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The guidlines for management of pregnant woemen with
syphilis - 2016 was prepared to assist policymakers to plan
PMTCT interventions and healthcare workers to provide optimal
services to pregnant mothers
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1. Introduction
Syphilis is a sexually transmitted disease which may cause genital ulcer disease in the primary or
secondary stages. However, majority of persons infected with syphilis remain asymptomatic making it
difficult to identify the infection. These asymptomatic patients can be identified only through
serological screening. If a woman has symptomatic or asymptomatic syphilis, infection can be
transmitted vertically from mother to child resulting in congenital syphilis in the baby.
Maternal syphilis causes half a million stillbirths and miscarriages annually around the world. The
number of fetal and neonatal deaths attributed to syphilis is estimated to be over 500,000. Every year,
at least half a million infants are born with congenital syphilis.
Unlike many neonatal infections, congenital syphilis is a preventable disease which could be eliminated
through effective antenatal screening and early treatment of infected pregnant women.
The risk of vertical transmission and foetal disease are directly related to the stage of maternal syphilis
during pregnancy. Primary and secondary syphilis, if left untreated, can result in 40% of foetal loss
presented as spontaneous abortions, still births or perinatal death and another 40% of foetuses born
to mothers with untreated early stage syphilis may have congenital syphilis. The risk of foetal loss and
congenital syphilis drops slightly in the early latent stage and reduce to 10% in late latent stage.
Syphilis is a condition which can be cured with penicillin treatment. Treatment of pregnant women
having syphilis with penicillin treatment prevents congenital infection. Early identification and
treatment of syphilis among females will reduce the risk of both sexual transmission and mother to
child transmission.
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2. Steps to follow in antenatal clinic for early diagnosis of syphilis

All mothers are to be screened before 12 weeks of gestationfor Syphilisand HIV. (Preferably at the first
visit).
Antenatal clinic services (MOH (Medical Officer of Health) clinics and hospital ANC (Antenatal Clinic)
clinics) have to arrange collection of 5cc of blood in a vacutainer tube and transport to the STD clinic
for Syphilisand HIVtesting.
STD clinics have to carry out Syphilis andHIV screening tests on the blood samples receivedfrom ANC
clinics and send reports to the relevant officers.
The information on reactive VDRL reports and HIV positive reports need to be informed to the MO,
MOH or VOG and measures should be taken to strictly maintain the confidentiality of the information.
The screening test (VDRL and HIV ELISA) positive pregnantwomen need to be referred to the STD clinic
for further management.
Correctly record the VDRL and HIV test related information appropriately in the ANC record.
Review syphilis test results at subsequent visits and at the time of delivery. If the woman was not
tested during pregnancy, syphilis screening should be offered after delivery.
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3. Laboratory Diagnosis of Syphilis
Tests for syphilis:
•

Direct microscopic examination to demonstrate Treponema pallidum

•

Non-treponemal serological tests used for screening

•

Treponemal serological testsused for confirmation

Demonstration of Treponema pallidum
Dark field/Darkground microscopy
This method is used when lesions are present. Lesions could be primary chancre, mucosal lesions or
lymph nodes. A special method of microscopy called dark ﬁeld microscopy is used to demonstrate
Treponemapallidum. Positive dark ground microscopy forT. pallidum indicates a deﬁnitive diagnosis of
syphilis.
Serological Tests for syphilis
Two types of serological tests are essential to confirm the diagnosis.
Non-specific /non-treponemal antibody tests:
These tests are moderately speciﬁc for syphilis,but highly sensitive. Therefore, when non treponemal
antibody is positive two possibilities can be considered; i.e.: true positive situation due to syphilis
infection or biological false-positive reaction.
The two commonly used tests are:
•

VDRL- Venereal Disease Research Laboratory

•

RPR – Rapid Plasma Reagin

VDRL test is the non treponemal test used for screening of antenatal population in Sri Lanka.The VDRL
test is performed either as a qualitative test used for screening or as a quantitative test to detect
disease activity and response to therapy.VDRL titre is important to determine the stage of syphilis and
also to monitor the treatment response.
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Specific/ Treponemal antibody tests:
These treponemal tests measure antibody speciﬁc for T. pallidum and are very speciﬁc and highly
sensitive.
These tests are used to
•

Conﬁrm a positive VDRL/ RPR test

•

Identify false positive VDRL

•

Diagnose late syphilis when non treponemal tests may be non-reactive.

Commonly used tests are:
TPHA

- T.pallidumhaem-agglutination Assay

TPPA

- T.pallidum particle-agglutination Assay

ELISA

- Enzyme Linked Immuno-Sorbent Assay

4
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Protocol for serological tests for syphilis
VDRL TEST
Positive

Negative

Exclude treponemal
infection

TPPA

Positive

Negative
Biological false
positive reaction (BPF)

Serological evidence of
treponemal infection present
Start management for syphilis

When VDRL test result is reactive the same sample will be tested using treponemal tests such as TPPA
test. If TPPA test is positive the venereologist/ MOof the STD clinic will immediately inform the
relevant MO, MOH or VOG of ANC clinic.
The pregnant woman having the positive screening results needs to be referred to the STD clinic
without delay as early treatment initiation is necessary to prevent congenital syphilis of the baby.Make
sure that shared confidentiality is maintained for positive test results.
Biological False Positive (BFP) reaction
Nonspecific tests detect antibodies against cardiolipins released from damaged tissues. This type of
tissue damage can occur in acute infections, immunization or immune reactions, auto immune
conditions or vaccinationthatcause tissue damage.
The specific test for syphilis remains negative and this state is known as a biological false positive (BFP)
reaction.
BFP reactions for VDRL are common in pregnancy. The titre of the nonspecific test is usually low, rarely
more than 1:8.
5
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Biologically false positive results may occur in many conditions including acute infections, after
vaccination, pregnancy, frequent blood transfusions, auto immune diseases (such as Systemic Lupus
Erythematosis, haemolytic anemia, rheumatoid arthritis), drug addicts, cancer, tuberculosis, leprosy
etc.

6

10

4. Diagnosis of congenital syphilis of the infant born to a mother having
syphilis
The diagnosis of congenital syphilis can be difficult as maternal non treponemal and treponemal IgG
antibodies can be transferred through the placenta to the foetus.
Treatment decisions should be based on
 Identification of syphilis in the mother
 Adequacy of maternal treatment
 Presence of clinical, laboratory and radiographic evidence of syphilis in the neonate
 Comparison of maternal VDRL results at delivery and neonatal VDRL titres conducted at the
same time.
Serologic evidence of congenital syphilis




Serum quantitative non treponemal serologic titre (VDRL titre) that is fourfold higher than the
mother’s titre at the time of delivery or
Presence of IgM antibodies in the infant (EIA test) or
Rising non treponemal antibodies in infant’s serum

Blood sample of neonate born to mother with syphilis should be tested for VDRL immediately after
delivery. The sample of the neonate should be sent to the closest STD clinic along with a sample of
blood from the mother for VDRL test.
VDRL in both mother and new born baby need to be performed and if VDRL titre of baby is more than
fourfold of that of the mother, it indicates congenital syphilis. However, lack of fourfold increase does
not exclude congenital syphilis.
Baby should be managed by a paediatrician in collaboration with a consultant venereologist according
to the national STI management guidelines.
There is no need to do treponemal tests (TPPA) of the neonate as treponemal test can be positive
(False) up to 18 months due to the presence of maternal antibodies.
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5. Management of syphilis in pregnancy
Women diagnosed as having reactive VDRL test should be referred to the STD clinic. All identified
pregnant women with positive non treponemal tests (VDRL/RPR) should be tested further using one of
the confirmatory treponemal tests (TPPA/TPHA/FTA-ABS/IgG) to confirm the presence of treponemal
infection. If the treponemal test is positive, the pregnant woman should be treated with penicillin
injections according to the stage of infection. It is important to note that early treatment with
penicillin is required for successful pregnancy outcomes. Adequate penicillin treatment will end
infectivity within 24-48 hrs.
It is not necessary to re-treat mothers who have documented evidence of adequate therapy for
previous syphilis as long as there is no serological or clinical evidence of re-infection or relapse. Babies
born to such mothers do not require prophylactic penicillin therapy.
If there are doubts about the adequacy of previous therapy, re-treatment should be commenced
promptly.
Important points in the management of pregnant women with syphilis at the STD clinic













Reassure the mother that syphilis is a curable condition, and mother and partner/s can be
cured and possibility of mother to child transmission can be prevented by early and adequate
treatment.
Follow the basic principles, nonjudgmental attitude, confidentiality maintenance and respect
for patients’ rights.
A detailed history is important to determine the stage of syphilis. Explore in the history about
past or present genital ulcers, skin rash etc. and whether the mother was treated for syphilis in
the past and relevant symptoms of the partner/s.
Carry out a detailed clinical examination to identify significant signs of syphilis.
Screen for other STI’s including HIV(If not done already).
Identifying the correct stage of syphilis is important as the risk of transmission is high during
early infection. Consider symptoms, signs, sexual history, partner’s symptoms, VDRL titres of
the patient and the partner to decide the stage of syphilis. (If necessary get advice from a
consultant venereologist).
Screen spouse/partner to understand the stage of syphilis and give epidemiological treatment
or treatment. Advise both on safer sex practices and importance of prevention of reinfection.
Preferably both the pregnant woman and partner should be treated at the same time to
prevent reinfection.
Arrange management of pregnant mother in collaboration with an obstetrician of a tertiary
care unit – Inform the diagnosis and plan of management to the obstetrician while taking
measures to maintain confidentiality.
8
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Identify a link person from the tertiary care unit (such as infection control nurse) to look after
patient’s and baby’s needs during prenatal period and while admitted for delivery.
The pregnant woman should be followed up closely till delivery. If necessary, defaulter tracing
should be done without delay.
Make arrangements for management of baby immediately after delivery. Both mother and
baby need to be referred to the STD clinic. (Infant prophylaxis with benzathinepenicillin or IV
penicillin-see page 17) If the baby needs ten days IV penicillin treatment, inform the
neonatologist/ paediatrician regarding the plan of management of the baby.
Baby should be followed up in the STD clinic at 3,6, 12 and 18 months of age.
Understand the sensitive nature of the issue when a pregnant woman gets to know that she
has syphilis. Provide counseling to both the woman and the partner to cope with the situation.
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Treatment of the pregnant women
Penicillin G is the only known effective anti-microbial, for preventing maternal transmission to the
foetus and treating foetal infection.
Treatment for early* syphilis in pregnancy(*Primary, secondary and early latent syphilis)
Benzathine penicillin 2.4 million units intramuscularly as a single dose, after having excluded allergy to
penicillin. (A second dose of benzathine penicillin may be considered 1 week after the first dose).
However, when maternal treatment is initiated in the third trimester, a second dose of benzathine
penicillin should be given 1 week after the first.

Treatment for Late latent syphilis or latent syphilis of unknown duration in pregnancy


Benzathine penicillin 2.4 MU intramuscularly, weekly 3 doses. (Days 1, 8 and 15)

Pregnant women who miss any dose must repeat the full course of therapy.

Penicillin Allergy
No proven alternatives to penicillin are available for treatment of syphilis during pregnancy. It is
recommended desensitization is the best option if it is feasible. There is no proven data for use of
ceftriaxone.
Alternatively Erythromycin can be used when penicillin is contraindicated. Recommended dose is
Erythromycin 500mg 6 hourly/PO for 14 days in early syphilis and for 28 days in late syphilis.(In
pregnancy doxycycline is contraindicated).
If the mother was treated with non-penicillin treatment, the baby should be treated as having
congenital syphilis.

10

14

JarischHerxheimer (JH) reaction
Though it is rare, JH reaction need to be considered and women need to be advised to seek obstetric
services if they notice fever, uterine contractions or decrease in foetal movements after treatment.
Corticosteroid treatment is not recommended to alter the risk of JH reaction(No data available to
suggest that corticosteroid treatment alters the risk for treatment related complications in pregnancyCDC 2015)
The pregnant woman should be managed in coordination with the MCH care services and/or
obstetrician in a tertiary care unit.
Follow up





Serological (VDRL) follow-up should be done monthly during pregnancy and thereafter
according to national guideline.(After treatment at months 1, 2, 3, 6 and 12, then 6 monthly
until VDRL negative or sero-fast orup to 2 years)
A sustained fourfold or greater increase in the VDRL titre suggests re-infection or treatment
failure and need re-treatment.
Specific treponemal tests may remain positive for life following effective treatment. Therefore,
proper documentation is important to prevent unnecessary retreatment.

All pregnant women with Syphilis should be provided appropriate services
including institutional care without stigma or discrimination.
HIV infection
Evidence suggests that treatment for syphilis in pregnant women who are HIV positive should be
similar to that is given to HIV negative pregnant women and follow up should be the same as for adults
with HIV infection.
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6. Management of sexual partner/s
In managing contacts, partners during last 3 months should be traced if diagnosis is primary
syphilis. For secondary and early latent syphilispartner/s need to be traced up to last two
years
It is important to trace the partner/s and manage appropriately to prevent reinfection. The
woman's partner/s should be screened for syphilis and arrange epidemiological
treatmenteven if they are negative.
Recommended regimen for epidemiological treatment


Benzathine penicillin 2.4 MU single dose intramuscularly after ST.

Penicillin allergy



Doxycycline 100mg twice daily/PO for 14 days.
Erythromycin 500mg 6 hourly/PO for 14 days (When doxycycline is contraindicated).
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7. Management of the baby
If the mother had been adequately treated before 24 weeks of POA the risk of MTCT is low. However,
irrespective of mothers’ treatment all babies born to mothers with positive treponemal tests are given
prophylactic penicillin.
Recommended prophylactic penicillin dose for the Baby:


Benzathin penicillin 50,000IU/Kg Body Weight IM as a single dose.

Congenital syphilis treatment should be considered for in the following scenarios:
1. All symptomatic babies(With symptoms and signs of congenital syphilis)
2. All asymptomatic babies with,
 a VDRL titre four fold higher than that of the mother at delivery
 a positive syphilis specific IgM antibody test
 a rising VDRL titre
Congenital syphilis treatment should be offered to a baby born to a mother having syphilis if,
 she was treated with penicillin less than 4 weeks before delivery
 she did not complete the recommended course of penicillin during pregnancy
 her non treponemal (VDRL) high titerhas not dropped four fold at the time of delivery
 shewas treated with non-penicillinregimens (erythromycin) during pregnancy
 her treatment status is unknown or undocumented.

Recommended congenital syphilis treatment regimen:


Crystalline penicillin 50,000 IU/Kgbody weight per dose IV 12 hourly for first 7 days of life
and 8 hourly thereafter to complete the 10 days period.
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Follow up of baby after treatment for congenital syphilis
VDRL testsin months 1, 2, 3, 6, 12, then six monthly until become NR or sero-fast
status.Treated neonates that exhibit persistent VDRL test titers by 6–12 months should be reevaluated through CSF examination and managed in consultation with an expert. At 6 months
if the VDRL titre is NR (non reactive), no further evaluation or treatment is needed. If VDRL
remains reactive after 6 months the infant is likely to be infected and needs to be treated as
having congenital syphilis. TPPA like treponemal tests should not be used for evaluation of
treatment response as maternal treponemal IgG antibody might persist for up to 18 months.
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8. Case definitions of congenital syphilis
The global surveillance case definition for congenital syphilis is defined as;




A stillbirth, live birth or foetal loss at > 20 weeks of gestation or > 500g to a syphilis sero-positive
mother without adequate syphilis treatment
Or
A stillbirth, live birth or child aged < 2 years with microbiological evidence* of syphilis infection

*Microbiological evidence of congenital syphilis includes any one of the following;




Demonstration by dark field microscopy or fluorescent antibody detection of T.pallidum in the
umbilical cord, the placenta, in nasal discharge or skin lesion material.
Detection of T. Pallidum specific IgM
Infant with a positive non treponemal serology titre ≥ fourfold above that of the mother.
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Annexures:
Annexure1.1 General circular letter No. 01-51/2016
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Annexure 1.2 General circular letter No. 01-59/2016
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Annexure 2: Standard of care -PMTCT of syphilis and HIV
Standard of care in prevention of mother to child transmission of
Syphilis and HIV
Standard
All pregnant women should be screened for syphilis and HIV at the first antenatal visit within
the first trimester. At delivery, women who do not have test results should be tested. Women
with positive syphilis or HIV test results should be managed according to the national
guidelines. Their partners should also be screened and managed and plans should be made to
screen and manage their infants at birth.
Aim
To reduce maternal morbidity and mortality, fetal loss and neonatal mortality and morbidity
due to syphilis and HIV.
Requirements
National policies and guidelines on syphilis and HIV prevention, management and care in
pregnant women are available and are correctly implemented.
 All women have access to appropriate ANC care during pregnancy, childbirth and the
postpartum period.
 Health care providers are competent in syphilis and HIV prevention, screening during
pregnancy, counseling on STI prevention, how to prevent re-infection during pregnancy and
referral for management of seropositive pregnant women and their partners, prophylaxis
and management of the newborn.
 Suitable Screening methods for syphilis and HIV are available in antenatal clinics and
maternity wards.
 Adequate Laboratory facilities (at least one per district) for testing of syphilis and
HIV with system to ensure quality of laboratory testing are available.
 Necessary supplies for collection and transport of samples are available at the ANC clinic
and Supplies for testing of syphilis and HIV are available at the laboratory level.
 Drugs (penicillin, ART etc) are available in the STD clinics and maternity wards where
relevant.
 A functioning referral system is available to ensure the management of pregnant women
who are identified as having syphilis or HIV
 An effective information system is available to monitor the programme.
 Health education activities are carried out to raise the awareness of individuals, families and
communities of the importance of attending ANC clinics early in pregnancy and syphilis and
HIV prevention and management.


Applying the standard
Providers of maternal and neonatal health care, in particular public health staff must:
 Screen all pregnant women for syphilis and HIV at the first antenatal visit. Screening should
be done preferably before 12 weeks of gestation to prevent congenital infection.
 Review syphilis and HIV test results at subsequent visits. All the women with positive
screening test need to be referred to STD clinic for further management.
 If a woman was not tested during pregnancy, syphilis and HIV screening should be offered
after delivery.
4737












Manage all women who are sero reactive for syphilis according to the stage of syphilis
following national guidelines at the STD clinic.
Manage all women with positive HIV test according to the national guidelines to prevent
mother to child transmission of HIV.
Discuss with the woman the importance of treatment for herself, her partner(s) and the
baby, explain the consequences of not treating the infection, and discuss the necessity of
condom use during treatment.
Make plans to manage the baby at birth.
Advise women who test positive that their partner(s)must also be screened and managed
according to the stage of syphilis. The babies also need to be screened as soon as possible
after birth.
Advise women and partners who test negative how to remain negative.
Screen all women with adverse pregnancy outcome (abortion, stillbirth, syphilitic infant,
etc.) for syphilis and HIV, if not screened.
Screen all women with syphilis or HIV for other STIs, and provide counseling and
management accordingly.
Record test results and if positive for syphilis or HIV details of management, in the clinic and
pregnancy records.
Maintain the confidentiality of the information regarding the patients.

Audit
Input indicators
 National policies and guidelines on syphilis and HIV prevention, management and care in
pregnant women are available and are correctly implemented.
 The proportion of health facilities providing ANC services that have screening facilities for
syphilis and HIV.
Process and output indicators
 Coverage of syphilis screening in pregnant women
 Coverage of HIV screening in pregnant women
 Coverage of correct management of syphilis in pregnant women at the STD clinic
 Coverage of correct management of HIV in pregnant women at the STD clinic
 Coverage of partners tested and managed accordingly
 Coverage of babies born to syphilis positive mothers who received appropriate treatment.
 Coverage of babies born to HIV positive mothers who received prophylactic ARV
Treatment
Outcome/ Impact indicators
 Incidence of congenital syphilis
 Incidence of HIV among infants
 Perinatal and neonatal mortality and morbidity due to congenital syphilis.
 Perinatal and neonatal mortality and morbidity due to paediatric HIV
 Still birth rate.
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Annexure 4: Laboratory Form
NSACP/ANC/14/V/

NATIONAL STD/AIDS CONTROL PROGRAMME,
MINISTRY OF HEALTH
REQUEST FORM FOR SYPHILIS/HIV TESTING IN ANTENATAL MOTHERS
Institution/clinic

:………………………………………………..

MOH area

:………………………………………………..

Date of sample collection :………………………………………………..
Patient No

Age

Parity.

POA

(ANC)

HIV

VDRL

Results

Results

Name of Medical officer ………………………………

Designation ………………………………….

Signature ……………………………..

Name of collecting officer……………………………..

Designation ………………………………….

Signature. …………………………

Date/Time of receipt of samples:……………………………… …………………..am/pm MLT:……………………….
Medical officer STD/Lab:……………………
Date………………………
Date ………………………………………………....
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Annexure 5: Protocol for antenatal testing for syphilis
Collect blood from the mother

Send it to NSACP/nearest STD clinic/testing institute

Positive VDRL
 Confirm by TPPA
 Inform the result to relevant MOH by the
MO/IC
 Hard copy of the test results should be
sent to the MOH
 When BFP is detected it should be
informed that it is not syphilis
 MOH should inform the relevant PHM to
find the mother
 Mother should be given a referral to visit
the STD clinic (Confidentiality should be
maintained.

When the mother attend the STD clinic
 2nd sample should be taken for reconfirmation
 When 2nd sample positive, start management

1.
2.
3.
4.
5.
6.
7.
8.

VDRL/TPPA should be collected by
the relevant







All negative test should be
entered in pregnancy record
(H512 A&B) with the POA by
PHM
Sero-negative mothers
should be informed that they
are free of syphilis
BFP results should be entered
by MOH as VDRL reactive and
TPPA negative (Not as syphilis
positive)

Detailed History + examination +staging syphilis
Screening for other tests
Treat according to the stage of syphilis
Screen partners and treat epidemiologically
Counsel on safer sex
Promote HIV testing
Follow up
44the baby (prophylaxis or IV penicillin)
Make arrangements for management of

41

Annexure 6: Letter informing positive treponemal tests
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Annexure7.3: STI data of pregnant mothers
Name of the STD clinic

:

Period of the return

: / / 20__to / / 20_ ( Q of 20__)

Return completed by (Name and designation) :
Checked by (Name and designation)

:

Date of completion : / / 20__

Number of Pregnant women diagnosed for the quarter
Name of the MOH area

1.

Gonorrhea

2.

HIV

Early

Late

Genital

Syphilis

Syphilis

1

2

Herpes

Genital
warts

Other
STIs

Non-gonococcal Infections

Instructions: Please send these antenatal STI data to Director / NSACP, 29,De Saram Place, Colombo 10 before
20thof the month following each quarter
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Annexure 10.1: Leaflet for pregnant women on service package (Page 1)
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Annexure 10.2: Leaflet for pregnant women on service package (Page 2)
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Annexure 11 - Referral Letter to VOG

………………………………......
National STD /AIDS Control Programme
Colombo.
Dr. …………………………………………………………..
Consultant Obstetrician & Gynaecologist.
Dear Sir / Madam,
Re: ………………………………………………………………………………………..
This patient has been diagnosed with early syphilis / late syphilis at the POA of ………. weeks.
She is treated adequately according to her stage of syphilis.
Please arrange prophylactic treatment for the baby with stat dose of IM Benzathine Penicillin 50,000
IU / kg and send blood samples from mother and baby (at least 2cc from each) to the STD clinic for
syphilis screening.
Refer both mother and baby to STD clinic for evaluation before discharge.
Remarks:…………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………………
…………....
Thank You,
………………………………….
Consultant Venereologist
NSACP
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