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Sexually transmitted infections are one of the commonest communicable diseases found in 
the world today. STI are mainly transmitted through unprotected sexual exposures. 
Transmission can occur through blood and body fluids as well as through mother to child 
transmission.  Syphilis and HIV are important STIs which cause increased mortality and 
morbidity in children due to mother to child transmission.  

 

 

Syphilis is a sexually transmitted infection caused by the bacterium Treponema pallidum. It 
is estimated that globally about 12 million cases of syphilis occur annually and of them about 
2 million are pregnant women.  

In 2012, WHO estimated that over 900 000 pregnant women were infected with syphilis. 
These maternal infections resulted in more than 350 000 estimated adverse pregnancy 
outcomes, over 200 000 of which were stillbirths or neonatal deaths (4). There is limited 
information on the prevalence of syphilis among pregnant women in Asian countries, 
although studies from China and India in the 1990s found rates of between less than 1% and 
5%.   

The human immunodeficiency virus pandemic has caused serious social health and 
developmental challenges to many countries in the world. There are estimated 36.9 million 
of people living with HIV by end of 2017 and out of which 1.8 million were children <15 years 
of age. Nearly all HIV infections among children are acquired from infected mothers during 
pregnancy, delivery or while breast feeding. An estimated 5.2 million people living with HIV 
are in the Asia Pacific region and among pregnant women with HIV only 53% has  access to 
ART services.  

 

 

Dual elimination serves to improve a broad range of maternal and child health (MCH) 
services and outcomes. This achievement directly contributes to Sustainable Development 
Goals (SDGs) 3, 5 and 10 which aspire to ensure health and well-being for all, achieve gender 
equality and empower women and girls, and reduce inequalities in access to services and 
commodities. Additionally, the similarity of the control inte rventions necessary to prevent 
transmission of HIV and syphilis in pregnancy adds to the feasibility and benefit of such an 
integrated approach to the elimination of MTCT (EMTCT) of both infections.   
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Sri Lanka is having a low prevalence HIV epidemic with HIV seroprevalence rate of <0.1% 
among general population. The estimated number of persons living with HIV in 2017 is 3500 
(3000 �� 4200). In the year 2017, 285 adult new infections have been identified including 62 
females with HIV infection. Majority of these females are in the reproductive age group 
(82%), increasing the risk of transmission from mother to child.  Eighty four paediatric HIV 
infections have been detected by 2017. Though the numbers are small, it  is obvious that the 
numbers are increasing gradually over the years.  

 

Figure 1:  Reported number of HIV cases, 1987 - 2017 

 
 

Table 1: Age and Sex distribution of cumulative HIV Cases 

 
Seroprevalence of syphilis among ANC population remains at <0.1% for last two decades. 
Since early 1980s the annual number of new diagnosis of infectious Syphilis cases has 
decreased markedly. The rate per 100,000 has shown a decline which has continued without 

Age Male Female Total % 
<15 50 34 84 3% 
15-24 155 74 229 8% 
25-49 1422 729 2151 76% 
50 + 210 111 321 11% 
Total 1837 948 2785 98% 
Unknown 26 31 57 2% 
Total 1863 979 2842 100% 
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much change over the years till 2008. Since then a gradual increase in the infectious syphilis 
was noticed mainly among males up to 2013. However, there is a marked drop of number of 
infectious syphilis cases since 2013 and this has continued till 2017. 

Figure 2: Reported early (infectious) syphilis cases, 2009- 2017 
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HIV among children is a growing problem. Majority of infected childre n acquire the 
infection through mother to child transmission. In the absence of any intervention, rates of 
mother-to child transmission of HIV remains high in developing country settings.  

Mother to child transmission occurs when a HIV positive mother passes the virus to her 
child during pregnancy, labour, delivery or breast feeding (Figure 3). Each year around 1.5 
million women living with HIV become pregnant and without ARV dru gs, there is a 30-45% 
chance of child getting infected. The risk of HIV transmission can be reduced with provision 
of comprehensive PMTCT services for women living with HIV.  

Nearly all HIV infections due to mother to child transmissio n can be prevented  by wide 
implementation of evidence based interventions built around primary prevention, use of 
antiretroviral drugs, safe delivery practices and safe infant feeding practices.  

However, according to the latest global estimates, only 21% women in middle and low 
income countries were tested as part of antenatal care and only 33% of HIV positive 
pregnant women received the necessary treatment. Low testing coverage in ANC settings is 
a concern as services cannot be provided without identifying pregnant women with HIV. 

 

Figure 3. Risk of Mother to Child Transmission of HIV

 
Estimation of timing of mother- to -child HIV-1 transmission in a population that practices prolonged breastfeeding of 18-24 months.  
Estimates are based on a hypothetical cohort of 100 children born to HIV infected women without any interventions. Upper line  indicate  number 
of children at risk for infection. 

Source- Athena PK-et al. Mother to child transmission of HIV-1. Timing and implications for prevention. Lancet 
infectious diseases. 2006; 6 726-32 
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Syphilis, another sexually transmitted infection (STI) also remains a global problem with an 
estimated two million pregnant women getting infected each year.  In Asia-Pacific region, 
approximately 69% of pregnant women with syphilis experience adverse pregnancy 
outcomes such as stillbirths, neonatal deaths and newborn infections. Effective and 
inexpensive interventions exist to prevent these outcomes.  

If a pregnant woman has untreated syphilis infection, the infection can be transmitted to 
the foetus causing adverse pregnancy outcomes including congenital syphilis. Adverse 
pregnancy outcomes may occur in up to 80% of pregnant women with untreated early 
syphilis including still birth, perinatal death and neonatal infec tion (Table 2). The adverse 
pregnancy outcomes due to syphilis too can be prevented by providing services during 
pregnancy with early detection and provision of adequate treatment.  

 

Table 2 - Adverse pregnancy outcomes in syphilis  

Outcome Hartman* Ingraham Hira et al Global burden 
of STI* 

Still birth or miscarriage 17% 22% 22% 20% 

Perinatal death 23% 12% No data 15% 

Infected infant 21% 33% 2% 20% 

Prematurity / LBW No data No data 33% 20% 

Any adverse outcome 61% 67% 57% 75% 

Source - Global elimination of congenital syphilis,  WHO 

 

Several countries in the Asia-pacific region have considered a combined approach to 
prevent mother to child transmission of HIV and syphilis.    

The rationale for the elimination of MTCT of HIV and syphilis i s that dual elimination will 
help to improve a broad range of maternal and child health outcomes. 
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Prevention of MTCT of HIV has been an important component of HIV prevention since 
1998. Low cost strategies have been used effectively to reduce MTCT of HIV in many 
countries. According to the data published recently, significant progress has been made in 
delivering PMTCT services in concentrated and low level epidemic settings. In many 
developed countries paediatric HIV and Congenital syphilis has been virtually eliminated. 

Countries can achieve dramatic reduction in new paediatric HIV infections through a 
comprehensive approach to prevention and treatment. The approach has four key prongs: 
 

Prong 1:  Primary prevention of HIV among women of childbearing age 

Prong 2:  Prevention of unintended pregnancies among women living with HI V  

Prong 3:  Prevention of HIV transmission from a woman living with HIV to her 
infant. 

Prong 4:  Provision of appropriate treatment, care and support to women  living 
with HIV and their children and families. 

 
Each prong plays a key role in preventing new paediatric HIV infections, improving 
maternal and child health and survival in the context of HIV. Indeed, recent analyses have 
demonstrated the need for action and progress in all four prongs in order to achieve 
dramatic and sustained reductions in new paediatric HIV infections. 

 

In 2007 WHO outlined a similar comprehensive strategy for the global ECS.  The goal of the 
initiative is to prevent transmission of syphilis from mother to  child through strengthened 
antenatal care (ANC) systems. The strategy consists of promoting four pillars.  

1. Ensure advocacy and sustained political commitment  

2. Increase access to, and quality of, maternal and newborn health services  

3. Screen and treat pregnant woman and partners for syphilis 

4. Establish surveillance, monitoring and evaluation systems  
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National HIV policy covers the areas such as testing, counselling, care and treatment 
services and prevention of HIV and STI. 

National HIV AIDS policy of Sri Lanka clearly states that prevention of mother to child 
transmission of HIV should cover the four prongs identified by UNAIDS. Prevention of 
infection among men and women in the reproductive age and promoting voluntary 
counseling and testing for HIV in this age group is the primary strategy. Prevention of 
unplanned pregnancies among HIV infected women, provision of antiretroviral therapy, 
safer delivery practices and safer feeding practices will also be provided as per standard 
guidelines. 

The Government of Sri Lanka promotes voluntary confidential counseling and testing, 
recognizing that mandatory testing would drive those at high risk of HIV infection beyond 
reach and prevent their access to public health preventive activities and other health 
services. Testing will be carried out according to accepted international guidelines. The 
screening of donated blood, donors of tissue and organs will be according to the 
recommendations of national policies. Testing for research and surveillance purposes will 
be according to current international guidelines. 

 Counseling is recognized as an integral part of all programs related to HIV/AIDS 
prevention, care and treatment. It is important that these services are provided by persons 
who are adequately trained in HIV/AIDS counseling.  

The Government of Sri Lanka accepts the rights of those living with HIV/AIDS to have 
access to treatment without stigma and discrimination. Persons living with HIV/AIDS 
requiring antiretroviral treatment and management of opportunistic infections will be 
provided by the state sector in line with national guidelines and prevailing National health 
policy. 

Prevention and management of sexually transmitted infections are considered a priority in 
the control of HIV transmission. In this regard the services for STI prevention and care will 
be further strengthened and sustained. Screening for syphilis among all ante-natal mothers 
should be ensured. Preventive, educational, and clinical services will be provided to those 
believed to be at high risk, including sex workers, men having sex with men and injecting 
drug users. 

 The Government of Sri Lanka will ensure that the human rights of people living with 
HIV/AIDS are promoted, protected and respected and measures taken to eliminate 
discrimination and combat stigma which will provide an enabling environment to seek 
relevant services. These include the rights of everyone to life, liberty and security of person, 
freedom from inhuman or degrading treatment or punishment, equality before law, absence 
of discrimination, freedom from arbitrary interference with privacy o r family life, freedom 
of movement, the right to work (rights of the people living with HI V in the work places) 
and to a standard of living adequate for health and wellbeing including housing, food and 
clothing, the right to the highest attainable standard of physical and mental health, the right 
to education, the right to information which includes the right to k nowledge about 
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HIV/AIDS/STI related issues and safer sexual practices, the right to capacity building of the 
individual in dealing with this condition, the right to particip ate in the cultural life of the 
�…�‘�•�•�—�•�‹�–�›�� �ƒ�•�†�� �–�‘�� �•�Š�ƒ�”�‡�� �‹�•�� �•�…�‹�‡�•�–�‹�ˆ�‹�…�� �ƒ�†�˜�ƒ�•�…�‡�•�‡�•�–�� �ƒ�•�†�� �‹�–�ï�•��safety in health care settings. 
However, steps shall be taken to prevent persons from willfully and knowingly infecting 
HIV to other persons. The responsibility and behavior of the media as stated in Article 28 
of the constitution of Sri Lanka which casts a duty to respect the rights of others on 
reporting on matters related to HIV/AIDS are emphasized.  

 

The General Circular No: 01/59 - 2016 released by ministry of Health in 2016 highlights the 
important aspects to be considered in service provision by MCH service providers for 
elimination of mother to child transmission of HIV and syphilis as given below. 

It is necessary to take measures to scale up services for antenatal screening of Syphilis and 
HIV in your institution as per the guidelines given below. 

Public sector 

�‡ Pregnant mothers are to be screened before 12 weeks of gestation for Syphilis and 
HIV (preferably at the first visit). 

�‡ Antenatal clinic services ( MOH clinics and Hospital ANC clinics) have to arrange 
collection of 5cc of blood in a vacutainer tube and transport to the STD clinic for 
Syphilis and HIV testing. The method of sample transport need to be locally 
adopted, after discussions with RDHS, MOMCH, MO/STD and MOHs. 

�‡ Review syphilis and HIV test results at subsequent visits. Syphilis and HIV test 
reports need to be entered in the antenatal record appropriately. 

�‡ STD clinics have to carry out Syphilis and HIV screening tests on the blood samples 
received from 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. 

�‡ All the pregnant women with positive screening test need to be referred to STD 
clinic for further management. 

�‡ If a pregnant woman was not tested during pregnancy, syphilis and HIV screening 
should be offered at the time of delivery before being discharged from the ward.  

�‡ All pregnant women with Syphilis or HIV should be provided appropriate services 
including institutional care, without stigma or discrimination. 

�‡ EMTCT of syphilis and HIV programme need to be reviewed at the district level 
every six months with the participation of staff of the STD clinic, MOHs, MOMCH, 
VOG and RDHS. 

�‡ Women reporting abortions, still births, adverse pregnancy outcomes may need to 
undergo VDRL and HIV tests if not done in early pregnancy. 
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Private sector 

�‡ Pregnant mothers are to be screened before 12 weeks of gestation for Syphilis and 
HIV (preferably at the first visit). 

�‡ Syphilis and HIV tests need to be done from recognized laboratories maintaining 
quality standards.  

�‡ Syphilis and HIV test details need to be entered in the antenatal record 
appropriately. 

�‡ Women with positive syphilis or HIV test results should be managed according to 
the national guidelines by referring to venereologist/ STD clinic.  

�‡ All pregnant women with Syphilis or HIV should be provided appropriate services 
including institutional care, without stigma or discrimination. 

�‡ Data on pregnant women with syphilis or HIV should be informed to the NSACP in 
relevant formats. 

 

National HIV policy of Sri Lanka st�ƒ�–�‡�•���–�Š�ƒ�–���ò���Š�‡���‰�‘�˜�‡�”�•�•�‡�•�–���‘�ˆ�����”�‹�����ƒ�•�•�ƒ���ƒ�…�…�‡�’�–�•���–�Š�‡���”�‹�‰�Š�–��
of those living with HIV/AIDS to have access to treatment without stigma and 
discrimination. Persons living with HIV/AIDS requiring antiretroviral treatment and 
management of opportunistic infections will be provided by the state sector in line with the 
�•�ƒ�–�‹�‘�•�ƒ�Ž���‰�—�‹�†�‡�Ž�‹�•�‡�•���ƒ�•�†���’�”�‡�˜�ƒ�‹�Ž�‹�•�‰�����ƒ�–�‹�‘�•�ƒ�Ž�����‡�ƒ�Ž�–�Š���’�‘�Ž�‹�…�›�ä�ó�����_�ä�d���’�ƒ�‰�‡���^�^�� 

�	�—�”�–�Š�‡�”�á�� �–�Š�‡�� �Œ�—�†�‰�‡�•�‡�•�–�� �‰�‹�˜�‡�•�� �‘�•�� �����ä�	���ä���‘�ä�c�c���^�\�]�b�� �‘�•�� �]�`�ä�\�_�ä�^�\�]�b�� �•�–�ƒ�–�‡�•�� �ò���Š�‡�� �…�‘�—�”�–�� �ƒ�Ž�•�‘��
wishes to place on record that the state should ensure that the human rights of the people 
living with HIV/AIDS are promoted, protected and respected and measures to be taken to 
�‡�Ž�‹�•�‹�•�ƒ�–�‡���†�‹�•�…�”�‹�•�‹�•�ƒ�–�‹�‘�•���ƒ�‰�ƒ�‹�•�•�–���–�Š�‡�•�ä�ó�����ƒ�‰�‡���`�� 
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Figure 4. Testing strategy for HIV diagnosis in adults 
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The elimination of mother to child transmission of HIV is consi dered a realistic public 
health goal. Timely administration of antiretroviral treatment t o HIV positive pregnant 
mothers significantly reduces the risk of HIV transmission to the baby. In the absence of 
intervention the transmission rate is 25-45%.  

In Sri Lanka measures to prevent mother to child transmission of HIV were initiated in early 
2002 with the introduction of ART for PMTCT. Strategies and guidelines have been 
developed and regularly updated to introduce effective interventions to prevent MTCT of 
HIV. However, these services can be made available to women, only if they are tested and 
identified as having HIV. 

WHO recommends provider initiated testing and counseling (PITC) for HIV in pregnant 
mothers in low prevalent countries. Until the year 2012 the screening services to detect HIV 
among pregnant women in Sri Lanka was limited to few centers with coverage of 5.6%.   

 

Figure 5. Reported paediatric HIV cases (age 0-14 years) 2003-2017 

 

In the year 2013, out of total diagnosed PLHIV 5%  were children. While most of PLHIV  
diagnosed in 2013 contracted infection due to unprotected sexual exposures, mother to child 
transmission was the second important mode of transmission. Though Sri Lanka is a 
country with low prevalence of HIV infection these statistics indicate the importance of 
preventing mother to child transmission  of HIV .   
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Figure.6  Mode of transmission of HIV Cases reported up to end of 2017 (N= 2841)

 

Scaling up the diagnostic services for preventing mother to child transmission of  HIV is 
given priority by the ministry of health Sri Lanka. In 2013 a policy decision was taken to 
introduce universal screening for HIV among pregnant women.  
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When screening test becomes reactive, Consultant/MO of the STD clinic will inform the 
relevant officers of the ANC clinic requesting to refer the pregnant mother to the STD clinic 
for further testing. All screening positive mothers will be counselled, and confirmatory tests 
will be arranged at the STD clinic. 

When women are identified with HIV during pregnancy, EMTCT services are offered 
according to the guidelines on Management of HIV infected pregnant women. 
Antiretroviral therapy for prevention of mother to child transmissi on is started from 14 
weeks or if identified later, as early as possible according to the current guidelines. Patients 
are managed in coordination with the consultant obstetrician and pediatrician. Babies are 
given ART from birth to 6 weeks and mothers are counseled on appropriate feeding 
practices. 

Providing ART to all pregnant and breast-feeding women living with HIV serves three 
synergistic purposes. 

�]�ä�����•�’�”�‘�˜�‹�•�‰���•�‘�–�Š�‡�”�ï�•���Š�‡�ƒ�Ž�–�Š 
2. Preventing mother to child transmission of HIV 
3. Preventing transmission of HIV from mother to sexual partner 
 
ART should be initiated in all pregnant and breastfeeding women living with HIV regardless 
of WHO clinical stage and at any CD4 cell count and should be continued lifelong. ART 
should be initiated as early as 14 weeks of gestation or as soon as possible thereafter during 
pregnancy. However, even if they are identified late in pregnancy or postpartum, ART 
should be initiated immediately as it is the most effective way to prevent mother-to-child 
HIV transmission. 

Option B+ is considered to be of the greatest benefit in which initiating ART in all pregnant 
and breastfeeding women with three drugs and continuing ART lifetime, would reduce HIV 
viral load and prevent HIV transmission in both current and future  pregnancies. 

First-line ART for adults should consist of two nucleoside reverse-transcriptase inhibitors 
(NRTIs) plus a non-nucleoside reverse-transcriptase inhibitor (NNRTI). TDF + FTC (or 3TC) 
+ EFV as a fixed-dose combination is recommended as the preferred option to initiate ART 
in pregnant women. 
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Figure 7. Protocol to inform HIV test results and management of pregnant women with HIV 

 

 

  

*In the event of a screening test positive mother with a late pregnancy or in areas of difficult 
accessibility to health care the initial sample can be sent to NRL for further HIV testing  thereby 
preventing the delay in providing EMTCT services. 
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Infant post-exposure prophylaxis (PEP) 

Neonatal PEP should be commenced soon after birth, certainly within 4 hours.  

Infants receiving replacement feeding should be given 4��6 weeks of infant prophylaxis 

with daily NVP (or twice-daily AZT). 

Infants born to mothers with HIV who are at high risk* of acquiring HIV s hould receive 

dual prophylaxis with AZT (twice daily) and NVP (once daily) for the first 6 weeks of 

life, whether they are breastfed or formula fed. 

Breastfed infants who are at high risk* of acquiring HIV, including those first identified 

as exposed to HIV during the postpartum period, should continue infant PEP for an 

additional 6 weeks (total of 12 weeks of infant prophylaxis) using either AZT (twice 

daily) and NVP (once daily) or NVP alone. 

Infants of mothers who are receiving ART and are breastfeeding should receive 6 weeks 

of infant prophylaxis with daily NVP.  
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4.3.1. Exclusively non-breastfed infants 

Molecular diagnostics (HIV RNA and HIV DNA nucleic acid tests) for HIV infection should 
be performed on the following occasions: 

�‡ At Birth (During the first 48 hours)  

�‡ At 8 weeks of age (2 weeks post cessation of infant prophylaxis)  

�‡ At 4 �� 6 months of age (This test is mainly for exclusion of HIV)   

�‡ On other occasions if there is an additional risk   

HIV antibody testing for sero-reversion should be performed at age 9 and 18 months to 
exclude HIV infection. (If HIV antibody test is negative, the test should be repeated 
immediately with a separate blood sample to confirm HIV negative status).  

Children with perinatal HIV exposure aged 18-24 months may have residual maternal HIV 
antibodies. In such case, confirmation should be based on nucleic acid test. 

Definitive exclusion of HIV infection in non-breastfed infants, is based on 2 or more 
�•�‡�‰�ƒ�–�‹�˜�‡���˜�‹�”�‘�Ž�‘�‰�‹�…�ƒ�Ž���–�‡�•�–�•�á���™�‹�–�Š���‘�•�‡���‘�„�–�ƒ�‹�•�‡�†���ƒ�–���ƒ�‰�‡���Ñ�]���•�‘�•�–�Š���ƒ�•�†���‘�•�‡���ƒ�–���ƒ�‰�‡���Ñ�`���•�‘�•�–�Š�•�á���‘�”��
�^���•�‡�‰�ƒ�–�‹�˜�‡�����������ƒ�•�–�‹�„�‘�†�›���–�‡�•�–�•���ˆ�”�‘�•���•�‡�’�ƒ�”�ƒ�–�‡���•�’�‡�…�‹�•�‡�•�•���‘�„�–�ƒ�‹�•�‡�†���ƒ�–���ƒ�‰�‡���Ñ�b���•�‘�•�–�Š�•. 

Some experts confirm the absence of HIV infection at 12 to 18 months of age in children 
with prior negative virological tests by performing an antibody test to document loss of 
maternal HIV antibodies. 

Health care providers should routinely inquire about abstinence of breastfeeding and 
emphasise HIV-infected mothers/caregivers on safer feeding options. 

 

4.3.2. Breastfed infants  

Additional monthly testing of infant is recommended. 
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Figure 8.  Algorithm for infant diagnosis of HIV 
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The ministry of health of Sri Lanka has clearly identified antenatal screening for syphilis as 
a major component of antenatal care services and syphilis screening services for pregnant 
mothers have been offered since early 1950s.  

Maternal and child health delivery system in Sri Lanka is considered to be one of the best 
in the South East Asian region. When the anti VD campaign was formally established in 
1952 screening of pregnant mothers for syphilis was identified as one of the specific 
objectives of the campaign. Based on the success of the prevention of MTCT of syphilis 
programme, in 2009 the programme was revived as Elimination of congenital syphilis (ECS) 
�’�”�‘�‰�”�ƒ�•�•�‡�ä���ò���Ž�‹�•�‹�•�ƒ�–�‹�‘�•���‘�ˆ���…�‘�•�‰�‡�•�‹�–�ƒ�Ž���•�›�’�Š�‹�Ž�‹�•���•�–�”�ƒ�–�‡�‰�›�ó���™�ƒ�•���’�—�„�Ž�‹�•�Š�‡�†���„�ƒ�•�‡�†���‘�•���–�Š�‡���‰�Ž�‘�„�ƒ�Ž��
strategy to facilitate this programme. By end 2017 countrywide syphilis testing coverage was 
98%.  

In the year 2013 both ECS programme and PMTCT of HIV programmes were combined to a 
�•�‹�•�‰�Ž�‡���’�”�‘�‰�”�ƒ�•�•�‡���—�•�†�‡�”���–�Š�‡���•�ƒ�•�‡���ò���Ž�‹�•�‹�•�ƒ�–�‹�‘�•���‘�ˆ�������������‘�ˆ�����������ƒ�•�†���•�›�’�Š�‹�Ž�‹�•���’�”�‘�‰�”�ƒ�•�•�‡�ó�ä��
The links between MCH services and STD services have been strengthened over the years 
which facilitates smooth functioning of the programme.  

At the central level, Family Health Bureau, the major institution responsible for maternal 
and child health works closely with the National STD AIDS Control Programme and 
emphasizes the importance of prevention of mother to child transmission of syphilis and 
HIV. The primary health care team which provides MCH services link with the district STD 
clinic through the district team which consist of district autho rities, including medical 
officer of maternal and child health. At the grass root level medical officer of health works 
closely with the area STD clinic to provide EMTCT of syphilis and HIV services to the 
community.  

Smooth functioning of the programme depends on the involvement of several stakeholders. 
While MCH staff is responsible for collecting blood samples from pregnant mothers and 
delivering samples to the laboratories, STD clinic provides testing facilities and 
management of mothers with syphilis. The links between these units are maintained 
through regular reviews and in-service training. Continuing advocacy among key players 
including authorities is also an essential component in the programme.  

 

Public health team provides antenatal care services in the community which includes 
awareness on STI and HIV and collection of blood for VDRL and HIV testing. All pregnant 
women should be screened for syphilis at the first antenatal visit preferably before 12 weeks 
of gestation to prevent congenital syphilis.   
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When the pregnant woman gets registered for antenatal care services in the community 
clinic of MOH, VDRL testing is offered as a routine screening test. Blood samples are 
collected and transported to the closest STD clinic laboratory. The STD clinic provides 
VDRL testing services for pregnant mothers.  All VDRL positive samples are subjected to 
confirmatory testing using treponemal tests such as TPPA or TPHA.  

Women with positive treponemal tests are referred to STD clinics for comprehensive 
management. Pregnant women with syphilis are given appropriate treatment with 
penicillin injections. The objective is to complete treatment in early pregnancy, latest by 24 
weeks of POA. After completion of treatment mother is followed up regularly till delivery 
and partner treatment is also completed during this period to prevent re-infection. The 
obstetrician responsible for delivery is informed regarding the management of the mother. 
Irrespective of mothers treatment all babies born to mothers with syphilis are given a single 
dose of Benzathine   penicillin for prophylaxis. If congenital syphilis cannot be excluded 
babies are managed under the care of a paediatrician and given daily injections of Benzyl 
penicillin for 10 days. 

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.  

All identified pregnant women with positive non treponemal tests  (VDRL/RPR) should be 
tested further using confirmatory treponemal test (TPPA) to confirm the presence of 
treponemal infection.  

When treponemal test (TPPA) becomes positive the reports will be informed by the 
Consultant/MO of the STD clinic to the relevant officers of the ANC clinic, requesting to 
refer the pregnant mother to STD clinic as early as possible for further management.  

MOH will organize to trace the mother with the assistance of the staff while maintaining 
confidentiality. Mother will be appropriately counseled and reassured by the MOH before 
referring to STD clinic. MCH staff should ensure that the pregnant woman attended the 
STD clinic without delay. Date of referral should be documented in the ANC record relevant 
�…�ƒ�‰�‡�á���ò���ˆ�����������†�ƒ�–�‡���‘�ˆ���”�‡�ˆ�‡�”�”�ƒ�Ž�ó�ä 

If the treponemal test is positive the pregnant woman should be treated with penicillin 
injections according to the stage of infection. 

 

Biological False Positive (BFP) reaction 

When the VDRL test is positive and the treponemal test is negative it is known as a 
�ò�„�‹�‘�Ž�‘�‰�‹�…�ƒ�Ž���ˆ�ƒ�Ž�•�‡���’�‘�•�‹�–�‹�˜�‡�������	�������”�‡�ƒ�…�–�‹�‘�•�ó�ä�� 

BFP reactions for VDRL are common in pregnancy. The titre of the nonspecific test is usually 
low, rarely more than 1:8. 

  



Page 20 

 

Figure 9: Protocol to inform VDRL test results of ANC mothers in peripheral setting 
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3. When the mother visits the STD clinic  

repeat VDRL and TPPA tests for patient 
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with Benzathine penicillin injections. 
(Make sure that shared confidentiality 
is maintained.) 

5. Screen partners and children 
6. Manage patient with the obstetric and 

MCH team as necessary 

Inform venereologist/ 
MO STD 
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Figure 10:  Testing Strategy of Syphilis for Antenatal mothers 
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Penicillin is the only known effective anti-microbial, for preventi ng maternal transmission 
to the foetus and treating foetal syphilis infection. 

5.2.1. 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 trimes ter, a second dose of 
benzathine penicillin should be given 1 week after the first. 

5.2.2. 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. 

5.2.3. 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 bab y should be treated as 
having congenital syphilis. The pregnant woman should be managed in coordination with 
the MCH care services and/or obstetrician in a tertiary care unit. 

5.2.4. Pregnant mothers with syphilis and HIV infection 

Evidence suggests that treatment and follow-up for syphilis in pregnant women who are 
HIV positive should be similar to that is given to HIV negative pregnant women  
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Serological (VDRL) follow-up should be done monthly during pregnancy and thereafter 
according to national guideline. 

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. 
 

 

If the mother had been adequately treated before 36 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. Baby is given one dose of Benzathine 
penicillin 50,000IU/Kg/ BW as prophylactic treatment. 

If congenital syphilis could not be excluded, or if the woman has not completed treatment 
before 36 weeks of POA, baby need to be treated with Crystalline penicillin injections for 10 
days.  

Crystalline penicillin 50,000IU/KG/day bd for 7 days and 8 hourly for further 3 days to 
complete the 10 day period. (Further details - Please refer guidelines for the management of 
maternal syphilis and congenital syphilis) 

 

Table 3. Antenatal syphilis screening done at NSACP - 2012-2017 and number of pregnant 

women with positive TPHA  

Year No. tested No. positive Prevalence % 

2012 204947 45 0.02% 
2013 230882 98 0.04% 
2014 289190 115 0.04% 
2015 329184 87 0.03% 
2016 341952 80 0.02% 
2017 333102 43 0.01% 

*Source -SIM unit, NSACP 
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Figure 11. Congenital syphilis cases reported to NSACP - 2012-2017 

 
*Source SIM unit, NSACP 

 

 
In Sri Lanka the rate of CS is around 1 per 100,000 live births which i s much 
lower than the target for ECS (50 per 100,000 births). 

 
 

Global surveillance case definition for congenital syphilis  

 

The global surveillance case definition for congenital syphilis is given below  

1. a live birth or fetal death at >20 weeks of gestation or >500 g (i ncluding 

stillbirth) born to a woman with positive syphilis serology and without 

adequate syphilis treatment*  

* Adequate maternal treatment is defined as at least one injection of 2.4 million units 
of intramuscular benzathine benzylpenicillin at least 30 days prior to delivery.2,3  

OR  

2. a live birth, stillbirth or child aged <2 years born to a woman with positive 

syphilis serology or with unknown serostatus, and with laboratory and/or 

radiographic and/or clinical evidence of syphilis infection (regardless of the 

timing or adequacy of maternal treatment). 
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Milestones of prevention of mother to child transmission of syphilis and HIV in Sri  
Lanka 
 

 
 
 

  

�x Prevention of MTCT of syphilis �� 1952 

�x Prevention of MTCT of HIV - 2002 

�x Elimination of congenital syphilis �� 2009 

�x Elimination of MTCT of HIV �� 2013 
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Figure 12. Organization of RMNCAYH Programme at Different Levels of Health System  
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Figure 13. NSACP Organogram  
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Under the ministry of health there are many institutions providing EMT CT services and 
facilitating the EMTCT of the syphilis and HIV programme. At the national level the Family 
Health Bureau (FHB) which is responsible for MCH services has played an active role in 
initiating multiple programmes in partnership with NSACP. These include elimination of 
mother to child transmission of syphilis and HIV. FHB and NSACP function under the 
Director General of Health Services and Deputy Director General of Public Health Services 
(DDG PHS 1 and 2) of ministry of health. 

The link developed at the national level extends to the district level through the district STD 
clinics and district team responsible for MCH services. At the district level the district team 
comprising of district authorities, maternal and child health services and STD services 
complement the services in addressing the reproductive health needs of the population. At 
the grass root level Medical officer of Health (MOH) provides services to the community 
through the public health staff including public health nursing siste rs, supervising public 
health midwives and public health midwives. The strong link between the national STD 
AIDS Control Programme and Family Health Bureau (FHB) has strengthened over the years 
and the link extends to the district level and through that t o the community level. Close 
coordination of relevant institutions, keen interest shown by provincial and district 
authorities as well as involvement of tertiary care institutions through multidisciplinary 
approach are the reasons for success of EMTCT of syphilis and HIV programme 
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Figure 14. Stakeholders in EMTCT of HIV and syphilis programmes 

 

 

 

EMTCT of syphilis and HIV programme is fully funded by the government of Sri Lanka. This 
ensured sustainability of the programme. WHO and UNICEF supported the EMTCT of 
syphilis and HIV programme providing technical support as well as funding and logistics. 
UNICEF was  instrumental in improving quality of laboratory services while supporting 
monitoring of the activities. World Bank and other UN partners support ed the programme 
when necessary. The involvement of key population organizations and PLHIV organizations 
facilitated to take services to difficult to reach.  
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Before applying for validation of EMTCT of HIV and/or syphilis, countries must meet the 
following global minimum criteria: 

1. National-level evidence of achievement of the EMTCT validation process indicator 
targets for two years and achievement of validation impact indicator targets for one 
year.  

2. Evidence that EMTCT of HIV and/or syphilis has been adequately addressed in the 
lowest-performing subnational administrative units.  

3. ���š�‹�•�–�‡�•�…�‡���‘�ˆ���ƒ�•���ƒ�†�‡�“�—�ƒ�–�‡���ò�˜�ƒ�Ž�‹�†�ƒ�–�‹�‘�•���•�–�ƒ�•�†�ƒ�”�†�ó���•�ƒ�–�‹�‘�•�ƒ�Ž���•�‘�•�‹�–�‘�”�‹�•�‰���ƒ�•�†���•�—�”�˜�‡�‹�Ž�Ž�ƒ�•�…�‡��
system that can capture process data from both the public and private health 
sectors, and detect the great majority of cases of MTCT of HIV and/or syphilis. 

4. Validation criteria must have been met in a manner consistent with basic human 
rights considerations. 
 

 

 

HIV  

Impact indicators for one year 

�‡ �ƒ���’�‘�’�—�Ž�ƒ�–�‹�‘�•���…�ƒ�•�‡���”�ƒ�–�‡���‘�ˆ���•�‡�™���’�ƒ�‡�†�‹�ƒ�–�”�‹�…�����������‹�•�ˆ�‡�…�–�‹�‘�•�•���†�—�‡���–�‘�������������‘�ˆ���Ð�a�\���’�‡�”��
100 000 live births and  

�‡ an HIV MTCT rate of <5% (breastfeeding countries) OR <2% (non-breastfeeding 
countries). 

Process indicators for two years 

�‡ Population-�Ž�‡�˜�‡�Ž�����������…�‘�˜�‡�”�ƒ�‰�‡�����ƒ�–���Ž�‡�ƒ�•�–���‘�•�‡���˜�‹�•�‹�–�����‘�ˆ���Ñ�e�a�Ä 
�‡ ���‘�˜�‡�”�ƒ�‰�‡���‘�ˆ�����������–�‡�•�–�‹�•�‰���‘�ˆ���’�”�‡�‰�•�ƒ�•�–���™�‘�•�‡�•���‘�ˆ���Ñ�e�a�Ä 
�‡ Antiretroviral therapy (ART) coverage of HIV-�’�‘�•�‹�–�‹�˜�‡���’�”�‡�‰�•�ƒ�•�–���™�‘�•�‡�•���‘�ˆ���Ñ�e�a�Ä 

 

Syphilis  

Impact indicators for one year 

�‡ �ƒ���…�ƒ�•�‡���”�ƒ�–�‡���‘�ˆ���…�‘�•�‰�‡�•�‹�–�ƒ�Ž���•�›�’�Š�‹�Ž�‹�•���‘�ˆ���Ð�a�\���’�‡�”���]�\�\���\�\�\���Ž�‹�˜�‡���„�‹�”�–�Š�•�� 

Process indicators for two years 

�‡ Population-�Ž�‡�˜�‡�Ž�����������…�‘�˜�‡�”�ƒ�‰�‡�����ƒ�–���Ž�‡�ƒ�•�–���‘�•�‡���˜�‹�•�‹�–�����‘�ˆ���Ñ�e�a�Ä 
�‡ ���‘�˜�‡�”�ƒ�‰�‡���‘�ˆ���•�›�’�Š�‹�Ž�‹�•���–�‡�•�–�‹�•�‰���‘�ˆ���’�”�‡�‰�•�ƒ�•�–���™�‘�•�‡�•���‘�ˆ���Ñ�e�a�Ä 
�‡ Treatment coverage of syphilis-seroposit�‹�˜�‡���’�”�‡�‰�•�ƒ�•�–���™�‘�•�‡�•���‘�ˆ���Ñ�e�a�Ä 
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Country validation 

�‡ MOH submits a validation request to the regional secretariat. 

�‡ MOH and the RVC jointly establish an NVC. 

�‡ NVC and NVT collects, assesses, and summarizes data for national validation report. 

�‡ NVC reviews national validation report and submits to the RVC. 

 

Country pre-validation 

�‡ Regional secretariat convenes RVC. 

�‡ RVC reviews national validation report for compliance with minim um regional and 
global criteria. 

�‡ If approved, RVC prepares and submits regional validation report to the global 
secretariat. 

�‡ If not approved, RVC notifies NVC and provides clear recommendations. 

 

Regional validation 

�‡ Global secretariat convenes GVAC. 

�‡ GVAC reviews regional validation report for compliance with minimum global 
criteria. 

�‡ GVAC prepares global validation report and submits to global secretariat. 

 

Global validation 

�‡ Global secretariat issues letter officially notifying the candidate country of validation 
status and recommending follow-up actions for maintenance of validation status. 
Official validation 

�‡ Global secretariat monitors maintenance of validation indicators through existing 
annual global reporting systems. 

�‡ Global secretariat reports any concerns noted to RVC for follow-up and more in-
depth assessment. 

 
RVC -Regional validation committee RVT - Regional validation team MOH - ministry of health GVC - Global 
validation committee , NVC - National validation committee    RVC - regional validation committee  
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Vision  

�î���‘�•�‡�•���ƒ�•�†���…�Š�‹�Ž�†�”�‡�•���ƒ�Ž�‹�˜�‡���ƒ�•�†���ˆ�”�‡�‡���ˆ�”�‘�•�����������ƒ�•�†���•�›�’�Š�‹�Ž�‹�•�ï 

Goal  

�î���Ž�‹�•�‹�•�ƒ�–�‡���…�‘�•�‰�‡�•�‹�–�ƒ�Ž���•�›�’�Š�‹�Ž�‹�•���ƒ�•�†���•�‡�™���’�ƒ�‡�†�‹�ƒ�–�”�‹�…�����������‹�•�ˆ�‡�…�–�‹�‘�•�•���ƒ�•�†���‹�•�’�”�‘�˜�‡���•�ƒ�–�‡�”�•�ƒ�Ž���ƒ�•�†��
child health by 2018 

Targets  

Maintain the incidence of congenital syphilis to <50 cases/100,000 live births 

Maintain mother to child transmission of HIV to <50 cases/100,000 live births 

 

 

Objectives of EMTCT of syphilis and HIV programme  

 

EMTCT of HIV  

 
�‡ >95% of ANC attendees received testing and counseling services for HIV  

�‡ >95% of identified HIV-positive pregnant women received antiret roviral 
medicines to reduce the risk of mother- to -child transmission 

�‡ >95% of infants born to identified HIV-infected mothers received ARV  drugs 

 
EMTCT of Syphilis 

 
�‡ >95% of ANC attendees tested for syphilis 

�‡ >95% syphilis sero-positive mothers receive effective treatment 

�‡ >95% exposed infants receive effective treatment  
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Building blocks 

1. Ensure commitment to achieve goals  
2. Enhance comprehensive, linked services between HIV/STI and MNCH programmes 
3. Employ highly effective interventions for HIV/STI prevention and treatme nt  
4. Improve coverage and advocate for equitable access  
5. Promote health systems development  
6. Improve measurement of programme performance and impact   

 
1. A Public Health approach 

Sri Lanka provides maternal and child health services and STD services using a public health 
approach to ensure equitable access to high quality STI/ HIV and MCH care at the 
population level and aim to provide the best proven standard of care in a cost effective 
manner.   

The overall goals of PMTCT and ECS programme are to eliminate new paediatric HIV 
infections and congenital syphilis and improve maternal and child health and survival. 
MCH services are considered as an access point for STI/HIV prevention, diagnosis, 
treatment and care.  

2. Integrated health systems approach  

Sri Lanka has a well established preventive primary health care system and secondary and 
tertiary level services. The coordinated maternal and child health care services at all levels 
have helped Sri Lanka to achieve excellent MMR, IMR and CMR which are in par with those 
of some developed countries. Antenatal syphilis screening has been in existence for the last 
four decades and it has been a function of the primary health care services to screen all 
antenatal mothers for syphilis.  PMTCT and ECS are integrated to the MCH services to 
achieve the ultimate goal of eliminating paediatric HIV and congenital syphilis. Provider 
initiated testing for HIV is encouraged at the antenatal setting. 

Gender linkages have been given attention in the integrated approach where male 
involvement for PMTCT and ECS is encouraged in a culturally acceptable and appropriate 
manner.  Testing opportunities and treatment are available for men.  

Vertical integration is available through a referral system to STD services from MCH 
settings. ART is made available to the mother if she is eligible for ART for her own health 
or as prophylaxis. Similarly, mothers diagnosed with syphilis are referred to the STD services 
for evaluation and appropriate management as well as partner and infant management.  
Horizontal linkages between obstetricians and pediatricians in the management of 
newborns of HIV infected mothers or mothers with syphilis have helped in reducing 
mortality and morbidity of the newborn.   
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3. Rights- based approach  

All individuals regardless of gender, race, religion, caste or creed have a right to access 
government health care services. They also have the right to protect themselves from 
STI/HIV infection. The delivery of EMTCT of syphilis and HIV interventio ns will safeguard 
standard human rights. No individual shall be denied access to health care because of their 
HIV positive status. People living with HIV and their familie s should not be stigmatized and 
discriminated against based on their HIV status.  Confidentiality is maintained at all levels.  
Shared confidentiality on a need to know basis is adopted for the provision of holistic care.  
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The strategies identified for PMTCT of HIV and syphilis in the National Strategic plan of 
NSACP 2012-2017 includes;  

1. Primary prevention of HIV and syphilis transmission among women in childbearing age 

2. Prevention of unintended pregnancies among women living with HIV through enabling 

them to make informed choices 

3. Ensure high level commitment and advocacy to eliminate the incidence of congenital 

syphilis and transmission of HIV from mother to child 

4. Increase access to and quality of syphilis and HIV services at maternal and child health 

services 

5. Prevention of HIV and syphilis transmission from women living with H IV/ syphilis to 

their children by promotion and integration/linkage of PMTCT with relat ed services 

6. Strengthen surveillance, monitoring and evaluation systems 

 
 

Strategy 1 - Primary prevention of HIV transmission among women in 
childbearing age 
 

Major activities   

1. Awareness programmes among general population including young people 

2. Expand HIV interventions in the workplace 

3. Expand and strengthen the provision of good quality STI services ensuring correct 

diagnosis based on laboratory testing or by syndromic approach 

4. Condom promotion programmes 

5. Improving access to HIV testing and counseling services 

 
 

Strategy 2- Prevention of unintended pregnancies among women living wit h 
HIV through enabling them to make informed choices 
 

Major activities   

1. Train MCH and STD clinic staff to provide appropriate family planning services 

2. Integrate family planning services to STD clinic services 

3. Reduce unmet family planning needs in the community  

4. Awarenes programmes for PLHIV on MTCT 
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Strategy 3 - Ensuring advocacy and sustained political commitment for a 
successful EMTCT programme  
 

Major activities   

1. Mobilize political commitment and advocacy in order to give high priority to the 

EMTCT of syphilis and HIV programme and allocate resources (central and 

provincial level / international funding agencies) 

2. Raise awareness of decision makers, public health officials, health care providers on 

the burden of HIV and syphilis, problems related to syphilis in pregnancy and its 

adverse outcomes, such as stillbirths and low birth weight and peadiatric AIDS. 

3. Underline the value of the EMTCT of HIV and syphilis programmes to maternal and 

newborn health services 

4. Strengthen linkages between MCH and STI and HIV services to enable more 

accurate forecasting of needs, procurement and supply of diagnostics and essential 

medicine. 

5. Demonstrate the cost benefit of interventions   

6. Establish a national level steering committee 

7. Identify roles and responsibilities of the stakeholders   
 

 

Strategy 4 - Increasing access to and improve the quality of maternal and 
newborn health services  
 

Major activities 

1. Expand provider initiated testing and counseling for HIV in ANC settings. 

2.  Screen all antenatal mothers for syphilis and HIV at the first booking visit preferably 

before 12 weeks and results are given without delay  

3. Test mothers who have not been tested for syphilis and HIV during pregnancy or 

have no documented evidence of treatment, at delivery 

4. Regular training of primary health care workers on STI and HIV 

5. Establish a referral system which is non -stigmatizing 

6. Maintain quality of testing by ensuring training  

7. Maintain established quality control systems  

8. Establish a system to maintain continuous supply of equipment and reagents for 

testing   

9. Development of STD clinic laboratories and provide resources including human 

resource to provide syphilis and HIV testing services 
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Strategy 5- Prevention of HIV and syphilis transmission from women living 
with HIV/ syphilis to their children by promotion and integration/linkag e 
of PMTCT with related services 
 

Major activities 

1. Ensure that all positive mothers and partners are treated or managed adequately by 
referring to the closest STD clinic. 

2. Confirm the diagnosis of syphilis or HIV and manage according to national 
guidelines 

3. Screen all mothers with syphilis or/and HIV for other STI 
4. Document test results, treatment status of mother in the clinic and pregnancy 

records.  
5. ���…�”�‡�‡�•���•�‘�–�Š�‡�”�ï�•���•�‡�š�—�ƒ�Ž���’�ƒ�”�–�•�‡�”�•���ˆ�‘�”�����������ƒ�•�†���–�”�‡�ƒ�–���ƒ�’�’�”�‘�’�”�‹�ƒ�–�‡�Ž�›�� 
6. Follow up positive mothers at both the registered antenatal clinic and at the STD 

clinic until delivery  
7. evaluate infants born to mothers with syphilis or HIV by a pediatrician and manage 

in consultation with the STD clinic  
 

 

Strategy 6 - Strengthen surveillance, monitoring and evaluation of EMT CT 
programmes of syphilis and HIV  
 

Major activities  

1. Strengthen data collection systems in relation to maternal syphilis and HIV  
2. Develop data collection formats where necessary  
3. Develop indicators to monitor the EMTCT programme (input, process, output and 

outcome) 
4. Establish performance review in relation to EMTCT at each level  
5. Monthly MOH review meetings 
6. Quarterly review by RDHS  
7. Annual review by NSACP and FHB 
8. Promote operational research 
9. Review and revise the existing information systems to fulfill the EMTCT 

requirements 
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Table 4. Major activities conducted from 2013 
 

Activity Time Details 

Revive PMTCT programme to 
work towards elimination 

January 2013 Strengthen the links between FHB 
and NSACP 

Decision taken on universal 
screening of pregnant women 

May 2013 Meeting with stakeholders 

Advocacy 
Advocacy meeting - country 
programme to introduce 
EMTCT services  

From January 
2013 

Meeting with DMH, CSHW, 
Director, FHB 
Meeting on EMTCT at Taj Samudra 
Hotel organized by UNICEF 
September 2013 �� with participation 
of all provincial MCH staff and STD 
staff 

National level steering 
committee 

2013 Quarterly meeting 

Circular issued by the MOH 2014 To inform relevant authorities 
regarding decisions taken 

Commence ANC HIV testing December 2013  Year 2013 �� cover Colombo, 
Gampaha, Galle, Matara, 
Hambantota and Kandy districts  

Training programmes for 
health care workers 

2013/2014 MCH staff and Institutional staff 
from selected areas 

Improvement of laboratory 2013/2014 Responsibility �� National 
Coordinator Laboratories NRL 

�‡ Procure test kits 
�‡ ELISA machines  
�‡ Vacutainer tubes 
�‡ Protective gear kits carrier 

boxes  

Other improvements for data 
collection 

2014 Computers, multimedia projectors, 
printers  

IEC material 2014 Posters, leaflets, EMTCT strategy, 
CD for ANC health talk 
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Figure 15. Scaling up of EMTCT programme since 2013 to 2016  
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Table 5. Detailed activity plan for EMTCT of HIV and syphilis 2017/ 2018 

Activity Timeline Details 

Advisory meeting headed by 
the minister of health 

June 2017 Decision taken to work towards 
validation of EMTCT programme 

EMTCT steering committee 
meeting 

2017/ 2018 Once in 3 months 

Appoint local consultant to 
review EMTCT programme 
and submit the report  

July 2017 Dr. Iyanthi Abeywickreme 
Prof. A. Pathmeshwaran 
Funnded by WHO 

 Teams for four main domains 
established 

April 2017 Coordinators of four main domains 
Care ��  
Dr. L Rajapaksa/ Dr. I Nilaweera 
Laboratory ��  
Dr. J Elwitigala/ Dr. L Munasinghe 
Data ��  
Dr. K A M Ariyaratne/ Dr. 
Kaushalya 
Human rights ��  
Dr. G Weerainsghe/ Dr. S 
Dhanapala (UNICEF) 

Launch of validation process  
 
 

June 2017 Meeting with 150 participants 
countrywide- MOMCH and 
venereologists, obstetricians and 
paediatrician (UNICEF) 

Continue Training of all MOH, 
institutional staff and STD  
clinic staff  

2017/2018 For refresher training and to train 
new appointees  

Introduce the whole concept 
to all key populations and 
PLHIV groups  

July 2017/ 2018 Organized with the help of FPA 

Development of MCH guide 
for MCH staff  

June 2017 Distributed to all MOH offices 
(UNICEF) 

Update guidelines on 
�‡ Management of pregnant 

woman with HIV 
�‡ Management of pregnant 

woman with syphilis 

�‡ Antiretroviral  Treatment 

September 2016 Updated guidelines were distributed 
to all PDHS, RDHS, MO MCH and 
STD clinics 

Reprinting of posters and 
leaflets  
 

June 2017 Distributed among 365 MOH offices 
and ANC clinics of institutions 
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Activity  Timeline Details 

Provincial review meetings (9)  August - 
September 2017 
October- 
November 2018 

Completed all nine provinces. 

Laboratory development 
 
 
 
 

2017/2018 Working towards applying for 
accreditation of national reference 
laboratory with ISO 15189 standard 
and improving the STI clinic 
laboratories to reach the 
requirements of the standard. 

 Data verification process  
1. Private hospital survey  
2. Postnatal unit survey to 
check VDRL and HIV data 

2017/2018  All major hospitals in the country 
covered in postnatal survey. 
Main 10 private hospitals in 
Colombo covered in private 
hospital survey 

Supervisory visits to ANC 
clinics  

July �� September 
2017/2018 

Supervise ANC clinic services by 
district team 

Each domain to submit the 
relevant material for chapters 
 

August 2018 Coordinators of four main domains 
Care ��  
Dr. L Rajapaksa/ Dr. I Nilaweera 
Laboratory �� 
Dr. J Elwitigala/ Dr. L Munasinghe 
Data ��  
Dr. K A M Ariyaratne/ Dr. 
Kaushalya 
Human rights ��  
Dr. G Weerasinghe/ Dr. S 
Dhanapala 

Mass media campaign 
(TV,Radio) 

September-
October 
2017/2018 

TV and radio programmes 
(UNICEF) 

Formation of District 
committees 

September 2017 Regular District reviews (UNICEF)  

Visit of the consultant to 
review readiness for validation 
and prepare draft report  

May 16 �� 25th 
2018 

WHO consultant Dr. Richard 
���–�‡�‹�•�ï�•���˜�‹�•�‹�– (WHO and GF) 

Introduce final steps to reach 
elimination targets 
symposium 

September 2018 Meeting with 150 participants 
countrywide to assess readiness.  
(UNICEF) 
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Activity  Timeline Details 

Supervisory visits to STD 
clinics,  

2018/2019  Supervising team�� STD clinics 

Annual review Meeting to 
finalize data for the report 
 (2 day) 

November 
2017/2018 

Review of country programme 
(UNICEF) 
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Table 6. Major activities conducted in laboratory sector 

Activity area   Time  Details  
 
1. Testing  

 
Assessment of the 
laboratory sector for 
capacity to undertake 
testing & activities to 
fill the gaps  
 
 
 
 
 
 
 
 
 
 
 
 
Capacity building for 
HIV Screening country 
wide 
�‡ making facilities 

available  
�‡ Initiate Data 

management 
�‡ Streamline EID 

testing for babies  
 

 
 
 
 
 
 
 
 
Streamlining the 
sample collection& 
transport, IQC and 
EQA concentrating 
mainly on improving 
the quality 
management system 

 
 
 

2013 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

�‡ Situational analysis for human resource, 
equipment and test kits 

�‡ Meeting with the laboratory staff to arrange the 
testing with available staff until the vacancies are 
filled. Agreed for testing at piece rate per sample.  

�‡ Request made to MoH for appointing MLTs for all 
the district STI/HIV clinic laboratories 

�‡ Obtaining   funding for test kits from WHO to 
initiate expanding the testing in western province, 
kandy & Galle. 

�‡ Cluster testing arranged for districts where there 
are no MLTs  

�‡ Arranged uniformity in sample collection, by 
introducing new request forms for ANC 
specimens and uniformity in transportation with 
training workshops. 
 

2014/15 �‡ Obtained   funding for test kits from world bank 
to expand testing to the whole country for 2014 (20 
M) and 2015. (40 M) 

�‡ Introduced the ELISA technique as the screening 
test for HIV as the main stream with PA & RDT 
supporting the system. 

�‡ Procured ELISA machines to new stations through 
UNICEF funding  

�‡ Train the MLTs for ELISA technique- by in service 
training at NRL 

�‡ Introduced data management for laboratories 
with data formats given by NRL and monthly 
collection of data 

�‡ Arranged HIV DNA PCR by out sourcing as the 
facility is not available onsite 

�‡  

2016/17 �‡ Distribution of guideline for sample collection at 
MOHs 

�‡ Circulation of guideline for STD laboratories for 
reagent transport, storage and usage 

�‡ Streamlining of IQC and EQA for Syphilis and HIV 
screening through workshops to all central and 
peripheral lab staff. 

�‡ Guided all the STI clinic laboratories to improve 
the infrastructure as per quality requirements 

�‡ Procured ELISA machines to new stations (to raise 
from 12 stations in 2013 to 26 in 2017) 

�‡ Improve documentation in all the network 
laboratories  
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continuous quality 
improvement  
 
Review   testing 
algorithms  
 
Establishing EID in 
country 
 
Decentralization of 
testing for patient 
management 
 

2018/19 �‡ Establishment of EID testing at NRL 
�‡ Testing algorithms reviewed.  
�‡ Preparation of sample collection manual as a 

booklet to be used by all ANC sample collection 
centres 

�‡ Decentralization of testing facilities ��CD4 testing 
and HIV Viral load to 2 main peripheral stations 

�‡ Improving the sample collection, transport of 
specimens by introducing cold boxes, improving  
IQC ,data management.   

�‡ Arranging the IQC for CD4 testing   
�‡ Arranging the EQA for Viral load testing 

 

 
2. Quality of tests 

 
 
 
 
 
Strengthen the 
national  planning  
for procurement and 
distribution of HIV & 
Syphilis tests  by 
strengthening the 
supply chain 
management 

 
2014 

 
�‡ Developed the guidelines for selection of test kits 

and procured the test kits through MSD of MoH 
with World bank funds 

2015 �‡ Developed the guide lines for assurance of the 
quality of kits after arrival- test kit verification and 
periodic checking for performance. 

2016 �‡ Attended to streamlining the forecasting & 
making the request to MoH to include the test kit 
requirement in government annual estimates  

�‡ Started regular meetings with MSD and SPC with 
a view to avoid stock outs by having a smooth 
continuous dialogue on requests and orders. 

�‡ Discussions with NRL technical staff for reviewing 
stock balances regularly 

�‡ Guided the peripheral and central level to monitor 
the stock balances, reorder levels and periodic 
stock verifications 

2017 �‡ Development of formats for ordering reagents and 
monitoring stocks in a uniform manner  

�‡ Circulation of guideline to peripheral STI 
laboratories for stock management for Syphilis 
and HIV test kits and reagents 

2018 �‡ Refresher training for the laboratory staff on 
proper estimation and re order levels 

�‡ Stock management workshop for all laboratory 
staff 
 

 
3. Equipment 

management  

2013/14 �‡ Initial assessment of the availability of equipment 
in laboratories and procurement of possible as per 
the available funding. 
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Surveying 
Procurement 
Calibration 
Maintenance  

�‡ 2014 -2017- Procurement of ELISA machines fill 
the gap- (to improve ELISA facility from 6 stations 
to 28 stations island wide) 

2015/16 �‡ Distribution of equipment management guideline 
among the STD clinic laboratories and introduce 
equipment management for all the laboratories 
with training workshops  

�‡ Equipment survey-2016,2017,2018 to complete the 
equipment gaps 

2017/18 �‡ Calibration of laboratory equipment-NRL& 
Peripheral STD lab 

�‡ Arranging equipment maintenance with service 
agrrements 

2019 �‡ Request to automate NRL  
�‡ Continue calibration and maintenance in all 

laboratories 
 

 
4. Laboratory 

Quality 
Management 

 
 

Capacity building 
activities- Technical 
 
 
 
 
 
 

2014 �‡ Participation in the workshop conducted by Sri 
Lanka Accreditation Board (SLAB) by 4 senior 
medical laboratory technologists & 2 Medical staff 

2015 �‡  Accreditation awareness work shop on site for all 
NRL lab staff   by experienced staff from of an 
external lab which underwent accreditation and 
with a SLAB assessor.  

�‡ Introduction of medical laboratory accreditation 
to all peripheral laboratories in their refresher 
training courses to familiarize the medical 
laboratory standards 

2016/17 �‡ Participation by one senior MLT from NRL & the 
Microbiologist in the Asian workshop in 
Indonesia for quality improvement conducted by 
NRL, Australia  

�‡ Conducted a series of workshops for laboratory 
quality management for all peripheral consultant 
Venerelogists/MOICs,MLTs,PHLTs by local 
expertise under CDC/CMAI  project ,Training of 
senior medical  laboratory technologists of NRL 
and few peripheral STD clinics as trainers on QMS 
��CMC,Vellore 

�‡ Two workshops by CDC/CMAI project, for all 
laboratory staff& consultants on quality 
management system by regional experts 

2018/19 �‡ Participation of quality management workshops 
conducted by SLAB by 3 MLTs & 2 MOs of NRL 

�‡ 2018 �� training of senior MLT staff & medical staff 
of NRL in New Deldhi , India on EQA 

�‡ Webinars from CMC Vellore for improving the 
knowledge 
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Obtaining support 
for   working towards 
accreditation -  
NRL is applying for 
accreditation and the 
peripheral 
laboratories are build 
up to the Iso 15189 
standards 
 
Support extended 
from CDC/India for 
quality improvement 
of the laboratory 
system for EMTCT 
through PEPFAR 
funding -( partnered 
in a project from 
2016-2019. )  
Implementing 
partner of the 
project- CMAI-India 

 �‡ Main Activities �� technical assistance 
�‡ 2016- Initial assessment by two external assessors 

from India to see the preparedness for 
accreditation - to identify the main gaps and 
prioritize the needs.  

�‡ 2017 ��capacity building training on QMS at 
CMC,Vellore 

�‡ Capacity building workshops conducted in 
country by regional experts for all STI lab staff on 
quality management system. 

�‡ Support in improving documentation for 
accreditation of NRL  

�‡ 2018- Mid-term assessment 
�‡ 2018- provision of technical assistance through a 

technical officer for documentation support for 
accreditation  

�‡ Arranging webinars to improve knowledge base 
�‡ 2019- Data management workshop for NRL 

technical staff by regional experts 
�‡ 2019-supporting the internal audit and 

application for accreditation 

Quality improvement 
guidance and 
activities conducted 

2013-2018 �‡ Guided all the STI clinic laboratories to improve 
- the infrastructure as per quality requirements 
- documentation and document control 
- test kit quality verification  
- IQC& EQA 
- equipment management  
- stock management for test kits and reagents  
- bio safety, waste management & infection   

control (all lab was given Hep B vaccine and 
checked for antibodies) 

- Data management  
�‡ Provided on site supervision to peripheral 

laboratories by NRL 
�‡ Capacity building for laboratory technical staff 

and relevant medical staff 
 

5. Data 
management 

2014 �‡ Introduction of data collecting formats to all the 
labs to streamline the data management 

2015/16 �‡ Distribution of formats for laboratory records in 
testing, QA, stock �•�ƒ�•�ƒ�‰�‡�•�‡�•�–���‡�–�…�å 

2017-2019 �‡ Continuous improvement in data related 
documents  

�‡ Support developing the laboratory information 
management system under EIMS 
 

6. Familiarization 
for the EMTCT 
validation  

2018 �‡ Refresher training on laboratory validation tool 
for laboratory staff of NRL and peripheral STD 
laboratories 
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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 

�x National policies and guidelines on syphilis and HIV prevention, management and care in 
pregnant women are available and are correctly implemented. 

�x All women have access to appropriate ANC care during pregnancy, childbirth and the 
postpartum period. 

�x 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 

�x Suitable Screening methods for syphilis and HIV are available in antenatal clinics and 
maternity wards. 

�x Adequate Laboratory facilities (at least one per district) for testing of syphilis and HIV with 
system to ensure quality of laboratory testing are available. 

�x 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. 

�x Drugs (penicillin, ART etc) are available in the STD clinics and maternity wards where relevant. 
�x A functioning referral system is available to ensure the management of pregnant women who 

are identified as having syphilis or HIV 
�x An effective information system is available to monitor the programme. 
�x 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: 

�x 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. 

�x 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. 
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�x If a woman was not tested during pregnancy, syphilis and HIV screening should be offered 
after delivery. 

�x Manage  all  women  who  are  seroreactive  for  syphilis  according  to  the  stage  of syphilis 
following national guidelines at the STD clinic. 

�x Manage  all  women  with  positive  HIV  test  according  to  the  national  guidelines  to 
prevent mother to child transmission of HIV 

�x 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. 

�x Make plans to manage the baby at birth. 
�x 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. 

�x Advise women and partners who test negative how to remain negative. 
�x Screen  all  women  with  adverse  pregnancy  outcome  (abortion,  stillbirth,  syphilitic infant, 

etc.) for syphilis and HIV, if not screened. 
�x Screen  all  women  with  syphilis  or  HIV  for  other  STIs,  and  provide  counseling  and 

management accordingly. 
�x Record test results and if positive for syphilis or HIV details of management, in the clinic and 

pregnancy records. 
�x Maintain the confidentiality of the information regarding the patients. 

 

Audit 
 

Input indicators 

�x National  policies  and  guidelines  on  syphilis  and  HIV  prevention,  management  and care 
in pregnant women are available and are correctly implemented. 

�x The  proportion  of  health  facilities  providing  ANC  services  that  have  screening facilities 
for syphilis and HIV. 

 

Process and output indicators 

�x Coverage of syphilis screening in pregnant women 
�x Coverage of HIV screening in pregnant women 
�x Coverage of correct management of syphilis in pregnant women at the STD clinic 
�x Coverage of correct management of HIV in pregnant women at the STD clinic 
�x Coverage of partners tested and managed  accordingly 
�x Coverage  of  babies  born  to  syphilis  positive  mothers  who  received  appropriate 

treatment. 
�x Coverage of babies born to HIV positive mothers who received prophylactic ARV treatment 
Outcome/ Impact indicators 

�x Incidence of congenital syphilis 
�x Incidence of HIV among infants 
�x Perinatal and neonatal mortality and morbidity due to congenital syphilis. 
�x Perinatal and neonatal mortality and morbidity due to paediatric  HIV 
�x Stillbirth rate. 
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Instructions on sample collection and handling for HIV and 
VDRL in antenatal clinics 

 

 

Introduction 

The quality of results of blood testing is dependent on the sample quality. Therefore, it is very necessary 
to ensure that blood specimens received to the laboratories of National STD/AIDS Control Programme 
are of good quality. Good quality samples lead to accurate reliable results while the poor-quality samples 
may give rise to erroneous results. 

 

Objectives of this document 

To make the staff aware about  

Good quality sample emphasizing the facts required for good quality. 

Sample collection 

Sample transport 

Sample storage 

Bio safety and infection control measures in collecting and handling samples 

 

Samples collection 

Equipment needed Procedure 
Preparation 
-Hand hygiene    materials 
(soap and water or alcohol 
rub) 
-Well-fitting gloves  
-Tourniquet 
 

Select an appropriate quite clean and well-lit area 
Let the mother sit comfortably. 
Perform hand hygiene. 
Check that the request form matches the moth���Œ�[�•���]�����v�š�]�š�Ç�����v����
identification number. 
Verbally inform and obtain consent from the mother to collect blood. 
Apply the tourniquet above the site to be punctured. 
Put on well-fitting gloves. 
Disinfect the collection site with a 70% alcohol swab for 30 seconds 
and allow to dry completely. 
 

Blood drawing 
when 
Single-use disposable 
needles, syringes and plain 
tubes are used 
 

Puncture the skin 3�t5 mm away from the vein at 300angle. 
Gently draw the syringe plunger back. 
Once the blood flow begins, the tourniquet should be loosened. 
Gently draw the syringe plunger back until the syringe is filled with 
the required volume of blood. 
Required volume is 4 ml blood in a single tube (2 ml per each test)  
 

when 
Plastic needle holder 
(Vacutainer barrel) 
vacutainer needles and 

Insert the specimen tube into the plastic needle holder (vacutainer 
barrel) 
Puncture the skin 3-5mm away from the vein 300 angle. 
Once the blood flow begins, the tourniquet should be loosened. 
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plain vacutainer tubes are 
used 
 

After the tube is filled with required volume, remove the tourniquet. 
 

After blood drawing 
-Gauze /cotton  
-Sharp bin 
-Tube rack 
 

Apply a cotton swab/dry gauze to the site and slowly withdraw the 
needle. 
Inject the blood sample extremely slowly into the tube minimizing the 
pressure and velocity. 
Discard the needle and syringe together into the sharp bin. 
Do not remove or recap the needle.  
Apply digital pressure to puncture site for 2-3 minutes.  
 

 

Sample transport 

Keep the samples in the tube rack for 30 mins for clot formation 

Transport samples to the laboratory as soon as possible.  

Use a leak proof container with upright tube rack inside. 

Do not keep the request forms in contact with samples. 

 

Sample storage 

Samples should be refrigerated at 4°C after collection. Send the sample to the laboratory within 24 hrs. If 
not send them at least within 3 days and take necessary measures to minimize the storage time.  

 

Factors influencing a good outcome of laboratory results during collection and transport include,  

Carrying out phlebotomy by properly trained staff in phlebotomy. 

Not allowing alcohol to remain in the puncture site as it may cause haemolysis. 

Use of the correct gauge of hypodermic needle (preferably 21G) to prevent haemolysis. 

Drawing blood slowly and steadily. 

- Avoiding vigorous suction on the tube which causes haemolysis.  
- Injecting the blood sample extremely slowly into the tube minimizing the pressure and velocity to 

prevent haemolysis.  
- Labeling immediately all specimen tubes by the collector and ensure they are accurately labelled. 
- Keeping the samples in room temperature and allowing to clot before refrigerating.  
- Transporting samples to the laboratory as soon as possible. (The longer you keep samples in the 

refrigerator, the chance of haemolysis and decomposition will increase) 

 

An incident reporting system 

A system is required for reporting all adverse events. A log book or register should be established with 
accurate details of the incident, possible causes and management of adverse events. 
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REPORT (Laboratory use only)     
Date/Time of Receipt of Samples     �W�Y�Y�Y�Y�Y�Y�Y�Y�Y�������������������Y�Y�Y�Y�Y�Y�Y�Y�Y���u�l�‰�u�������������� 
�D�>�d�W���Y�Y�Y�Y�Y�Y�Y�Y�Y              Consultant Microbiologist: �Y�Y�Y�Y�Y�Y�Y�Y�Y 

�����š���W���Y�Y�Y�Y�Y�Y�Y�Y�Y   Date �W�Y�Y�Y�Y�Y�Y�Y�X�X��
�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�X�Y�X�X�Y�Y�X�X 

�W�Y�Y�Y�Y�Y�Y�Y�Y�Y���������������Y�Y�Y�Y�Y�Y�Y�Y�Y���u�l�‰�u��������������

 

 
 

                   
REQUEST FOR SYPHILIS / HIV TESTING IN ANTENATAL 

MOTHERS 
 

Institution / Clinic         �Y�Y�Y�Y�Y�Y�Y�X�X�Y�X�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�X�X�Y 

MOH Area         �Y�Y�Y�X�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�X�X�Y�Y�Y 

�����š�����}�(���^���u�‰�o�������}�o�o�����š�]�}�v���Y�X�X�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�X�X�Y�Y�Y�Y�Y 

Patient No (ANC) Age Parity POA HIV Results VDRL Results 
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      

 
�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y   �Y�Y�Y�Y�Y�Y�Y�Y�Y�Y  �Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y 

Name of Collecting Officer  Designation   Signature 
 
�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�X  �Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�X      �X�X�Y�Y�Y�Y�Y�Y�Y�Y�Y�Y�X�� 
Name of Medical Officer   Designation   Signature 
 
 

 

National STD/HIV Reference Laboratory 
 No.29, De Saram Place, Colombo 10, Sri Lanka      

Tel: 0112667163, Tel/Fax: 0115336873 
 

NSACP/10/ANC/2 
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