needs of migrants.

Thailand started its implementation of the National Strategies on Reproductive Health (2017-2026). A
multi-sectoral national committee was established to collaborate under this strategy to ensure quality
family planningand quality birth. The strategies address improvementand promotion of comprehensive
sexuality education,improved access to family planningand antenatal care (ANC) services, and support
for mothers and children for a good quality of life. These will directly and indirectly benefit the
prevention of MTCT in Thailand and will lead to reduction of stillbirth especially among adolescents.

As part of the implementation of the Prevention and Response to Adolescent Pregnancy Act (2016), in
2019 MOPH conducted a review of youth-friendly health services in Thailand to understand the
implementation of the policy and gather direct feedback from adolescents about the services. The
findings led to the revision of the national guidelinesto be aligned with WHO global standards and to
take into consideration the needs of adolescents. The guidelines aim for comprehensive adolescent
health care package which covers sexual and reproductive health related to pregnancy, screening and
prevention for HIV and sexually transmitted infections (STls), and other wraparound services such as
adolescent counseling.

2. Key changes in the programme for achieving EMTCT of HIV and syphilis
2.1 Key changes in the policy for EMTCT of HIV and syphilis

1. The Government endorsed the Thailand National Strategy to End AIDS 2017—-2030, including the aim

of no new perinatal infections by 2030. The Government also aims to reduce the congenital syphilis case
rate to <0.05 per 1,000 live births by 2030.

2. Thailand National Guidelines on HIVV/AIDS Treatment and Prevention, 2017 remains a key framework
for the prevention and treatment of MTCT during 2018-2019. The guidelines were disseminated widely
among service providers (Appendix 1).

During 2018-2019, MOPH and the experts in the country reviewed its implementation of HIV prevention
and treatment services including to prevent MTCT and identified areas of improvement, leading to revision
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of Thailand National Guidelines onHIV/AIDS Diagnosis, Treatmentand Prevention, issued in 2020. These
guidelines have addressed the interventionsduring ANC, in the case of no or late ANC and emergency
delivery and after delivery. Detailed information related to the new guidelines will be described in the next
section.

Guidance for HIV treatment and surveillance in Thailand 2017:
e Recommended antiretroviral therapy (ART).
e Any gestational age i.e., TDF/TAF+XTC+Dolutegravir (DTG), prescribing a combined formula
tablet (TDF or TAF/XTC/DTG) or an alternative formula (TDF or TAF/XTC+DTG).
e For women of childbearing age, a recommended regimen is TDF+XTC+EFV or an alternative
regimen TDF+XTC+DTG. When DTG is used, medical personnel should explain the possible risk
of NTD and benefits of DTG, and pregnant women can make their own decisions.

3. If DTG is not available (before July 2021), it is recommended to use Raltegravir 400 mg when there is a
high risk of HIV transmission at 32 weeks of gestational age for those women who have not taken ART
during the pregnancy and also for women who have taken ART, and have a plasma viral load (VL) >1,000
copies/ml during the first 32 weeks of gestational age.

4. Baseline laboratory tests for pregnant women and infants born to HIV -positive mothersincluded in the
benefit package:
e Early infant diagnosis by HIV polymerase chain reaction (PCR) at birth (for high-risk babies only),
atage 1, 2 and 4 months.
e VL testing in pregnant women who present in labor for delivery management.

5. Giving PrEP to a pregnant woman’shusband/partner with serodisc ordant HIV blood result (discordance).

6. To address the increase in congenital syphilis, in 2018 and 2019 DAS alerted all provinces about the
situation and requested for collaboration from all Provincial Health Offices to monitor the situation and to
investigate cases closely. DAS also requested all hospitals to conduct self-service assessment to ensure that
the level of quality of services is within the standards. The guidelines on congenital syphilis screening and
treatment for pregnant women were revised accordingly and will be adopted in 2021 (Appendix 2).

7. Currently, when the pregnant women are screened and found syphilis positive, their partners will receive
free testing and treatment accordingly. The same services are provided to non-Thais under the health
coverage. However, Thailand is in the process to ensure that testing for syphilis can be provided to both at
ANC regardless of the pregnant women’s syphilis status. This policy is expected to be made effective in
2022 as a part of UHC.



2.2 Changes in the benefit package and guidelines for the prevention of MTCT of HIV

The guidelines for the prevention of MTCT are depicted in figure 1.

Figure 1. Changes in 2019 guidelines for the prevention of MTCT of HIV
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Features of the policy change include the following:

1. DNA PCR testing at birth is done for infants born to HIV -positive mothers who have high MTCT risk.
2. ldentify HIV-positive pregnant women with high risks for MTCT and provide ART intensification with
Raltegravir

3. Maternal VL testing is given to pregnant women near the time of delivery (34—36 weeks).

4. Recommend pre- and post-exposure prophylaxis as a part of the combination prevention package for
serodiscordant couples (the pregnant woman is uninfected and living with HIV -positive partner).

The Department of Health (DOH), MOPH has investigated the causes of 103 new HIV infections among
infants below age 18 months in 2017 and 2018 using HIV monitoring report forms. Figure 2 indicates the
major factors of HIV transmission, which include: 1) late ANC and no ANC accounting for 56.3%; 2) low
quality of services (pregnant women received no treatment during pregnancy/counseling on safe sex or the
treatment provided was not according to the national guidelines accounting for 18%; 3) poor adherence or
resistance to treatment accounting for 12%; and 4) incidence infection accounting for 5.7 %.
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Figure 2. Causes of MTCT of HIV in Thailand, 2017 and 2018
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Source: DOH, 2020, Report on new HIV infection/death from HIV among babies under age 18 months.

When investigating furtherin details, itwas found that the mainreason for the pregnantwomen, 90.3%Thai,

not visiting ANC was economic reason. Out of this group, 35% of them had HIV before pregnancy.

DOH plans to use the results from this investigation to inform and strengthen their mentoring and coaching
programme provided to the hospitals each year to focus more on these findings. An emphasis will be given
to the collaboration between ART clinic and ANC clinic to provide integrated care such as to inform ART
clients of reproductive age on how to prepare for pregnancy. At the same time, both clinics can collaborate
to ensure closer following up with the cases who need psychosocial support. This will help them to have
regular visit to ANC and to have better adherence. Regarding the quality of services, the refresher trainings

and feedback to the hospitals that do not follow the national guidelines will be done.

3. Key findings of HIV and syphilis during 2018-2019

With continued effort in HIV prevention and response plan, improvement of the health system and of the
quality of services, Thailand has maintained EMTCT of HIV and syphilis by achieving WHO targets for

both impact and process indicators during 2018-2019 (see table 1).
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Table 1. Summary of indicators for EMTCT of HIV and syphilis

Indicator Target 2018 2019

Numerator |Denominator Value [Numerator [Denominator Value

Impact

1. Annual rate of mother-to-child
transmission (MTCT) of HIV

2
- by Spectrum <2% 64 3659 1.74% 65 3,316 1.97%
- by ACC and PCR™ 47 3,731 1.26% 35 3,126 1.12%
2. Annual rate of perinatal new HIV
infections per 100,000 live births by <50 52 666,357 7.80 65 618,193 10.51

birth cohort***

3. Annual rate of congenital syphilis
per 100,000 live births*#**

- by case investigation (confirmed and
probable congenital syphilis) at 100%
coverage <50 167 666,357 25.06 282 618,193 45.62

- by WHO Congenital Syphilis

i 109 666,357 16 172 618,193 26

Estimation Tool
Process™™ ™

4 Antenatal care (ANC) coverage (@t | = g0/ | 656 79 666,357 | 9857% | 609,429 618,193 | 98.58%
least one visit)
> HIV testing coverage among >05% | 664,474 666,357 | 99.72% | 616,994 618,193 | 99.81%
pregnant women
6. Syphilis testing coverage among >95% | 663,166 666,357 | 99.52% | 615,453 618,193 | 99.56%
pregnant women
7. Antiretroviral therapy (ART)
coverage among HIV-positive >95% 3,787 3,878 97.65% 3,224 3,316 97.23%
pregnant women
8. Syphilis treatment coverage >95% 1,714 1,747 98.14% | 2,330 2,388 97.54%

among pregnantwomen

Source:
* Spectrum Bureau of Epidemiology; MOPH, UNAIDS.
:*National Active Case Management Network (ACC) report and national lab PCR database
Thailand AIDS Response Progress Report, GAM Report 2020.
" Case investigation report (including both confirmed and probable cases based on WHO surveillance case definition).
™ Data for process indicators is from PHIMS

2 2018and 2019 MTCT rates based on the latest 2020 AEM-SPECTRUM submitted for Global AIDS Monitoring
(GAM) Reporting 2020.

12



Note:

o  PHIMS report coverage was 91.3% in 2018 and 90.2% in 2019 (Updated 8 October 2020).

o  ACC promotes early initiationof ART among HIV-positiveinfants. A collaborative project between MOPH (DD C, DOH, Department
of Medical Sciences), United States Centers for Disease Control and Prevention (CDC) Thailand Office, Thai Red Cross AIDS Research
Centre, Department of Medical Technology Chiang Mai University and Ramathibodi Hospital, and four regional pediatric training
centers in Chiang Rai, Khonkaen, Petchaburi, and Songkhla.

o Data in Thailand AIDS Response Progress Report, GAM Report 2020 is from DDC, MOPH. Perinatal HIV Intervention
Monitoring System (PHIMS V.3.1). DOH; MOPH.

All impact indicators remain below WHO targets:

e The rate of MTCT of HIV estimated by Spectrum was 1.68% in 2017, and it was maintained
between 1.74% and 1.97% in 2018-2019 (see Appendix 3).

o New pediatric HIV infections per 100,000 live births were 7.8 in 2018 and 10.5 in 2019, in
comparisonto 9.7 in 2017.

e The congenital syphilis case rate increased from 25.06 per 100,000 live births in 2018 to 45.62 per
100,000 live birthsin 2019.

e Thestillbirth rate increased from 3.3 per 100,000 live birthsin 2017 to 4.28 per 100,000 live births
in 2018 and 4.47 per 100,000 live births in 2019.

All process indicators were maintained above the WHO targets of 95%, including coverage of ANC
(>98%), HIV and syphilis testing (>99%), antiretroviral therapy (ART) among HIV-positive pregnant
women (>97%) and syphilis treatment among pregnant women (>97%).

All pregnant women in Thailand have free access to ANC service at any public health facility regardless of
their health insurance schemes, nationality and legal status. The coverage of ANC for at least one visit was
high at 98.5%. Data from the health data center of MOPH showed that 74.5% of pregnant women in 2018
and 80.6% in 2019 had their first ANC visit before the twelfth week of gestational age, and 62.9% of
pregnantwomen in 2018 and 70.2% in 2019 had more than five ANC visits. More than 98% of newboms
were delivered in health-care facilities.

The Ministry of Interior reported 666,357 live births in 2018 and 618,193 live births in 2019. Of these,
75,596 deliveries (11.3%) in 2018 and 74,951 (12.1%) in 2019 occurred in private hospitals. In 2020, DOH
conducted a special survey of 117 private hospitals with a response rate of 82%. The data showed a high
rate of HIV testing at 98.68% in 2018 and 98.36% in 2019, and syphilis testing at 96.86% in 2018 and
94.13% in 2019, consistent with high rates of testing in public health-care facilities. The coverage of HIV
treatment among pregnant women was 96.52% in 2018 and 96.64% in 2019. The coverage of syphilis
treatment in pregnant women was 97.37% in 2018 and 98.20% in 2019.

Consistency of achievements across geographical areas

The national team has attempted to determine whether the criteria for achieving EMTCT indicator targets
were met in lower-performing, sub-national areas. The national team has reviewed achievement across 77
provinces and examined the provinces that did not meet criteria against each indicator and undertook an
analysis of the lowest-performing provinces. In addition, Chiang Rai Province was one of the provinces
that was examined in the 2016 the EMTCT validation exercise. Therefore, this report includes a review of
that province’s progress during the past four years.
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Summary of provinces that did not meet the EMTCT indicator targets in 2019

A broader perspective on the geographical distribution of the core EMTCT process and impact indicators

across 77 provinces in 2019 has been conducted. Appendix 4 illustrates the findings in detail. The

following is a summary of key findings:

e One province (Samut Songkhram) did not meet the target for perinatal new HIV infections (3 cases
out of 885 live hirths).

e 17 provincesexceeded the target threshold of the congenital syphilis rate at 50 per 100,000 live
births. However, ten of those provinces had small caseloads, i.e., fewer than ten cases.

e There was only one province in which ANC coverage was lower than 95%. All provinces met
coverage targets for HIVV and syphilis testing.

e Overall, 11 provinces did not meet the ART coverage targets among either Thai and/or non-Thai
HIV-positive pregnant women. Among these, the performance of seven provinces did not meet the
target threshold for Thai pregnant women. In four out of 11 provinces, ART coverage among non-
Thai pregnant women was less than 95%, but the number of non-Thai pregnant women is small,
ranging from two to six cases.

e Seven provinces did not meet the syphilis treatment coverage criteria. Five provinces reported less
than 95% syphilis treatment coverage among Thai pregnant women. Two provinces provided syphilis
treatment to all infected Thai pregnant women, but coverage was lower for non-Thai pregnant
women.

The lowest-performing province in 2018-2019: Samut Songkhram

Data specific to Samut Songkhram Province were reviewed (Appendix 5). All programme coverage
indicator targets were exceededin 2018 and 2019. However, the annual rate of newpediatric HIV infections
was over 50 per 100,000 live births in 2018 and 2019 as well as rate of congenital syphilis in 2018.
However, it was noted on a small number of HIV infections (one to two cases). In-depth analysis indicates
thatHIV infectionratesamong pregnantwomenin Samut Songkhramincreased from0.5% in 2017to 1.2%
in 2018, and then started declining in 2019 (0.8%) and 2020 (0.7%).

Department of Heath acknowledges challenges at the subnational areas during 2018-2019. During the
course of implementation, monitoring, feedback and mentoring provided to lower performing units and
enhancing training. National response including intensified package of services will be put in place to
address rising trends of MTCT rates and congenital syphilis that will be addressed in the response to
GVAC’s recommendations

Progress made in Chiang Rai Province during maintenance validation: 2015-2019

Chiang Rai was one of the provinces visited by the Regional Validation Team, and classified as a ‘lower-
performing’ province in 2016. Since then, Chiang Rai has demonstrated consistent improvement of its
performance during the past five years. All programme coverage indicators have been reached foralmost
all Thai and non-Thai pregnant women, even though there is a large caseload of non-Thai pregnant
women in this province.

There was significant improvement in ART coverage, increasing from 96.5% in 2015to 98.7% in 2019.
Impact indicators for the annual rate of new pediatric HIV infections dropped dramatically, from 44.4 in
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2015 to zero in 2019. The annual rate of congenital syphilis increased in 2019, but the level is still under

the threshold. (See table 2)

Table 2. Achievements of lower-performing, sub-national areas in Chiang Rai Province

2015

2019

Data source

| Impact indicator
Annual rate of mother-to-child

Target

2018 |

transmission (MTCT) of HIV <2%
Based on PCR diagnosis of pediatric
2. Annual rate of new, perinatal HIV HIV infections
infections per 100,000 live births by <50 44.4 9 0 2018: 1 case (non-Thai) of 11,158
birth cohort*** live births
2019: 0 cases of 10,991 live births
3. Annual rate of congenital syphilis Source: C.S case Investigation
. . (confirmed and probable CS
(CS) per 100,000 live births****
. L . <50 8.8 8.9 455 at 100% coverage)
by CS case investigation (confirmed . . .
d probable CS) at 100% coverage 2018: 1 case of 11,158 live births
andap 2019: 5 cases of 10,991 live births
‘ Process indicator ‘
Source: PHIMS
4. Antenatal care (ANC) coverage (at 5059, 98.7 99.2 99.3 Non-Thai 2018: 98.7 (2,276)
least one visit) == (10,340) | (9,420) 2019: 98.5 (2,049)
Source: PHIMS
5. HIV testing coverage among 959 99.9 99.7 100 Non-Thai2018: 100%
pregnant women == (10,340) | (9,420) 2019: 100%
Source: PHIMS
6. Syphilis testing coverage among ~95% 99.7 99.8 Non-Thai 2018: 99'9;%’
pregnant women. == 99.8 (10,340) | (9,420) 2019: 100%
Source: PHIMS
7. Antiretroviral therapy (ART) Non-Thai: 100%
coverage among HIV-positive >95% 96.5 | 98.5 98.7 2018: 7 cases
pregnant women (68) (75) 2019: 12 cases
Source: PHIMS
8. Syphilis treatment coverage amon Non-Thai: 100%
P e g 91 >95% | 100 100 100 2018: 1 case
preg ©) 23) 2019: 5 cases
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Other relevant data

The adolescent birth rate has been decreasing over the past three years especially among females aged 15—
19. The birth rate among females aged 10-14 years old decreased from 0.5 per 1,000 in 2017 to 0.4 in 2018
and in 2019. The birth rate among females 15—19 years old decreased significantly from 39.6 per 1,000 in
2017 to 35in 2018 and 31.3 in 2019 (Public Health Statistics 2018-2019). The Multiple Indicator Cluster
Survey (MICS) 2019 confirms a similar situation among Thai female adolescents whenthe adolescent birth
rate decreased from 49 per 1,000 from the survey in 2015 to 22 per 1,000. However, among non-Thai
speaking households, which go beyond migrants, the rate was at 47 per 1,000 fromthe MICS 2019 survey
even though reduced from 67 per 1,000 in 2016. With this clear data to identify affected population,
Thailand plans to develop specific and targeted response plan accordingly.

In the case of violence, including gender-based violence, Thailand has developed a specialized service for
women and children called “One Stop Crisis Center” (OSCC). This service was piloted in hospitals
beginning in 1999 before it became a national policy. It expanded progressively to provincial and district
level hospitals. The mandate of OSCC is to screen patients if there is issue of violence involved and once
identify, multidisciplinary team will provide comprehensive support to the cases. HIV prevention is a part
of the services that OSCC staff need to be aware of and provide.

Lessons learned from the implementation during 2018-2019 show key factors contributing to the
achievements of the implementation of the EMTCT of HIV and syphilis.

1) Community engagement at the local, district and provincial levels, and collaboration with other
related organizations is a key process for sustainable HIV intervention programmes. This built
awareness, encouraged behavioral change, and provided essential informationto people living with
HIV. With this approach, the obstacles, pattems of life, and behaviors of the target groups could be
investigated. Their changes in behaviors permittedthe preventionof HIV, undesired pregnancy and
STls. Changing behavior is a complex process. Therefore, they were unlikely to change their
behaviors within one visit or a single use of a preventive measure.

2) Implementing self-learning management through risk assessment helped to build confidence
among the target groups and enable them to protect themselvesfrom pregnancy, HIV and other
STIs. The development of the training programme among health professionals and other allied
partners enhanced the effectiveness of service package management, recognition of HIV infection
status, accessto care, understandingof HIVV/AIDS, the value of knowledge exchanges,and ensured
sustainable development of community-based AIDS management.

3) Improving health-care settings in compliance with the needs of the target group helped promote
and facilitate equitable access to ANC services without stigma or discrimination. Effective pre-test
and post-test counseling has ensured a reduction in MTCT in the second or third pregnancy by
giving pre-test and post-test counseling for ANC, and follow-up testing for patients regardless of
HIV-positive or negative results. In Ubonratchathani Province, HIV-related stigma and
discrimination, sexual identity,social status, illness and livingwith HIV wereall addressed in every
work situation in the selected settings. An all-around AIDS intervention programme provided a
comprehensive means to prevent HIV infection, improve access to health service and reduce the
stigma of STIs among females.
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3.1 Prevalence of syphilis among pregnant women and congenital syphilis in Thailand, 2013-2019

Figure 3. Syphilis prevalence among pregnant women in Thailand 2013-2019
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Source: National Notifiable Disease Surveillance System (Report 506).

Figure 4. Congenital syphilis (<2 years) case rate per 100,000 live births in Thailand, 2013-2019
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Source: 2013-2017: National Notifiable Disease Surveillance System (Report 506).
2018-2019: National Syphilis Case Investigation Report.
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3.2 Systems and data sources used for the EMTCT of syphilis impact and process data, 2018-2019

Data sources for congenital syphilis (CS) for 2018-2019 are different from those reported in the original
national validation (2016) and maintenance (2016-2017) report.

The data source for CS 2018-2019 is derived fromthe national syphilis case investigation report. Prior
years sourced the national disease surveillance reporting system (506 report). In addition for 2018-2019, a
congenital syphilis modelling and estimation exercise using WHO Congenital Syphilis Estimation Tool
(https://www.who.int/reproductivehealth/congenital-syphilis/surveillance/en) was used alongside the
national data of CS passive surveillance (R506) and case investigation data.

The national disease surveillance reporting system 506 was established in Thailand in 1968 and is a
system used by all public health offices, all hospitals and health centers (not all private hospitals are
covered) in surveillance of diseases/disastersthat are notifiable under the communicable diseases act. It
contains variables that are relevant for disease prevention and control and not used as a statistical report of
that disease (it does not differentiate "probable case" or "confirmed case”). In the 506 form, all notifiable
diseases are numbered and listed. A diagnosis is recorded as a tick in the appropriate box. CSiis reported
under “Syphilis (specify) Stage ........ (box 37)”. No other details are required. (Appendix 6). Data is
exported electronically using ICD-10 codes. Although there are procedures to clean and perform basic
analysis at data entry points and upwards, the 506 report both over and under-reports CS cases. This is
largely due to the definition of “congenital syphilis” which is still unclear in practice leading to
discrepancies in physicians’ understanding although guidelines for lab testing and diagnosis for congenital
syphilis have been issued. Anotherreason is the ICD-10 codes for lab testing and diagnosis is also unclear,
resulting in incorrect ICD-10 code entry

The weaknessesand limitations of the 506 was acknowledged in the 2016 validation of EMTCT for syphilis
in Thailand. The validation recommended improvements to the reporting system and suggested the
development of appropriate tools and the conduct of routine case investigation of congenital syphilis cases
reported through the 506. Since then, efforts have been made to do the following: (1) improve compliance
to guidelines (see section 4 of this report, recommendation 1 on progress so far and further action); (2) fix
weaknessesin the ICD-10 codes (a summary of resolutions in Appendix 7); and (3) initiate a congenital
syphilis case investigation (CI) form for a more accurate diagnosisand method of reporting required for
EMTCT.

The national congenital syphilis case investigation (CI) form (Appendix 8) is an official reporting form
by the STI programme and is reported through the Division of Epidemiology, MOPH Thailand. It was
designed by a group of pediatricians, national technical officers from the STI programme, Division of
Epidemiology and Department of Health following recommendations from the WHO 2016 validation
EMTCT of syphilis for improvement and standardization. The form was adapted and aligned to WHO
EMTCT guidelines and CDC CI form and several revisions following a pilot introduction in 2018 with
feedback from health providers, infectious disease physicians, O&G and pediatricians. With the national
introduction of the CI form and reporting in 2018, however, provinces continued to report in three ways:
using just the 506 reporting; a combination of 506 reporting and the Cl form; and the Cl form alone. All
data analysis was carried out by the Bureau of Epidemiology, DDC, MOPH. The case-by-case report of
infants bom to motherswith syphilis with confirmed laboratory tests, andanalyzed by the ST cluster, DAS,
DDC. Both data sets were subsequently crosschecked and validated by a working group of ST1 specialists
and the case investigation validation team. The case investigation validation team includes a group of
pediatricians from university hospitals and BMA hospitals, obstetricians from university hospitals and STI
technical offers.
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The WHO Congenital Syphilis Estimation Tool was developed to estimate congenital syphilis cases and
the case rate per 100,000 live births. In order to present alongside the national data of congenital syphilis
passive surveillance (R506) and CI data, the national team together with the technical partners — WHO,
UNAIDS and UNICEF — conducted the CS modelling and estimation exercise using the WHO Congenital
Syphilis Estimation Tool, which uses the methods and approaches recommended by WHO to assess the
burden of congenital syphilis in the country. The outcome of the estimation exercise provides a triangulation
of the case rate per 100,000 live births and adverse birth outcomes (ABO). It uses the core indicators of
elimination of congenital syphilis recommended by WHO: 1) testing of ANC attendees for syphilis at first
visit; 2) positive syphilis serology in pregnant women; and 3) treatment of syphilis-seropositive pregnant
women — as well as ANC coverage and total live birthsto estimate the total number of congenital syphilis
cases and case rate per 100,000 live births for all pregnant women. Data for all key indicators in each year
are thoroughly reviewed, triangulated and validated by the technical working group before inputting into
the tool. Data inputs and summary of processes used in congenital syphilis estimation tool are given in
Appendix 9.

Tables 3 and 4 summarize the analysis of 506 reporting, syphilis CI form and validation and WHO
Congenital Syphilis Estimation Tool.

Table 3. Comparison between the 506 reporting and syphilis case investigation, 2018-19

506 reporting Congenital syphilis case investigation (CI)

= Confirmed and probable Confirmed Confirmed and probable

5+

(5

> Cases | Prevalence Actual Assuming

Cases | Prevalence Cases Prevalence @100% Cases Prevalence
coverage
coverage

2018 273 41 85% 142 21.3 83 12.4 100% 167 25.06
2019 545 88.2 85% 240 38.8 166 26.8 100% 282 45.62

Note: Prevalence is per 100,000 live births.

The most representative data forthe number of CS cases and CS prevalence is from the national syphilis
Cl where a coverage/ validation of 84.59% in 2018 and 85.31% in 2019 was achieved. For the purpose of
calculation, the achieved coverage for each year was rounded to 85% as shown in table 3. Extrapolation of
this data to 100% results in 167 cases with a prevalence of 25.06 in 2018 and 282 cases with a prevalence
of 45.62 in 2019. The congenital syphilis cases include diagnostic confirmed cases and probable cases. The
confirmed congenital case was 83 (case rate 12.4 per 100,000 livebirths) in 2018 and 166 (case rate 26.8
per 100,000 livebirths) in 2019. Reporting congenital syphilis case rate by including probable cases
(surveillance case definition) are likely to over report the real number of true congenital syphilis cases in
Thailand. Many babies in the probable cases are unlikely to develop congenital syphilis based on the
justifications given in Appendix 10.
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The validation through the CI for both 2018 and 2019 are summarized below.

Figure 5. Summary of the validation results from the syphilis CI, 2018 and 2019
2018

12 cases

34 cases (4.12%)

(11.7%)

— M Not associated with syphilis

142 cases

(48.8%) M Congenital syphilis
103 cases B Not congenital syphilis
(35.4%) 1 Inconclusive - inadequate info
54 cases 16 cases
(10.4%) (3.0%) 2019

M Not associated with syphilis
240 cases

(46.4%) M Congenital syphilis

207 cases

(40.4%) i Not congenital syphilis

1 Inconclusive - inadequate info

For 2018:
Total cases reported: 344 (506 report alone: 273; Cl alone: 71; both 506; and CI: 291)

Case investigation conducted: 291 cases (84.59% of total cases)
CS cases: 142 (167 cases extrapolated to 100%) (83 confirmed CS and 59 probable CS)

For2019:

Total cases reported: 606 (506 report alone: 545; Cl alone: 61; both 506; and CI: 517)

Cl conducted: 517 cases (85.31% of total cases)

CS cases: 240 (282 cases extrapolated to 100%) (166 confirmed CS and 74 probable CS)

Data inputs used in the CS estimation tool are shown in table 4.

Table 4. Findings from key indicators and CS estimation tool: Thailand estimated CS rate per 100 000 live births,

20152019
Inidcator 2015 2016 2017 2018 2019
1. Total live births 736,352 704,058 702,755 666,357 618,193
2. Syphilis prevalence among pregnant 0.08% 011% 017% 027% 039%
women
3. Ant.e_natalcare (ANC) coverage (at least 98.3% 98.5% 98.5% 98.6% 98.6%
one Visit)
4. Syphilis testing coverage among 99% 99 3% 99 1% 99 5% 99 6%
pregnantwomen
5. Treatment coverage for syphilis positive 96% 97.9% 97.6% 98.3% 97 5%
pregnantwomen
Estlmatgd.numberof congenltal_syphllls 57 59 85 109 172
cases (clinical and asymptomatic) *
(_:ongf_emtal syphilis case rate per 100,000 8 8 12 16 26
live births

20




Sources: Civil registration, Ministry of Interior and PHIMS Report of DOH.
* Non-clinical CS cases (asymptomatic) born to untreated women and treatment less than 4 weeks before delivery are
also included

The results of CS estimation exercise showed the case rate per 100,000 live births was 16 in 2018 and 26
in 2019 — well below the validation benchmark of EMTCT of syphilis (i.e., <50 congenital syphilis cases
per 100 000 live births).

A drastic increase in estimated CS cases has been observed between 2018 and 2019. The major factor in
the increase in congenital syphilis is the trend of rising syphilis prevalence among pregnant women during
the observed years.

Table 5. Results of congenital syphilis verification and case investigation 20182019

Year 506 reporting Congenital syphilis case investigation (ClI) WHO CS estimation tool
Confirmed and probable Confirmed
Cases Prevalence Cases* Prevalence* Cases Prevalence cases** Prevalence
2018 273 41 167 25.06 83 12.4 109 16
2019 545 88.2 282 45.62 166 26.8 172 26

*Cases and prevalence at 100% case investigation coverage.
**Clinical and asymptomatic born to untreated women and treatment less than 4 weeks before delivery are also included

Conclusions

1. Despite the high level of syphilis testing and treatment coverage among pregnant women (average of
99% and 98% respectively over 2018-19), itis observed that total number and case rate of CS have
been gradually increasing since 2015.

2. The increasing trend of CS is consistent within and across the national 506 surveillance reporting,
syphilis Cl over 2018-19 and with the WHO Congenital Syphilis Estimation Tool over 2015-2019.

3. Asignificantincrease in estimated CS cases has been observed between 2018 and 2019.

4. The major factor of increase in congenital syphilis is due to rising trend in syphilis prevalence among
pregnant women during the observed years.

5. About40% discrepancy between confirmed reported cases and estimated cases indicates that there are
possibilities of overreporting of congenital syphilis in current 506 reporting system.

6. Usinga more robust case investigation system that has verified 85% of all reported CS cases in both
2018 and 2019. Of these cases, the confirmed congenital cases were 83 (case rate 12.4 per 100,000
livebirths)in2018and 166 (case rate 26.8 per 100,000 livebirths) in 2019. The assumption/extrapolated
figures for CS is 167 cases with a prevalence of 25.06 in 2018 and 282 cases with a prevalence of 45.62
in 2019.

7. The findings also highlight the need for the following:
(a) Focused responses in CS control as well as control of STI including syphilisin Thailand;

(b) Better understanding of the challenges in diagnosis and reporting of CS, and to strengthen the
national passive surveillance reporting system 506 and case investigation system.
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4. Responses to recommendations of WHO Global Validation Advisory Committee and
Regional Validation Team

Recommendation 1. Strengthen the package of services and surveillance systems for
congenital syphilis

Recognizing the gradual increase of congenital syphilis, MOPH developed the national strategies of STI
control and prevention, strengthened the surveillance and monitoring system, and maintained the benefit
package and coverage of syphilis screening for all pregnant women during the first AN C visit and during
the third trimester. MOPH also advocated for partner syphilis screening during ANC visits, and gave
priority to the partners of pregnant women in provinces with high risks. Table 6 contains a summary of the
actions taken and planned to address CS.

Table 6. Status of actions to address congenital syphilis in Thailand

Actions to strengthen Actions to date Immediate action to be taken
the package of services
and surveillance for
congenital syphilis

1
Adding syphilis The National Health Security Office The Department of Health and stakeholders has
screening into the (NHSO) has recently agreed to include also requested the NHSO to extend syphilis
Universal Health syphilis screening in the UHC benefit screening in the UHC benefit package for pre-
Coverage (UHC) benefit | Package to allow free syphilis screening marital couples.
package for pregnant_wor_nen’s partner.

Implementation is expected in 2022. The EMTCT validation working group plans to
present the data to the national STI/HIV working
group and request for a special funding/support to
implement comprehensive package of congenital
syphilis prevention in high priorities provinces.
See detail in #3.

2 | Reporting, case Identified 70% of the total health facilities | ®  Improve 506 reporting (continue CS case
investigation and reporting the congenital syphilis diagnosis investigation). BOE to evaluate options — (1)
standardization of data in the passive case surveillance system improve the 506 reporting for CS, (2)

R506, with 57% accuracy. Factors for strengthen implementation of the case

inaccuracies included: investigation form or (3) improve 1CD-10.
e  Work on the ICD-10 has already been done

e  Non-standardized and inconsistent and it is expected that this can be rapidly

methods of syphilis laboratory testing implemented with consensus from all
across settings. stakeholders.

e  Untrained and non- e Strengthen the capacity of health care

dedicated/assigned personnel in providers _including staff who are involved in
charge of the passive surveillance the reporting of CS.

(506) report.
e  The ICD-10 coding system is not
standardized and in use
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Addressing rising trend
of congenital syphilis

Identified possible causes:

Rising syphilis prevalence among
pregnant women, adolescents, key
populations, and general populations
in Thailand

Late ANC and/or failed to show up
for ANC.

Taking more than one visit to return
syphilis testing result to pregnant
women. Hence, syphilis treatment is
delayed.

Unable to bring partners of syphilis
positive pregnant women for
screening and treatment, may cause
reinfection after treatment
Inconsistent or incomplete syphilis
treatment among mothers especially
those referred cases with no medical
history, or no record of medication
dispensed from the transferring
hospital.

Currently, syphilis screening and
treatment are provided to only the
couples of syphilis-positive pregnant
women

Implement same day test and treatment in
addition to change algorithm for syphilis
screening and use of syphilis rapid test for
high-risk groups.

Ensure that the dual rapid tests (syphilis and

HIV) are distributed in Thailand in June

2021.

Prioritize provinces with high syphilis

prevalence among pregnant women (and

other key populations) and DOH with the
support of NHSO to:

1. Provide free syphilis testing along with
HIV testing twice a year.

2. Intensify condom promotion
programmes.

3. Provide syphilis testing for partners of
pregnant women and premarital syphilis
testing.

4. Refresher training for health care
workers in prioritized provinces for
syphilis management and treatment for
syphilis positive cases including
pregnant women, general populations,
high risk populations and strategies to
reach and treat their partners.

5. Reinvigorate comprehensive sexuality
education among adolescents focusing
on adolescent pregnancy and STI health
literacy to increase awareness on
condom use.

Using data for
programme
improvement and close
monitoring of syphilis
prevalence, treatment
coverage and number of
congenital syphilis in
high priority provinces

Working group to review PHIMS
data, conducted CS modeling, and
case investigation data

The working group identified high
priority provinces with high syphilis
prevalence among pregnant women
and high case rate of CS

Conduct an assessment within the cohort of
CS, (including qualitative assessments as
needed) in exploring the correlates of CS,
towards addressing specific bottlenecks and
challenges. (age, risk specific etc. Current
efforts appear mainly targeted at
geographical correlates.).

Summarize result and organize a meeting to
review data.

Send a formal letter to key high-level MOPH
staff, provincial health office, provincial,
community and private hospitals in the
provinces for the alarming results of rising
CS/syphilis prevalence.

Conduct training, meetings with the team
and ask each provincial health office to
develop their plan including conduct
supervision visit to sites with poor
performance, find local resources or special
projects to support syphilis
screening/treatment for risk populations and
partners of pregnant women while waiting
for support from NHSO that will start next
year.

Develop key indicators for close monitoring
and conduct regular monitoring and
quarterly meeting to review the result and
take corrective actions in a timely manner.
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Longer term actions
1. Political will and commitment to address STIs among young people and key at risk populations.

2. Strengthen syphilis (including CS)and STI reporting system with a dedicated database to allow data verification, and
detailed and timely analysis to inform trends.
3. Supporting programme implementation with operational research to guide policy and service delivery options. For
example, options to:
e  Deliver high-quality sexual health information and STI care (acceptable, affordable STI service, outside office hours
for teenage and adolescents).
e  Address stigma and discrimination for testing and treatment services.

Recommendation 2. Monitoring and strengthening EMTCT coverage among non-Thai
(migrant and stateless) pregnant women with non-institutional deliveries

Non-Thai citizens can now access the same standard of health care as Thai people if they register for the
migrant health-care scheme. Also, non-registered migrants may access services by purchasing migrant
health insurance (self-pay, co-pay or using hospital social welfare funds).

Health care service and health insurance for migrants?

Regular migrant workers are entitled to receive subsidized care from Thailand’s public health system and
irregular migrants are able to enroll for health insurance coverage by paying an annual fee. According to
the cabinet resolution on 16 January 2018 on migrant management policy in Thailand, MOPH endorsed the
policies on health check-up, health insurance and medical certificates of these migrants. Any medical fees
paid by migrantswill be managed as a migrant-specific fund to provide health-care services specifically to
migrant populations. According to Thailand Migration Report 2019, An estimated 64 per cent of regular
migrants (1.97 million) are enrolled in a public health insurance scheme and 51 per cent of irregular
migrants are also included. To fill in the gaps, Thailand collaborates with the specialized NGO and United
Nations service providersto provide low-cost migrant health insurance to fill in gaps and to reach migrants
regardless of their legal status.

In 2017, the Government endorsed a 20-Year Master Plan for Integration of Health Insurance Systems
Development (2018-2037), developed by the Committee for Consideration of Strategic Integration of
Budget Planning chaired by the Deputy Prime Minister. The Plan aims to harmonize the three main public
health insurance systems to promote equity, quality, efficiency and sustainability; and to ensure that
everyone living on Thai soil has access to UHC. The Plan also includes a roadmap for a compulsory health
insurance system for migrants and stateless people to be achieved by 2021. Implementing the Plan will
provide an opportunity for MOPH to involve other Ministries in fully addressing the health needs of

migrants .

Inaddition, Thailandhas alsodeveloped three policy papers addressing the healthneeds of migrants, border
populationsand people living in special economic zones, respectively. The plans share a similar strategic
focus: (1) emphasizing primary health care and community participation; (2) improving the quality of health
services for border and migrant populations; (3) strengthening disease prevention and control systems; (4)
improving information management and resource mobilization; (5) increasing health service coverage

® Thailand Migrant Report, 2019.
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through improved health insurance coverage among migrants; and (6) developing coherent policies across
sectors.

In 2020, a notification from MOPH on migrant health-care service and health insurance stipulated that
migrants from Myanmar, the Lao People’s Democratic Republic, Cambodia and Viet Nam, as well as their
dependents, or as agreed by the cabinet, who are not under the national social insurance scheme are
encouraged to register for the migrant health insurance scheme for the permitted duration of their stay in
Thailand. They are authorized to work temporarily as mentioned in the immigration law and migrant
workforce management, and automatically urged to get health-care coverage.

Progress in EMTCT coverage among non-Thai people

With Thailand progressive health care system and as ANC and HIV services are provided regardless of
nationality and legal status, PHIMS data show that migrant women who gave birth at the public hospital
receive the same services as those with Thai nationality. In 2018, out of 37,815 migrant women delivering
at public hospitals, 96.72% had ANC visits prior to the delivery, 99.65% received HIV testing and 98.82%
received syphilis testing. Treatment for HIV-positive migrant mothers was at 94.44% and treatment for
migrant mothers with syphilis was 95.08%. In 2019, the data show 35,172 migrant women delivered at
public hospitals, 97.11% had ANC visits prior to delivery, 99.62% received HIV testing and 98.84%
received syphilis testing. For those who were HIV positive, 91.38% received HIV treatment and for those
with syphilis, 96.30% received treatment.

Recommendation 3. More focused analysis of EMTCT performance data to identify
problems occurring in high-priority facilities and areas to ensure equity of services across
different populations

Thailand continues improving its HIV and syphilis related monitoring and evaluation data. Apart from the
regular administrative data reported by the hospitals, PHIMS (Perinatal HIV inventory monitoring system)
has been used in all provinces to report HIV specific cases. The datais accessed, analyzed and used by the
provincial health offices and DOH to monitor the situation on HIV and syphilis testing and prevalence
among pregnant women, dataon ANC cases with partners, data on ART provision to pregnant women and
infants. The follow up actions are taken with provinces or hospitals with low coverage of services or high
prevalence of MTCT to ensure appropriate actions are taken. PHIMS data is also usedto ensure that migrant
pregnant women and migrant mothers and babies receive appropriate care and services. Interventions and
budget will be allocated to provinces based on the analysis of data from PHIMS

In addition, DOH also conducts additional MTCT of HIV case investigation to understand the reasons for
the new infection and to further improve the services. The analysis findings help further inform the
development of the national guidelines on HIVV/AIDS prevention and response.

To eliminate congenital syphilisamong newborns, based on the review of the data, DAS informs the
provinces with high prevalence of syphilis among pregnant women and newborns and collaborate with
them to develop a response plan. The situation is also discussed in the district and provincial matemal and
child health boards to find solutions and make plans for capacity strengthening of case investigation, such
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as the use of video conferencing among obstetricians, paediatricians, nurses and health providers working
in community health services, regional disease control offices, provincial hospitals and general hospitals.

Recommendation 4. Strengthen the internal and external audit systems to ensure that
laboratories comply with standards throughout the period of their accreditation

All hospital laboratories implement laboratory quality standards, and laboratory accreditation can be
conducted as a part of the following programme:

1. MOPH standards: accredited by the Department of Medical Sciences.

2. Thailand Laboratory Accreditation: accredited by the Medical Technology Council.

3.1S0 15189: accredited by the Department of Medical Sciences.

Each health facility participatesvoluntarily in one of these accreditation programmes according to their
potential and laboratory readiness i.e., finance. As an incentive to encourage hospitalsto get accreditation,
financial support from NHSO will be provided to accredited hospital laboratory. A period of lab
accreditation is 2 years for ISO 15189 and Thailand Laboratory Accreditation, 3 years for MOPH. A
surveillance audit for external quality assurance schemes is conducted every year.

Figure 6. External: Number of accredited laboratories
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The current national laboratory quality system standards and operation plan was updated in 2019 to ensure
thatthe medical laboratory quality managementsystem is promoted throughout the countryandatall levels.
The standards cover both public and private laboratories.
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Figure 7. Internal quality of testing (HIV/syphilis): Assessment of laboratory proficiency

1400
1,210
1200
1000
800 720 720
600
400
200
16 >3 12
0 |
PCR testing Serology testing Viral load testing  HIV drug resistance  Non-treponemal Treponemal testing
proficiency proficiency proficiency testing proficiency testing profidency proficiency

B Number of accredited laboratories

Per this level of laboratory performance, almost all syphilis cases in Thailand are confirmed and over-
treated. Itis them discussed and suggested among experts that Thailand should use the confirmed cases for
the EMTCT of syphilis rather thanthe combination of probable and confirmed cases to get the mostaccurate
rate.

Recommendation 5. Investigate waysto reduce manual transcription of patient information
and test results

Since the previous report, Thailand successfully change the information system from manual transcription
to computerized health information and laboratory information systems in all health facilities. The
computerized system proves to minimize the workload and transcription errors. Each health facility will
have its own username and password and only the assigned persons will have the authority to access the
database to ensure confidentiality and data security.

Recommendation 6. Establish a national programme to evaluate syphilis test Kits and publish
the list of kits that meet the minimum criteria

Asmentioned in the Medical device Actof 2009, the syphilis diagnostic testkitdoes notrequire any import
declaration. Moreover, a manufacturing company or import company has to register as a manufacturer or
importer of medical devices and obtain a permit to import the syphilis test kits into Thailand. A certificate
for the licensed medical device distributor and the product catalogue are also required.
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Since 2019, the monitoring system on syphilis test kits has been implemented. The syphilis test kits have
been classified as medical deviceswhich require licensing in accordance with the Common Submission
Dossier Template. Thetemplate outlines the quality, standard and safety considerations for medical devices,
such as the essential principles of safety and performance of medical devices and methods used to
demonstrate conformity, device description and product

verification and validation documents.

The Biological Institute, Department of Medical Sciences, MOPH, performsits role in assuring the quality
of diagnostics test Kits as determined by the work system of Medical Sciences regulations 2009. In 2019,
the verification programmeof 10rapid syphilis diagnostic testkits were conducted. The results showed that
most diagnostic test kits meet standard criteriaas indicated in the leaflet. These results were also reported
to all alliances and were published in the Food and Drug Journal. With these data, the Division of Medical
Device Control of the Food and Drug Administration of Thailand evaluated diagnostic test kit standards
and in vitro diagnostic tests, and prepared a control group for specific syphilis diagn ostic test Kits and
evaluated the post-marketing surveillance (a collaboration programme to collect data between 2021 and
2022). Currently, the standards and criteria are being drafted for syphilis kit test evaluation and in vitro
diagnostic tests among other rapid syphilis diagnostic test kits. Thailand also plans to have the dual rapid
tests (syphilis and HIV) distributed in Thailand in June 2021.

Recommendation 7. Increase awareness, information and coordination on human rights laws
and policies that will contribute to sustaining the EMTCT response

Thailand has progressed significantly under this recommendation. Several initiatives have been systematically
scaled up since the last report. Different aspects of human rights have been addressed as follow:

Reduced discrimination and improved respect for confidentiality in the health-care setting

Thailand successfully piloted the stigma and discrimination reduction intervention package in six
demonstration sites and is continuing to refine it through participatory training, e-learning modules, and
community linkages. The package has been scaled upto 71 out of 77 provinces to ensure that health staff
provide discrimination-free health care. More than 123 public health facilities and almost 20,000 health-
care staff successfully completed the E-learning module. The system-wide stigma and discrimination
reduction effort is starting to produce positive change among health-care staff. Fear of HIV infection
dropped from 61% in 2015 to 52% in 2019, and stigmatizing attitudes toward people living with HIV
declined from 85% in 2015 to 81% in 2019.

Through the national monitoring system, a 2019 survey found that 11% of people living with HIV
experienced involuntary HIV disclosure and non-confidentiality in the health-care settings in the past 12
months, orasignificantdecline fromthe levelin 2015. Furthermore, the number of women livingwith HIV
who were coerced or advised to terminate their pregnancy in the past 12 months remained low, at 2% in
2017 and 3% in 2019.
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A new initiative — Thailand Partnership for Zero Discrimination

Thailand is recognized as a pioneer in Asia in reducing stigma and discrimination in health -care settings.
To expand action to eliminate all forms of HIV-related stigma and discrimination, the National AIDS
Committee has endorsed the Thailand Partnership for Zero Discrimination by bringing together
stakeholders from multiple sectors, including health, justice, education, workplaces and communities. This
new partnership is revitalizing the strategic alliance among stakeholders to implement and scale up
programmestoward ending HIV-related stigma and discrimination. A multi-sectoral costed action plan is
being developed, to be launched in early 2021.

National gender equality strategy and action plan

The gender equality strategy provides an effective governance framework by helping steer gender
budgetingtowardsgender equality objectives. In response to the National Strategy, Thailand has developed
a setof 20-year Master Plans relatedto social power, equality and social security, including gender equality
issues. To support this long- and medium-term vision, the Department of Women’s Affairs and Family
Development under the Ministry of Social Development and Human Security has issued the Women’s
Development Strategy (2017-2021), the main planning instrument for gender equality in Thailand. It
identifies goals, objectives and targets in the areas of equality, the elimination of discrimination, quality of
life, security and safety, and the creation of a modern nation. Consequently, 11 ministries and three other
government agencies formulated to the National Action Plan for Women Development Phase 1, 2020—
2022, which outlines 52 projects/activities targeting preventive and corrective measuresto mitigate and
eliminate violence against women, domestic violence, sexual harassment, human trafficking, and
discrimination on the basis of gender.

Progress made on community engagement

Using acommunity-ledcrisis response systemto take actionon HIV-related stigma and human rights
violations

A community-led crisis response, the “Pokpong” system,* is an online tool for infected and affected
populations, including people living with HIV, key populations, vulnerable Non-Thais and pregnant
women. These individuals and participating civil society or community-based organizations can access the
Pokpong system to report human rights violations or other forms of discrimination including physical
violence, involuntary disclosure of HIV status, or being tested for HIV without consent, at any place and
any time. Once reported, a case is immediately forwarded to the multi-disciplinary crisis response team to
implement a systematic process of screening, investigation and remediation. The Pokpong system has been
implemented in 14 provinces and has been proven successful. Members of vulnerable communities,
including people living with HIV, fully engage with affected populations and frontline civil society or
community-based organizations. The Pokpong system has a “human touch” by being able to provide rapid,
in-person assistance, aswell as to provide referral for longer-term support. As of June2020, 147 cases were

4 Pokpong is a Thai name of the Crisis Response System web application developed as a complaint mechanism for a quick and
easy reporting and timely response as mentioned on page 10
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reported to the Pokpong system, and 75% of victims of discrimination or human rights violation received
assistance and were able to successfully resolve or address their concerns.

A new initiative -- “360 degree” community involvement at ANC clinics

The NGO Coalition on AIDS and the Foundation of Thai HIV-positive Women are leading the
implementation of a new initiative funded by the Thai Health Promotion Foundation to provide
comprehensive HIV and reproductive health services, and support an effective response to unwanted teen
pregnancy. The services are integrated with harm reduction, psycho-social support and stigma and
discrimination reduction for women attending an ANC clinic, their infant, and their male partner. The
initiative also promotes human rights in relation to autonomy in decision-making, and provides more
options so that pregnantwomen can manage their ownrisks andknow about self -protection, while ensuring
access to essential health care. The project is currently being implemented in 15 ANC clinics in eight
provinces. Lessons learned and key recommendations will be generated and used to inform scale -up.

Greater involvement of TNP+at ANC clinics

The continuum of care center (CCC) isawell-knownmodel of multidisciplinary carefor people living with
HIV through a collaboration between the health facility and TNP+. In 2019, with technical support from
UNAIDS, TNP+ conducted a review of the CCC strategy in order to inform a revision, and produce an
M&E plan for 2020-2022. The new strategy clearly addresses the strategic objective that 20% of the 400
CCCs will focus on HIV prevention, and stigma and discrimination reduction among women receiving
ANC and theirmale partners. Asaresult, funding from NHSO for CCCs managed by TNP+increased from
THB 27 million in 2019 to THB 38 million in 2020.

5. Successes and major challenges to maintain validation of EMTCT in Thailand

5.1 Successes

EMTCT of HIV and syphilis has been consistently maintained in 2018-2019, according to the WHO
targets. Factors that contributed to this success include the consistent provision of quality laboratory testing
and ART, HIV treatment protocol improvement, guidance for syphilis diagnosis and treatment, congenital
syphilis prevention and treatment, perinatal HIV transmission prevention and evaluation of EMTCT at the
provincial level.

As part of the emergency preparedness plan, MOPH have the protocols to ensure that pregnant women,
mother and babies can have regular visits to ANC. The visit can be scheduled or rescheduled by phone and
in case thatactual visit cannot be made, follow up by phone can be done to ensure that pregnant women
and mothers will visit ANC as per schedules and receive HIV, syphilis and other testing as per the national
guidelines. If an emergency happens, for HIV-positive pregnant women who have good ART adherence,
ART can be subscribed for longer period of time to ensure that no disruption happensduring treatment.
ART is well managed and monitored to ensure no supplies shortage.
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5.2 Major challenges and planned actions for improvement

Some major challenges in maintaining EMTCT of HIV and syphilis remain. As MOPH identifies these
challenges, some planned actions or recommendations are developed accordingly.

1. Policy challenges
- The country has mobilized the policy on free syphilis diagnosis and treatment for all pregnant
women’s partners, both marital and non-marital. However, while being in the pipeline this policy
will be fully implemented in 2022.
- The rapid test for syphilis costs more than the non-treponemal test which is not included in the
benefits package.
- There is an urgent need to advocate an effective ST prevention campaign along with the prevention
of teen pregnancy at educational institutes
- Early ANC s not 100% coverage, and there may need to be more intensified to ensure that two
syphilis tests are given during pregnancy.
- Itremains a challenge to implement free syphilis treatment policy at all health-care settings.

2. Challenges in the monitoring of reports
- The report from PHIMS does not correlate with HIV surveillance report 506. Estimated causes of
congenital syphilisand other factors related to ANC factors were not reported.
- The coverage of PHIMS and HIV surveillance reports from public or private hospitals, and health
centres are necessary for monitoring the occurrence and treatment of HIV and syphilis.
- ICD-10 reports on negative congenital syphilis in infantsborn to positive mothers who receive
treatment should be separated from positive syphilis cases.

3. Challenges in diagnosisand treatment
- A rapid test for syphilis should be given to people with high risk, such as pregnant adolescents
especially those under age 25, those having multiple partners, and those who are likely to miss
follow-up visits. Without rapid testing, they are unlikely to receive treatment.
- Condomsuse should be more encouraged among people with high risk and young people since
their condom access and condom use behavior are still not adequate.
- There is a need to prioritize STI screening, treatment and prevention for adolescents due to the
rising trend of STl and CS among those 15-19 years old.

These challenges are addressed and acknowledged by the Thailand’s EMTCT working groups and key
stakeholders. On 18 January 2021, a stakeholder meeting was convened by the Department of Health and
Division of AIDS and STls, involving technical experts from WHO, UNAIDS, CDC Thailand, UNICEF
and 27 priority provinceswith high syphilis and CS rate. Apart from recommendations reported in this
document, the group has arrived with a consensus on the immediate actions as followed:

1. Investigate both programme and data issues, particularly on provinces with high CS rates and high
syphilis prevalence among pregnant women. Provinces with low coverage of testing and treatment
will be further investigated in comparison to the PHIM database.

2. The team has suggested same-day syphilis testing and treatment among high-risk groups, in addition
to the change in syphilis screening algorithm (reversed algorithm instead of RPR and TPHA
screening).
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3. The team will revisit the ART coverage among HIV-positive pregnant women and focus on the gap
of 3.3% under-coverage and those who receive late ANC.

4. All stakeholders agree on the urgency to address STI prevention and management and health literacy
among adolescent and young people. This includes the intensified interventions on teen pregnancy
such as comprehensive sexuality educations, access to condoms, supports for teen mothersto getearly
ANC and other health services to prevent MTCT of HIV and syphilis.

5. CScase investigation and estimation will be systematized among DOH and DDC to provide feedback
to provinces with high prevalence among pregnant women and other key populations. Regular
stakeholder meetings should be held to discusscomprehensiveand intensive service package to reduce
the prevalence.

6. BOE will improve the 506 reporting system and continue CS case investigation by developing the
standard case investigation forms and improving the ICD-10 system. This will align with health-care
staff capacity strengthening on case reporting.

7. Thereisarecommendationthat Thailand shoulduse confirmedsyphilis casesfor EMTCT revalidation
instead of the combination of probable and confirmed cases, considering the quality of laboratory
services and the tendency of over-treatment of syphilisamong pregnant women.

Appendix 1. Thailand National Guidelines on HIV/AIDS Treatment and Prevention, 2017
(Source: https:/ddc.moph.go.th/)

Thalland National Guidellnes
on HIV/AIDS Treatment and
Prevention 2017

HUDNWMSARSIFENEN
na:dewiunisAaisoiosled
Us=nslne U 2560

VA o B K wnoe

) ~ - T -
Key words: Prevention of mother-to-child HIV transmission

1. Recommended ART regimen
e Recommended regimen for all pregnant women regardless of gestational age, i.e,
TDF+XTC+DTG or 1 tablet of TDF/XTC/DTG, if these are unavailable, give TDF/XTC+DTG.
e Recommended primary regimen for reproductive women planning for pregnancy is
TDF+XTC+EFV or TDF+XTC+DTG. If DTG is given, information of increased adverse
effects of NTD should be provided, as well as benefits from taking DTG. All pregnant women
should have the right to make their own decision.
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. In case of TDF+XTC resistance, a recommended substitutionis AZT+3TC

. Pregnant women who receive TDF+XTC+DTG for more than 12 weeks and have VL >1,000
copies/ml at >32 weeks of gestational age may have high VL or poor adherence to ART.
Therefore, they should be referred to ART counseling service and follow up VL.

. Ifa pregnant woman receives ART rather than INSTI for more than 12 weeksand has VL
>1,000 copies/ml at >32 weeks of gestational age, a recommended regimenis TDF+XTC+DTG
or plus DTG as soon as possible for suppression of VL and to reduce the risk of MTCT of HIV;
and it is recommended to continue the regimen of TDF+XTC+DTG after delivery.

. Ifa pregnant woman has her first ANC visit >32 weeks of gestational age and has never received
ART, a recommended regimen is TDF+XTC+DTG.

If DTG is not available, consider giving TDF+XTC+EFV, and add RAL to reduce VL as soon as
possible which then reduces the risk of perinatal HIV transmission,and DTG or RAL can be omitted
after delivery.

. Iflabor begins before the pregnant woman receives ART, a recommended regimen is
TDF+XTC+DTG with a tablet of AZT 600 mg immediately and continue the same regimen
after delivery.

. AZT 300 mg should always be given during the onset of labor, but it can be omitted if VL <50
copies/ml at the time of delivery.®

. Recommendations for VL test in HIV-positive pregnant women

e AllHIV-positive pregnant women should have VL tested between 32 and 36 weeks of
gestational age, and take ART for at least 12 weeks.

e Pregnant women at 36 weeks of gestational age but insufficient uptake of ART as required in
VL test, are recommended to have the VL test at 36 weeks of gestational age to determine the
risk on the fetus and planning for delivery.

Use of ART for perinatal HIV prevention

Key messages:

® In Thai national guidelines, use of intrapartum AZT is recommended for pregnant women who receive no ART during ANC and for those
with VL >50 copies/ml. Thisis in additionto the triple ART regimen. The reason for giving intrapartum AZT is to ensureadequate AZT levels in
the infantto prevent HIV acquisition during delivery. Matermal AZT rapidly crosses the placenta to the fetus and penetrates well into the fetal
central nervous system, the target organ for HIV infection. Intrapartum AZT may beomitted in pregnant women who have HIV VL <50
copies/mlat gestational age >36 weeks.

Thai national guidelines were developed by the working group of technical experts in Thailand. The recommendations were adapted from
international guidelinese.g., DHHS, BHIVA, WHO based onthe consensus ofthe experts.

33



All HIV-positive pregnant women and couples with known blood test results should be counseled of
the benefits of ART, its adverse effects, and the adherence to ART.
Starting treatment: ART can be given to pregnant women without the presence of any symptoms of
opportunistic diseases regardless of CD4 counts and their gestational term.
Recommended regimen in pregnant women:
For pregnant women who have never had ART, a recommended regimen is
TDF+XTC+DTG (a combined tablet).
For pregnant women receiving ART prior to pregnancy, a recommended regimen should be
VL suppression <50 copies/ml.
In the case of any pregnant women with high risk of perinatal HIV transmission for instance a
mother having their first ANC visit after 32 weeks of gestational age or never had an ANC visit
nor ART, a recommended regimen is TDF+XTC+DTG.
If DTG is notavailable, consider giving TDF+XTC+EFV plus DTG or RAL for an immediate VL
suppression and consequently reducing the risk of perinatal HIV transmission., and stop giving
DTG or RAL right after delivery.
Continue postnatal ART in all pregnant women.
Recommended regimen for infants based on their risks:
Common risk of HIV infection from mother: give AZT for four weeks.
High risk of mother-to-child transmission of HIV: give AZT +3TC + NVP for four weeks.
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Appendix 2. Guidelines on congenital syphilis screening and treatment for pregnant
women

Guidelines on congenital syphilis laboratory diagnosis and screening, guidelines on congenital syphilis
screening and treatment)

Source: https:,ddc.moph.go.th/ )
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2. Monitoring of pregnant women for syphilis treatment

Figure 2. Treatment monitoring of pregnant women with syphilis
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3.Syphilis stage screening and treatment

Figure 3. Syphilis stage screening and treatment for pregnant women with confirmed
syphilis diagnosis and their husband/partner
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4.Monitoring the syphilis treatment of pregnant women
Figure 4. Monitoring the syphilis treatment of pregnant women
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5. Recommended practices for people with syphilis exposure (husband or partner)

Figure 5. Practices for people with syphilis exposure (husband or partner)
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Appendix 3: Thailand Spectrum HIV

2018 2019
Mothers needing PMTCT 3,659 3,316
Mothers receiving PMTCT 3,574 3,223
Single dose Nevirapine 0 0
Dual ART 0 0
Option A — maternal 37 0
Option B — triple prophylaxis from 14 weeks 0 0
Option B+: ART started before current pregnancy 1,281 1,161
Option B+: ART started during current pregnancy >4 weeks before delivery 1,993 1,739
Option B+: ART started during current pregnancy <4 weeks before delivery 263 324
PMTCT coverage 97.67 97.2
PMTCT coverage of more efficacious regimens 97.67 97.2
MTCT rate at 6 weeks 1.74 1.97
Final transmission rate including breastfeeding period 1.74 1.97
Number of HIV-positive breastfeeding women at 3 months 0 0
Number of HIV-positive breastfeeding women at 12 months 0 0
Number of new child infections due to mother-to-child transmission
Total 64 65
Male 33 34
Female 31 32
Treatment coverage for HIV-positive pregnant women 96.67 97.2
Summary of indicators for EMTCT of HIV and syphilis
(Private populations)
Indicator Target 2018 2019
Unit | Numerator | Denominator | Unit  [Numerator |Denominator
Monitoring”
1. Antenatal care (ANC) coverage >05% | 99.24% | 53481 53,893 | 99.35% | 52910 53,257
(at least one visit)
2. HIV testing coverage among >95% | 98.68% | 53,180 53,893 98.36 | 52,381 53,257
pregnant women
3. Syphilis testing coverage among >95% | 96.86% | 52,201 53,893 9413 | 50,131 53,257
pregnant women
4. Antiretroviral therapy (ART)
coverage among HIV-positive >95% | 96.52% 222 230 96.64 230 238
pregnant women
5. Syphilis treatment coverage among ~959 97.37% 111 114 98.20 164 167
pregnant women =
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Appendix 4. Summary of provinces that did not meet the EMTCT indicator targets (2019 data)

Indicator

Impact indicator

1.Annual rate of mother-to-child
transmission (MTCT) of HIV

Target

Number of provinces
ot meeting the targets, and

Notes
evels of lower performancs

Not available because SPECTRUM estimates are not done
at the provincial level

<2%
2. Annual rate of new, perinatal HIV 1 province 3 cases of new perinatal HIV
infections per 100,000 live births by birth <50 SamutSongkhram:  |infection (Thai); the number of
cohort*** 339 live births is low at 885
3. Annual rate of congenital syphilis (CS)
er 100,000 live births**** 17 provinces L
Ey CS case investigation (confirmed and =50 P Source: Case Investigation
probable CS) at 100% coverage
1 Khon Khen 157 (23)
2 Rayong 204 (18)
3 Roi Et 193 (16)
4 Nonthaburi 176 (15)
5 Songkla 74 (12)
6 Ubon Ratchathani 65 (11)
7 Sisaket 99 (10)
8 Kanchanaburi 108 (8)
9 Burirum 59 (7)
10 Pathum Thani 63 (6)
11 Nakhon Sawan 71 (5)
12 Uttraradit 151 (4)
13 Kamphaeng Phet 89 (4)
14 Chachoengsao 65 (4)
15 Chaiyaphum 54 (4)
16 Phuket 55 (4)
17 Nakhon Panom 54 (4)
4. Antenatal c_an_'e (ANC) coverage >95% 1 province Total Thai Non_—
(at least one visit) - Thai
Sa Kaeo
93.3 98.2 7.7
(663) (206)
5. HIV testing coverage among pregnant >059% 0 province
women
6. Syphilis testing coverage among 5950, 0 province
pregnant women -
7. Antiretroviral_ t_herapy (ART) coverage >95% 11 provinces Total Thai Non-_
among HIV-positive pregnant women - Thai
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Chonburi 97.8 83.3
7.
g 913 (182) (6)
Nakhon Si Thammarat 94.2 100
2 94.3
(52) )
Surat Thani 95.9 33
3 92.3
(49) @)
Surin 92.8 0
4 92.9 42)
Chantaburi 97.6 50.0
5 95.3
(41) 0]
6 Chiang Mai 91.7 97.0 33.3%
(33) ®)
Rayong 93.1 100
7 93.3 (29) (1)
Chumporn 94.4 100
8 95.2
(18) @)
Nakhon Panom 85.7 100
¢ 87.5
1) ®)
Narathiwat 94.4 0
10 94.3 (18)
Satun 92.3 85.7
11 92.3
(13) 0)
8. Syphilis treatment coverage among 5959 7 provinces Total Thai Non-
pregnant women == Thai
Surin 92.0 0
2.
1 92.0 (50)
Chanthaburi 87.5 100
2 88.2
(16) @
3 Surat Thani 941 100 50
' (15) @
Nakhon Panom 93.3 0
4 93.3 (15)
Rayong 90.0 0
5 90.0 (10)
6 Nakhon Nayok 750 75.0 0
(4)
Tak 100 87.5
7 91.7 (4) 8)
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Appendix 5. Achievements of lower performing, sub-national areas: Samut Songkhram Province

2019

Data source

| Impact indicator

Annual rate of mother-to-child

Target

2018 |

Not available because SPECTRUM estimates are not done at the

transmission (MTCT) of HIV <2% |provincial level
Based on PCR diagnosis of pediatric
2. Annual rate of | new, perinatal HIV HIV infections
infections per 100,000 live births by birth <50 93 226 2018: 1 case of 1,079 live births
cohort*** 2019: 2 cases of 885 live births
(Thai)
. - Source: CS case investigation
3. Annual rate of congenital syphilis (CS) . o
per 100,000 live births**** <50 92.7 0 (confirmed and probable CS) at 100%
1) coverage)
2018: 1 case of 1,079 live births
‘ Process indicator ‘ ‘ ‘
Source: PHIMS
i.n,:\r;itseiltw)atal care (ANC) coverage (at least 5959, (192.139) (192;358) Non-Thai: 2018: 98.2% (283)
' ' 2019: 98.2% (271)
Source: PHIMS
5. HIV testing coverage among pregnant 100 100 Non-Thai: 2018: 1009
' g g g preg >95% | (1219) | (1,08) on-Thai: 2018: 100%
women 2019: 100%
6. Syphilis testing coverage amon 100 100 Source: PHIMS
VP g g g >95% (1,219) (1,098) Non-Thai: 2018: 100%
pregnant women 2019: 100%
. . Source: PHIMS
ot el I B IR Y
gHiv-p preg 2019: 100%, 1 case
- Source: PHIMS
8. Syphilis treatment coverage among 5959 100 0 Non-Thai: 2018- 0 cases
pregnant women (8) 2019: 0 cases
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Appendix 6. National disease surveillance reporting form (506)

_ R P
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Appendix 7: A summary of resolutions on the ICD-10 from two meetingsin 2019

[Unofficial translation]

Meeting minutes

Meeting to discuss guidelines to eliminate congenital syphilis
Summary of meetings held on 23 May 2019 and 18 July 2019

Background of the meetings:

e Increasingtrend in congenital syphilis.

e Site visits conducted by the Bureau revealed that the definition of “congenital syphilis” is still
unclear, leading to discrepanciesin physicians’ understanding. ICD-10 code is also unclear, so is the
guidelines for lab testing for congenital syphilis.

e Diagnosis of congenital syphilis: Current diagnosis doesn’t match the guidelines; resulting in
incorrect ICD-10 code entry.

Resolution: Specify ICD-10 code for congenital syphilis as follows:

1. Congenital syphilis according to WHO guidelines should be reported.

1.1 confirmed case

Mother didn’t receive standard treatment or
didn’t complete treatment or completed
treatment, but less than 30 days before giving
birth; or treatment history is unknown.
Infant’s VDRL/RPR detects >4 times more
titer than the mother

and/or infant is symptomatic or chest x-ray
meets the case definition of congenital
syphilis

ICD-10: A50.0-A50.7, A50.9

1.2 confirmed case

Mother received standard treatment or
completed treatment >30 days before giving
birth.

Infant’s VDRL/RPR detects >4 times more
titer than the mother

and/or infant is symptomatic or chest x-ray
meets the case definition of congenital
syphilis

ICD-10: A50.0-A50.7, A50.9
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1.3 probable case

Mother didn’t receive standard treatment or
didn’t complete treatment or completed
treatment, but less than 30 days before giving
birth; or treatment history is unknown.
Infant’s VDRL/RPR detects <4 times less titer
than the mother

Infant is asymptomatic

ICD-10: A50.9

1.4 confirmed case

Infant’s non-treponemal test at month 6 is +ve

Whether mother received treatment or not
doesn’t matter

Case definitionin 1.1-1.3 not met

Infant’s VDRL/RPR detects <4 times less titer
than the mother

Infant is asymptomatic

ICD-10: A50.0-A50.2, A50.9

1.5 probable case

Mother didn’t receive standard treatment or
didn’t complete treatment or completed
treatment, but less than 30 days before giving
birth; or treatment history is unknown.

Infant’s VDRL/RPR detects <4 times less
titer than the mother

Infant is asymptomatic

1.5.1 Infant’s non-treponemal
testat month 6 is +ve; ICD-10
A50.0-A50.2, A50.9

1.5.2 Infant’s non-treponemal
testat month 6 is -ve; ICD-10
A50.9

1.6 probable case

Mother completed standard treatment but
stillbirth

ICD-10:Z237.1 and 098.1

Not congenital syphilis; follow up for 6 months
e Mother received standard treatment or completed treatment>30 days before giving birth.
e Infant’s VDRL/RPR detects <4 times less titer than the mother; and infant is asymptomatic.

Code: ICD-10: PDx Z38.0 - 38.8 and SDx Z 20.2

Note: Standard treatment = Benzathine penicillin, according to the country’s CGP.
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Case definition of congenital syphilis includes:

e <2 years of age =hepatosplenomegaly, rash, condylomalata, snuffles, jaundice (non-viral hepatitis),
pseudo paralysis, anemia, edema (nephrotic syndrome and/or malnutrition).

e older children = stigmata (e.qg., interstitial keratitis, nerve deafness, anterior bowing of shins, frontal
bossing, mulberry molars, Hutchison teeth, saddle nose, rhagades, clutton joints).

Test results that meet the case definition of congenital syphilis should include any of the following:
1. Treponema pallidum detected in secretion specimen or in serum, skin, umbilical cord,

placenta, ordead body of baby (0—28 days) using Dark-field microscopy, PCR or IHC or

special stains.

X-ray shows unusual long bone.

Antibody test is +ve (>4 times titer than in mother).

CSF detects VDRL +ve.

LP detects high level of WBC and proteins.

Recommended normal value:

- Inchildren <30 days CSF WBC >15 WBC/mm?or CSF protein >120 mg/dl.
- Inchildren >30 days CSF WBC >5 WBC/mm? or CSF protein >40 mg/dl.

abrwn

If WBC and/or CSF protein is abnormal while CSF VDRL is -ve and other tests results
are normal and if mother has completed treatment = NOT congenital syphilis, but if
mother did not complete treatment, consider case “probable” as in no. 5, but must follow
up on blood test for 6 months to determine whether 5.1 or 5.2

Diagnosis guidelines and care for infants who mother is syphilis +ve
The current guidelines was used since 2015, therefore the CSF reporting criteriashould be added to align
with WHO reporting guideline in 2016:

e Inchildren <30 days: For treatment = WBC >5 WBC/mm?3, protein >40 mg/dI.

e Forreporting congenital syphilis = WBC >15 WBC/mm?, protein > 120 mg/dl.

e Inchildren >30 days: For treatment and reporting = WBC >5 WBC/mm?, protein >40 mg/d|.

Reporting and following up on investigation

Currently this is done by the Division of Epidemiology through local PHOs and screening is already
integrated in ANC.

Resolution: Assign Division of Health Promotion, DOH to be responsible of recording data on
investigation and submit to Division of Epidemiology.
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Appendix 8. Congenital syphilis case investigation form

1. Mecnatal information

MNarme

Hr

Al

e ] 10aie [ 2 Fermale DALY of Btk

BV at

woaeks

Place of

Birth Outcome L 1. Linee barth

Delnery H
D 2 Infant death Date L
O 3. Fetal desth

Birth___grarm

1. Districk  hospital [ 2 Provincial hosprtal [ 3 rprvate hospitall | 4.
Please spedify

Gestational ot Brth

Age

Oithers

: 4. Unknoeen

Please specify

1.1 Neonatal syrmptoms

L1 consoma 2tz Lz
h FE

Syphilitic skin rash

L1 3 Snuffles

a Hepatosplenamegaly

L 5. Hydrop fetalis U ¢ gdema [ 7. Jaundice inan-virzl hepatitis) U 8. Pseudo paralysis
Ul 5. Others Please speCify: U 10. Mo Syt
1.2 Laboratory results
121  Blood
i Codolood Lz vein [ 5. cthers Please specify
1.22 Non Treponemal (RPR/DEL)
(11 TestDate_ s/ Tier T2 Mot Test L3 Unknown
123  Treponemal HENT- 2 g [ 3. 1ghea [ 4. tot Test
124 Dark field or special stain from cord Blood
[ 1. Dark field, Blegse specify the result
=z Special stain, Plegse spacify the result
_ 3 het Test
_ 4. Unknowen
125 X-rays long bone
g 1. Test Please specify the result
— 2 Mot Test
[ 5. Unknawn
126 C5F
L] 1. Test
U VDAL Please specify the result Uwec cellémm®
[ rec celveummbJorgssin mg/el
12 hot Test
13 Unknown

1.3 Neonatal Treatment

1. Penicillin & {PGS) for 10 days

(1 2. Benzathine penicillin 1 dose

_L 3. Others Please specty

L1 4. No Treatmert
D 5. Unknown

1.4 Neonatal Final Diagnosis (after & months)

I 1. Congenital syphilis

_1 2. ot Congenital syphilis
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2. Matemal Information

Marme O number,
HM AR
Age 1 NMational Diccupation Tel
Ardrass
2.1 Obstetrical histony
Gravida (G) Farz (F) Abortus (4] 5154 Livirg (L)
wiagks

» anc O 1anc times  First ANC
Ll 1. Primary heslth care hospital L 2. District hospital
U 5. provincial hosgital L 4. Private hospital/Clinic L 5. Others
00 2. No ANC

2.2 Laboratory result
221 RPRADRL O1Test Oz motTest 3 Unknown
letDate S~/ A weeks Ther
2nd Dete S 7 GA weeks Tier

3iDate_ & S zA waeks Tier
U1 positve U 2 Negatve 3. Unknown [ 4. ot Test

U1t postve Uz vegative 13 Unknown [ 4. bt Test

222 Treponemal test
223 HV
2.3 Maternal Diagnosis
HEN Primary Oz Secondary HES Early latert _l 4 Late or late latent
5. Previously treated sprofzst U & Unknawn U 7. Cthers

2.4 Maternal Treatment

241 Medication
_ 1. Berzathine penicillin Z4ml » 1 Dose [ 2. senzathine penicillin Z4ml »« 3 Dose

— 3 Cthers

2 3rd i £

2.4.2 Treatment Date lst f 7
243 Treatment courses
L] 1. wore than 30 days before |abour
HES During Treatment [ 4. Loss to follow up
[ 5. Not receive trestment | 7. Unknown

[ 2. Less than 20 dEys bafore |abaur
T complete treatrment

3. Maternal Partner Information

3.1 Syphilis Test (1 Test 12 Mot Test L 3. Unknown 4. Test but no result hawe seen

311 ARPRADRL

st Dete £ Titer
2r Dete Titer
312  Treponemal test
U iensiie 2 negtive L2 Unknown [ 4 tiot Test
3.2 HV Oipositive [12 Negatve 13 Unknown [ 4 Mot Test
3.3 Treatment U1 Treated 2 Duri g treatment and follow up [ 3. Loss to fallow up
L] 5. o treztment 1 . Unknown

Oa. Incomplete Treatment
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|4. Conclusion
i
Diagnosis Criteria ICD-10
O L. {Confirm case) A condition affecting an infant whose mother had
untreated or inadequately treated syphilis 2t delhwerny (complete
treztmient less than 30 days before delheny since first dose) and has RPRor | POy ASD.0 - 507,
AS0.9

O 1. congenital
syphilis {\WHOD report)

VDAL in amy neonate who has a serum guantitatiee non-treponemal
serologic titer more than or equal fourfold the matemzl tier

Infant has syrniptam of congenital syphilis or abnormal radiographs of Long
bone

O 2. {Confirm case) & condition affecting an infant whose mother hard
adequately treated syphilis 2t delhveny (Complete trestment more than
30 days before delrvery] and has BPR or VDAL in amy neonate who has 2
SEruMm Cuanttatre non-treponemal serologic titer more than or equal
fourfold the maternal titer

Irfant has symiptom of congenital syphilis or abnormal radiographs of long

bone

AS0.0 - 50.7, ASDS

O 3. {Confirm case) Stllbirth from mother who had untreated or
inadequately treated syphilis 2t delivery (complete treatment less than
30 days before delreany since first dose)

Z37.1 gfju 098.1

O 4. {Confirm case) RFR or VDAL in anmy (restedd or uritreated) necnzte who

still has a reactive non-treponemnal serclogic serum at 6 months.

AS0D

O 5. {Probable case) A condition affecting an infant whose mather had
untreated or inadequately treated syphilis 2t delivery (complete
treatrnent less than 30 days before delheany since first dose) and has RPR or
VDAL in amy neonate who has a serum guantitative non-treponemal
serologic titer less than or egqual fourfold the maternal titer

andor

Irfant has no symptom of congenital syphilis.

AS09

O &. (Probable czee) Stillbirth fom mother who had adequately treated
syphilis 2t delivery (complete treatment Lass than 30 days before deliery
since first dose)

Z3T7.1 and 0881

O 2. Neot Congenital
syphilis (follow up &
manths)

A condition &ffecting 2n infant whose mother had adequately treated
syphilis 2t delivery ([complete treatment more than 30 days before delieny)
and has RFRE or VDAL in anmy neonate who has a sgrum quantitatiee non-
treponemal serclogic titer less than fourfold the matemszl titer and Infant
has no symptom of congenital syphilis abnormal redicgraphs of long bone
and o not kas a reacthee nonrtreponamal serologic serum at & mornths.

PO Z38.0- 388
Sy 7202

Report Mame

Provance

Addrass

Tel, Dats




Appendix 9. Congenital Syphilis Estimation Tool: Methods and results

Estimation of congenital syphilis (CS) cases and case rate per 100,000 live births using WHO
Congenital Syphilis Estimation Tool

In order to present alongside the national data of congenital syphilis passive surveillance (R506) and case
investigation data, the national team together with the technical partners — WHO, UNAIDS and UNICEF
conducted the CS modelling and estimation exercise using WHO Congenital Syphilis Estimation Tool
(https://www.who.int/reproductivehealth/congenital-syphilis/surveillance/en). The tool uses the methods
and approaches recommended by WHO to estimate global CS cases® and it allows to assess the burden of
CS in the country. The outcome of the CS estimation exercise provides the triangulation source of data to
better understand the current and historical trend of CS cases, case rate per 100,000 live births and
adverse birth outcomes (ABO).

The Congenital Syphilis Estimation Tool usesthe core indicators of elimination of congenital syphilis
(ECS)’ recommended by WHO: 1) testing of ANC attendees for syphilis at first visit; 2) positive syphilis
serology in pregnant women; and 3) treatment of syphilis-seropositive pregnant women — as well as ANC
coverage and total live births (see table 1). These indicators are used to estimate the total number of CS
cases and the case rate per 100,000 live births for all pregnant women. Data for all key indicators in each
year are thoroughly reviewed, triangulated, and validated by the technical working group before inputting
into the tool.

Table 1: Summary of data inputs used in congenital syphilis estimation tool

2015 2016 2017 2018 2019

1. Total live births 736,352 | 704,058 | 702,755 666,357 618,193
2. Syphilis prevalence among

pregnant women 0.08% 0.11% 0.17% 0.27% 0.39%
3. Antenatr_all_care (ANC) coverage (at 98.3% 98.5% 98.5% 98.6% 98.6%
least one visit) ' ' ' ' '

4. Syphilis testing coverage among 99% 99 3% 99 1% 99 5% 99 6%
pregnant women ' ' ' '

5. % Treatment coverage for syphilis 96% 97.9% 97 6% 98.3% 97 5%
positive pregnant women ' ' ' '

Sources: Civil registration, Ministry of Interior and PHIMS Report of DOH.

Based on the data inputs described in table 1, the tool categorizes pregnantwomenin a given year into
several groups that include if they are covered by ANC services or not, their syphilis serostatus, and if they
were tested for syphilis and/ or adequately treated for syphilis.® Congenital syphilis cases are then estimated

5 Koren rompetal., 2019; Newmanetal., 2013; Wijesooriya et al., 2016.
" WHO (2011). Methods for surveillanceand monitoring of Congenital syphilis elimination within existing systems..
8 The WHO Congenital Syphilis Estimation Tool: Structure and Methods, 16 June2020.
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according to WHO congenital syphilis (CS) surveillance case definition® that includes both live births and
stillbirths with clinical manifestations of congenital syphilis (symptomatic at birth) and asymptomatic
infants born to women with untreated syphilis?°.

Findings:

The results of congenital syphilis estimation exercise show that the estimated congenital syphilis case rate
per 100,000 live birthsis 16 and 26 in 2018 and 2019 respectively — well below the validation benchmark
of elimination of mother-to-child transmission of syphilis (i.e., <50 congenital syphilis cases per 100 000

live births). Table 2 shows the annual estimated congenital syphilis casesand case rate per 100,000 live
births between 2015 and 2019.

Table 2: Estimated congenital syphilis cases and case rate per 100,000 live births, 2015-2019

2015 2016 2017 2018 2019
Esymated number of con_gemtal syphilis cases 57 59 85 109 172
(clinical and asymptomatic)*
Congenital syphilis case rate per 100,000 live births 8 8 12 16 26

* Non-clinical CS cases (asymptomatic) born to untreated women are also included

Despite the high level of syphilis testing and treatment coverage among pregnant women that achieved
average of 99% and 98% respectively in recent years, it is observed that total number and case rate of
congenital syphilis are gradually increasing since 2015. A drastic increase in estimated CS cases has been
observed between 2018 and 2019. The major factor of increase in congenital syphilis is due to rising trend
in syphilis prevalence among pregnant women during the observed years.

About 40% discrepancy between confirmed reported cases and estimated cases indicates that there are
possibilities of overreporting of congenital syphilis in current reporting system. The findings also highlight
the need to better understand the challenges in diagnosis and reporting of congenital syphilis, and to
strengthen the national passive surveillance reporting system R506 and case investigation system.

® WHO. (2017). Global guidance on criteria and processes for validation: Elimination of mother-to-child transmission of HIV and syphilis, 2nd
edition. https:/Amw.who.int/reproductivehealth/publications/emtct-hiv-syphilis/en/

' Allinfants bornto untreated women are considered to be surveillance cases irrespective ofwhether or not an adverse birth outcome (ABO)
occurs
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Appendix 10. Summary of congenital syphilis over treatment and investigation

Guidelines for Assessing and Treating an Infant Born to a Mother Diagnosed with Syphilis
Thailand national guideline on EMTCT of syphilis 2015

Mother infected with syphilis*
I I l
History of treatment of the mothet Mother treated with penicillin Mother treated completely
- No treatment. or during pregnancy and at least before pregnant and has
« No record of treatment, or 4 weehs prior to delivery, and mother serofast RPR/VDAL titer,
Treated within 4 weeks or less prior has no indication of repeat infection, and husband/partner had
to delivery, or and husband/partner received compiete treatment, and
- Not treated with Penicilin, or compiete traatment normal results for exam
- No foliow-up of treatment of infant. If exam of
OUtCOme, Of infant shows abooemal
- Evidence of repeat infection; resuits then refer
4-fokt* or more inCrease in RPR/VDRL for further
*Perform CBC, platelet, 1 l
cerebrospinal fluid S 2 oSS
4SS Infant RPR/VDRL Infant RPR/VORL is
examfnatlonfor celhl co‘unt, Infant assetsment over 450k higk cmnwm
protein, and quantitative J' 1 than mothes's than the mother’s
VDRL Other testse g, chest
X-ray, bone X-ray, liver Hmay——— ' Infant exam iz
function test, eye normallab tests ~abnormal, or lab ‘I it v
examination based on sugns""""’ "°""‘: _‘.:"' S ey it .
and symptoms of infants huMouq.-l RPRAVDRL & over v
1o 4-fold” highet w~ Follow up the
than the mother’s mother and
infant; no need
20 refer for lab
tests or treatment’
Al B 1 Ci D E
Treat according Treat ~ Evaluate infant and
to Guideline ¢ 2° to Guadeline # 80 Casiciolies 1

* Guidelines#1 (aguecus penicillin G or procain penicillin G x 10-14 days|

* |ftreatment with guidelines #2 {berzathine peinicillin G 1 dose) nead to have thorough physical examination, and have all reguired laboratory results and are
certain that patients can return for follow-up. If patient has incomplete examination/lab results or patient is unable to return for follow-up, treatment with
guidelinesl is recommended.

Figure 5: Algorithm for assessing and treating infants born to syphilis positive mothers in Thailand.

Reporting the congenital syphilis case rate by including probable cases (surveillance case definition) is
likely to over report the number of true congenital syphilis cases in Thailand. Many babies in the probable
cases are unlikely to develop congenital syphilis based on the justifications below.

1. Forbabies bornto syphilis positive mothers and the mothers receive syphilis treatment less than 4
weeks, it is recommended to perform thorough investigations as shown in figure 5, including
lumbar puncture, liver function test, X-ray and provision of treatment. Babies in group B, C, D
receive treatment guideline #1 (PGS 10-14 days).

2. According to the case investigation,
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a. many babies classifying as group A and E also received treatment guideline #1. Based on
the information above, babies diagnosed as probable cases based on the surveillance case
definition are unlikely to develop congenital syphilis when follow-up in the long term
because they receive comprehensive investigation and early treatment (PGS 10-14 days),
and close follow-up for most cases in group A and B.

b. Inaddition, some doctors over-investigated babies bom to syphilis positive mothers whose
mothers received treatment more than 4 weeks before delivery, by performing lumbar
puncture, LFT, X-ray. The babies who had any abnormal symptoms (e.g., neonatal
jaundice) (group D) may also receive comprehensive investigation and treatment in
guideline #1. In addition, some doctors performed comprehensive investigation for babies
in group E as well.

c. With over-investigation in many babies, interpretation of any abnormal lab result is
complicated. For example, asymptomatic babies whose mother received adequate
treatment may have abnormal CSF from trauma LP with high RBC and WBC >40
cells/smm3, CSFVDRL negative, or neonatal jaundice fromother causes. These babies may
be overcounted as congenital syphilis in the case investigation as well.
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