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1. Introduction

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

1.1. Global and Regional situation of HIV and syphilis in pregnancy

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

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

The human immunodeficiency virus pandemic has caused serioussocial health and
developmental challenges to many countries in the world. Thereare estimated 36.9 million
of people living with HIV by end of 2017 and out of which 1.8nillion were children <15 years
of age. Nearly all HIV infections among children are acquired frominfected mothers during
pregnancy, delivery or while breast feeding. An estimated 5.2 milbn people living with HIV
are in the Asia Pacific region and among pregnant women with HIV only53% has access to
ART services.

1.2. How EMTCT of syphilis and HIV contributes to achieving Sustainable
Development Goals

Dual elimination serves to improve a broad range of maternaland child health (MCH)
services and outcomes. This achievement directly contributeso Sustainable Development
Goals (SDGs) 3, 5 and 10 which aspire to ensure health andliseeing for all, achieve gender
eqguality and empower women and girls, and reduce inequalitiesin 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 feasiblity and benefit of such an
integrated approach to the elimination of MTCT (EMTCT) of both infections.
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1.3. Situation of syphilis and HIV in Sri Lanka

Sri Lanka is having a low prevalence HIV epidemic with HIV serprevalence rate of <0.1%
among general population. The estimated number of persons living vith HIV in 2017 is 3500
(3000 4200). In the year 2017285 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 by20T. Though the numbers are smalljt is obvious that the
numbers are increasing gradually over the years.

Figure 1: Reported number of HIV caseq,987 - 2017
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Table 1: Age and Sex distribution of cumulative HIV Cases

Age Male Female Total %
<15 50 34 84 3%
15-24 155 74 229 8%
2549 1422 729 2151 76%
50 + 210 111 321 11%
Total 1837 948 2785 98%
Unknown 26 31 57 2%
Total 1863 979 2842 100%

Seroprevalence of syphilis among ANC population remains at <Q% for last two decades.
Since early 1980s the annual number of new diagnosis of infectiouSyphilis cases has
decreased markedly. The rate per 100,000 has shown a declimhich has continued without
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much change over the years till 2008. Since then a gradual increa in the infectious syphilis
was noticed mainly among males up to 2013. However, there amarked drop of number of
infectious syphilis cases since 2013 and this has continueil 2017.

Figure 2 Reported early (infectious) syphilis cases, 2009- 2017
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2. Mother to child transmission of HIV and congenital

syphilis

2.1. MTCT of HIV

HIV among children is a growing problem. Majority of infected children 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 3045%
chance of child getting infected. The risk of HIV transmission can ke reduced with provision
of comprehensive PMTCT services for women living with HIV.

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

However, according to the latest global estimates, only 21% emen in middle and low

income countries were tested as part of antenatal care anadnly 33% of HIV positive
pregnant women received the necessary treatment. Low testingaverage in ANC settings is
a concern as services cannot be provided without identifying pregnat women with HIV.

Figure 3. Risk of Mother to Child Transmission of HIV

Number at risk 100
Time of exposure | <14 weeks | 99 | 1436 95 | 36weeks | 83 | pelivery | 75 | Breast- 5
L »|  weeks »| through > | feeding p| uninfected
labour

Number infected |—> 1 |—> 4 \—b 12 \—b 8 \—) 16 —P
41
infected

Transmission (%)

during each time period 2% 10% 29% 20% 39%

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 childreborn 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 HIVithgrand implications for prevention. Lancet
infectious diseases. 2006; 6 738-
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2.2. MTCT of syphilis

Syphilis, another sexually transmitted infection (STI) also remans 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 dverse pregnancy
outcomes such as stillbirths, neonatal deaths and newborn infetons. 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 congenitasyphilis. Adverse
pregnancy outcomes may occur in up to 80% of preghant women withuntreated early
syphilis including still birth, perinatal death and neonatal infec tion (Table 2). The adverse
pregnancy outcomes due to syphilis too can be prevented byroviding services during
pregnancy with early detection and provision of adequate treatnent.

Table 2 - Adverse pregnancy outcomes in syphilis

Outcome Hartman* Ingraham Hiraetal 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 aombined 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 outcanes.
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3. Comprehensive approach to prevent mother to child
transmission of syphilis and HIV

3.1. UN comprehensive approach to prevent MTCT of HIV

Prevention of MTCT of HIV has been an important component of HIV prevention since

1998. Low cost strategies have been used effectively to reddMTCT 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 epidmic settings. In many

developed countries paediatric HIV and Congenital syphilishas been virtually eliminated.

Countries can achieve dramatic reduction in new paediatric HV infections through a
comprehensive approach to prevention and treatment. The approak 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 Vv

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 infedbns, 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 m order to achieve
dramatic and sustained reductions in new paediatric HIV infedions.

3.2. WHO global strategy for the Elimination of Congenital syphilis (ECS)

In 2007 WHO outlined a similar comprehensive strategy for the gbbal 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 promirtg four pillars.

Ensure advocacy and sustained political commitment

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

Screen and treat pregnant woman and partners for syphilis

A wodp PR

Establish surveillance, monitoring and evaluation systems
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3.3. National HIV policy

National HIV policy covers the areas such as testing, counskhg, 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 promotng voluntary

counseling and testing for HIV in this age group is the primary straegy. Prevention of
unplanned pregnancies among HIV infected women, provision of antiretoviral therapy,

safer delivery practices and safer feeding practices will alsbe provided as per standard
guidelines.

The Government of Sri Lanka promotes voluntary confidential counling 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 etivities and other health
services. Testing will be carried out according to acceptednternational guidelines. The
screening of donated blood, donors of tissue and organs will beaccording to the
recommendations of national policies. Testing for research and sureillance purposes will
be according to current international guidelines.

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

The Government of Sri Lanka accepts the rights of those living withHIV/AIDS to have
access to treatment without stigma and discrimination. Persms 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 areconsidered a priority in
the control of HIV transmission. In this regard the services for STI prazention and care will
be further strengthened and sustained. Screening for syphilis among athnte-natal mothers
should be ensured. Preventive, educational, and clinical serees will be provided to those
believed to be at high risk, including sex workers, men having se with men and injecting
drug users.

The Government of Sri Lanka will ensure that the human rights ofpeople living with
HIV/AIDS are promoted, protected and respected and measures take to eliminate
discrimination and combat stigma which will provide an enabling environment to seek
relevant services. These include the rights of everyone to lifdiberty 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 wellbeingincluding 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 righib capacity building of the
individual in dealing with this condition, the right to particip ate in the cultural life of the

Llee—ec—> fet —t «SfUE <o o cfe—< .. dSatelyfin heatth carefsettings.ie
However, steps shall be taken to prevent persons from willfullyand knowingly infecting
HIV to other persons. The responsibility and behavior of the meda as stated in Article 28
of the constitution of Sri Lanka which casts a duty to respectthe rights of others on
reporting on matters related to HIV/AIDS are emphasized.

3.4. Instructions to MCH service providers

The General Circular No: 01/59 - 2016 released by ministry bfealth in 2016 highlights the
important aspects to be considered in service provision byMCH 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 servicés antenatal screening of Syphilis and
HIV in your institution as per the guidelines given below.

Public sector

t

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

Antenatal clinic services ( MOH clinics and Hospital ANC dinics) have to arrange
collection of 5cc of blood in a vacutainer tube and transpat 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 visg. Syphilis and HIV test
reports need to be entered in the antenatal record appropriately

STD clinics have to carry out Syphilis and HIV screening testen the blood samples
received from ANC clinics and send reports to the relevant offices.

The information on reactive VDRL reports and HIV positive repots 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 bereferred to STD
clinic for further management.

If a pregnant woman was not tested during pregnancy, syphilis and BV screening
should be offered at the time of delivery before being discharged fronthe 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 athe 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 nay 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 gestatitor Syphilis and
HIV (preferably at the first visit).

¥ Syphilis and HIV tests need to be done from recognized laborairies maintaining
guality standards.

T Syphilis and HIV test details need to be entered in the anteatal record
appropriately.

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

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

1t Data on pregnant women with syphilis or HIV should be informed to the NSACP in
relevant formats.

National HIV policy of SriLankastf —3s —Sf— 0 St %' "f7eefe— " "¢ foeof f .. .. 1-
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

of—<'ofZ %o—<ctEZcote fot "t " fcZco% f—<'fPdt PFZ-S "*Z<..>a6 _ad

—"—-St"4a —-St E—t%ofefe— %oc"te ‘e & & ‘AedNM\JbSte ]ENTANf]De -
wishes to place on record that the state should ensure thathe human rights of the people
living with HIV/AIDS are promoted, protected and respected and measures to be taken to
FZcocof—F teo.  "cocof—c's fUofcoo— —Stedd [f%T °
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Figure 4. Testing strategy for HIV diagnosis in adults
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4, Elimination of MTCT of HIV programme in Sri Lanka

The elimination of mother to child transmission of HIV is considered 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 transmissionof HIV were initiated in early

2002 with the introduction of ART for PMTCT. Strategies and guideines have been
developed and regularly updated to introduce effective interventions to prevent MTCT of
HIV. However, these services can be made available to wome 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 scresing services to detect HIV
among pregnant women in Sri Lanka was limited to few centers withcoverage of 5.6%.

Figure 5. Reported paediatric HIV cases (age 0-14 yeargp03-2017
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In the year 2013, out of total diagnosed PLHIV 5% were childre While most of PLHIV

diagnosed in 2013 contracted infection due to unprotected sexal exposures, mother to child
transmission was the second important mode of transmission. Tlough 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 201N 2841)
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Scaling up the diagnostic services for preventing mother to child tansmission of HIV is
given priority by the ministry of health Sri Lanka. In 2013 a pdky decision was taken to
introduce universal screening for HIV among pregnant women.
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4.1. Management of pregnant women with HIV

When screening test becomes reactive, Consultant/MO of the STD cliniowill inform the
relevant officers of the ANC clinic requesting to refer the pregnantmother 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 ae offered
according to the guidelines on Management of HIV infected pregnant wamen.
Antiretroviral therapy for prevention of mother to child transmissi on is started from 14
weeks or if identified later, as early as possible accoidg 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 ppropriate feeding
practices.

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

1a o7 Tcoe% o'—St"ie SEfZ-S
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 worren living with HIV regardless

of WHO clinical stage and at any CD4 cell count and shouldbe continued lifelong. ART
should be initiated as early as 14 weeks of gestation or ason as possible thereafter during
pregnancy. However, even if they are identified late in pregnancy ormostpartum, 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 whichinitiating 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 nucleosidereverse-transcriptase inhibitors
(NRTIs) plus a non-nucleoside reverse-transcriptase inhittior (NNRTI). TDF + FTC (or 3TC)
+ EFV as a fixed-dose combination is recommended as the prefred option to initiate ART
in pregnant women.
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Figure 7. Protocol to inform HIV test results and management of pregnawbmen with HIV
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l

Inform MOH/VOG
2. Get down the patient immediately to the STD clinic

3. When the mother visits the STD clinic counsel and reconfirm
HIV status for patient verification

4. Start on EMTCT services including ART/obstetric
care/counselling on family planning/appropriate delivery
follow up and infant management

5. Manage patient with the obstetric and MCH team as
necessary

6. Screen partners and children

*In the event of a screening test positive mother with a late pregnanadg areas of difficult
accessibility to health care the initial sample can be seMRi for further HIV testing thereb
preventing the delay in providing EMTCT services.
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4.2. Management of infant exposed to HIV

Infant post-exposure prophylaxis (PEP)

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

Infants receiving replacement feeding should be given 46 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 continueinfant PEP for an
additional 6 weeks (total of 12 weeks of infant prophylaxis) ging either AZT (twice
daily) and NVP (once daily) or NVP alone.

Infants of mothers who are receiving ART and are breastfeeding shouldeceive 6 weeks

of infant prophylaxis with daily NVP.
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4.3. HIV diagnosis in infants and children

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

H + +H+ +H

HIV antibody testing for sero-reversion should be performed at age9 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 haw residual maternal HIV
antibodies. In such case, confirmation should be based on nucleiacid test.

Definitive exclusion of HIV infection in non-breastfed infants, is based on 2 or more

et %o f—<"F <" Z ' %0<...fZ —foe—ed ™c—S ‘of fotfedtT—fF% %o N «tSeGH *”
N oot % f—<" 1% fo—c,'t> —Foe—e "o o' f7f 4t Ff f %otk ND o f<ED

Some experts confirm the absence of HIV infection at 12 to 1®onths 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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Source: Adopted from Anteretroviral therapy for HIV infection in infants and children: towards universal access.
Recommendations for a public health approach. 2010 revision. Geneva, WHO 2010
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5. Elimination of congenital syphilis programme in Sri
Lanka

The ministry of health of Sri Lanka has clearly identified antenatd screening for syphilis as
a major component of antenatal care services and syphiliscseening services for pregnant
mothers have been offered since early 1950s.

Maternal and child health delivery system in Sri Lanka is conglered to be one of the best

in the South East Asian region. When the anti VD campaign was formally stablished in

1952 screening of pregnant mothers for syphilis was identified asne of the specific

objectives of the campaign. Based on the success of the prew@on of MTCT of syphilis

programme, in 2009 the programme was revived as Elimination of congeaital syphilis (ECS)

%o feetd O Zcocof—cte T L te%ofec—fZ o> ScBdpteffit %> S fh 7 fL«
strategy to facilitate this programme. By end 2017 countrywde syphilis testing coverage was

98%.

In the year 2013 both ECS programme and PMTCT of HIV programmes wetembined to a
eco%oZf " %o " foeet —ett” —St eofet O Zcocof—c'e ‘ScZco T %o ffeoh P6E
The links between MCH services and STD services have bestrengthened 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 Contrd Programme and
emphasizes the importance of prevention of mother to child transmission of syphilis and
HIV. The primary health care team which provides MCH servicedink 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 malical officer of health works
closely with the area STD clinic to provide EMTCT of syphils and HIV services to the
community.

Smooth functioning of the programme depends on the involvement of seweral 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 unis are maintained
through regular reviews and in-service training. Continuing advocacyamong key players
including authorities is also an essential component in the pragramme.

5.1. Management of pregnant woman with syphilis

Public health team provides antenatal care services in the aonmunity which includes
awareness on STI and HIV and collection of blood for VDRL and KV testing. All pregnant
women should be screened for syphilis at the first antenatavisit preferably before 12 weeks
of gestation to prevent congenital syphilis.
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When the pregnant woman gets registered for antenatal care servicesiithe community

clinic of MOH, VDRL testing is offered as a routine screening test Blood samples are
collected and transported to the closest STD clinic labeoatory. The STD clinic provides
VDRL testing services for pregnant mothers. All VDRL positive saples 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 treament 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 managenent of the mother.
Irrespective of mothers treatment all babies born to motherswith syphilis are given a single
dose of Benzathine penicillin for prophylaxis. If congenital sypilis cannot be excluded
babies are managed under the care of a paediatrician and givm daily injections of Benzyl
penicillin for 10 days.

Review syphilis test results at subsequent visits anat the time of delivery. If the woman
was not tested during pregnancy, syphilis screening should be offeredfeer 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 willbe 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 furter 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 documentd in the ANC record relevant
. f% T4 0~ tTf-1 " "$°t""fz64

If the treponemal test is positive the pregnant woman should te 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 negtive it is known as a
6”(‘2‘%0(,_,)‘2 Afz.:t lL.(_(~:t ”:tf__._(‘.éa

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

Pagel9



Figure 9 Protocol to inform VDRL test results of ANC mothers in peripheral setij
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Figure 10: Testing Strategy of Syphilis for Antenatal mothers
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5.2. Treatment of the pregnant women

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 benzathingoenicillin 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, 8nd 15)

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

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 syilis 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 managedn coordination with
the MCH care services and/or obstetrician in a tertiary care uit.

5.2.4. Pregnant mothers with syphilis and HIV infection

Evidence suggests that treatment and follow-up for syphilis h pregnant women who are
HIV positive should be similar to that is given to HIV negative preghant women
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5.3. Follow up

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 rénfection or treatment
failure and need re-treatment.

Specific treponemal tests may remain positive for life followng effective treatment.
Therefore, proper documentation is important to prevent unnecessay retreatment.

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

5.4. Treatment of the baby

If the mother had been adequately treated before 36 weeks of P@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 isgiven one dose of Benzathine
penicillin 50,0001U/Kg/ BW as prophylactic treatment.

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

Crystalline penicillin 50,0001U/KG/day bd for 7 days and 8 hourly for further 3 days to
complete the 10 day period. (Further details - Please refguidelines for the management of
maternal syphilis and congenital syphilis)

Table 3. Antenatal syphilis screening done at NSACP012-2017 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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Global surveillance case definition for congenital syphilis

The global surveillance case definition for congenital syphilisis 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 injectn of 2.4 million units
of intramuscular benzathine benzylpenicillin at least 30 days prior todelivery.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).

Figure 11. Congenital syphilis cases reported to NSACP 12017
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*Source SIM unit, NSACP

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

Level of Health Preventive Care Curative Care
System
Secretary Health > FHB _ | Tertiary care
DGHS < ! . hospital —
DDG-PHS -
Provincial Provincial Provincial . Provincial =
= [r——— —t—
Dir fate Director . ccp General hospital
*
| |<— ) I
v MOMCH —>| RE | District General
ry o
Regional Regional \ T X Hospital -
: Director P s
Directorate b \\ J Base Hospital
| RSPHNO | SPHID AlD
v/ \ )

Medical Officer of |<—

Health
<. v
>/ gl spHi
PHNS |«
l > District Hospital
L y A/B/C
— > [
Divisional SPHM % ol PHI >
(MO_H) = —_ Primary Medical
Unit Care Units .
v /
( Home re—— ~ Field Clinic
T t
i —— > — > >
Key e - - ==
Administrative Technical Guidance Care provision Referral Pathway =~ Back Referral
Guidance Pathway

Page26



Figure 13. NSACP Organogram
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6. Stakeholders in EMTCT of syphilis and HIV programme

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 ha 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 functon under the

Director General of Health Services and Deputy Director Generabf 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 thedistrict level the district team
comprising of district authorities, maternal and child health services and STD services
complement the services in addressing the reproductive healtmeeds 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 strengtbned over the years
and the link extends to the district level and through that to 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 pygoamme
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Figure 14. Stakeholders in EMTCT of HIV and syphilis programmes

Ministry of Health ;
WHO’ Unicef’WB NGO, Key populaﬂons’

UN Organizations PLHIV Organizations

9 Policy, Guidelines, -
3 TOT programmes -

MO-MCH

Coordination
Administration
Logistic support

Medical Officer of
Health and staff of
MCH Clinics

District STD
Clinic team

Care and support services for

mother and baby
+ Focal point for HIV and STI
3 services
Infant feeding « HIV andVDRL testing facilities

* mminadon * Management of mother and baby

ey « Lifelong services
Tertiary care Hospital &
Obstetrician/ Paediatrician

« Improve awareness on HIV & STI
* Promote HIV and VDRL testing

EMTCT of syphilis and HIV programme is fully funded by the government of Sri Lanka. This
ensured sustainability of the programme. WHO and UNICEF supportedthe EMTCT of
syphilis and HIV programme providing technical support as wel 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 organizationsnd PLHIV organizations
facilitated to take services to difficult to reach.
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7. Criteria and process for Validation

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 validabn process indicator
targets for two years and achievement of validation impact indcator targets for one
year.

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

3. Sce—Fe . " fe ftE —f—F O fZctf—c'e o fcoDbf "folt wf—"kfkZofoc=
system that can capture process data from both the publicand private health
sectors, and detect the great majority of cases of MTCT of HIV andr syphilis.

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

7.1. Targets for validation of EMTCT of syphilis and HIV programme of Sri

Lanka

HIV

Impact indicators for one year

T of U —Zf—<'e . fet "f=F T ei™ fitcf-"c TPa\E
100 000 live births and

¥ an HIV MTCT rate of <5% (breastfeeding countries) OR <2% (non-brea&teding
countries).

Process indicators for two years

t Population-Z+~1Z Tt f%F f— ZFfe— ‘of “<ec— ‘" Ne
T TEf%F T —Fe—<o% " ""F%oefe— ™'ete " NeaA
T Antiretroviral therapy (ART) coverage of HIV-""ec—<"f "1 %oefe— ™'efe

Syphilis

Impact indicators for one year

[a}}

T f . fet "f-% " . te%etec—fZ +>'Sc<Zce " Pa\ 't” ]\ \\\ 7
Process indicators for two years

t Population- 2+~ $Z TR f %t f— Zffe— ‘of “<e<c— ‘" Neg

T i f %t 7 0> ScZce —fe—co%o N "i%oefe— ™iefs *° Nea

t Treatment coverage of syphilis-seroposik“t "t %osfe— ™‘efe *~ NeaA
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7.2. Validation process

Country validation

¥

T
+
T

MOH submits a validation request to the regional secretaiat.
MOH and the RVC jointly establish an NVC.
NVC and NVT collects, assesses, and summarizes data for natial validation report.

NVC reviews national validation report and submits to the RVC.

Country pre-validation

+
T

Regional secretariat convenes RVC.

RVC reviews national validation report for compliance with minimum regional and
global criteria.

If approved, RVC prepares and submits regional validation reportto the global
secretariat.

If not approved, RVC notifies NVC and provides clear recommendatias.

Regional validation

+
T

Global secretariat convenes GVAC.

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

GVAC prepares global validation report and submits to globalsecretariat.

Global validation

+

Global secretariat issues letter officially notifying the canddate country of validation
status and recommending follow-up actions for maintenance of vdidation 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 fédw-up and more in-
depth assessment.

RVC -Regional validation committee RVT - Regional validtion team MOH - ministry of health GVC - Global
validation committee , NVC - National validation committee RVC - regional vdidation committee
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8. Goals and objectives for the elimination of mother to
child transmission of syphilis and HIV in Sri Lanka

Vision
T ‘ete fot .S<Zt %o fZ<TF fof "7tf 770 fot o' ScZcoi
Goal

T Zcocof—t .. 'o%otec—fZ ¢>'ScZce fotf oF™ " ffloftc faéTf of <E7Ef.7—f'ooh
child health by 2018

Targets

Maintain the incidence of congenital syphilis to <50 cases/100@0 live births

Maintain mother to child transmission of HIV to <50 cases/100,000live 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
T >95% syphilis sero-positive mothers receive effective treatment

T >95% exposed infants receive effective treatment
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9. Guiding principles

Building blocks

Ensure commitment to achieve goals

Enhance comprehensive, linked services between HIV/STI and MNCH programes
Employ highly effective interventions for HIV/STI prevention and treatme nt
Improve coverage and advocate for equitable access

Promote health systems development

Improve measurement of programme performance and impact

R e

1. A Public Health approach

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

The overall goals of PMTCT and ECS programme are to eliminate me 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 pvention, diagnosis,
treatment and care.

2. Integrated health systems approach

Sri Lanka has a well established preventive primary health car system and secondary and
tertiary level services. The coordinated maternal and childhealth care services at all levels
have helped Sri Lankao achieve excellent MMR, IMR and CMR which are in par with thos
of some developed countries. Antenatal syphilis screening haleen in existence for the last
four decades and it has been a function of the primary health careservices to screen all
antenatal mothers for syphilis. PMTCT and ECS are integrated tdhe 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 approdt where male
involvement for PMTCT and ECS is encouraged in a culturally ameptable and appropriate
manner. Testing opportunities and treatment are available for men.

Vertical integration is available through a referral system to SD services from MCH

settings. ART is made available to the mother if she is @ible for ART for her own health

or as prophylaxis. Similarly, mothers diagnosed with syphilis & referred to the STD services
for evaluation and appropriate management as well as partner d infant management.

Horizontal linkages between obstetricians and pediatricians in the management of

newborns of HIV infected mothers or mothers with syphilis have heped 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 creedhave a right to access
government health care services. They also have the right to prot# 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 hdéh 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 forfe provision of holistic care.
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10. Strategies and Activities

The strategies identified for PMTCT of HIV and syphilis in the Naional Strategic plan of

NSACP 2012-2017 includes;

1. Primary prevention of HIV and syphilis transmission among women inchildbearing 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 inédence of congenital
syphilis and transmission of HIV from mother to child

4. Increase access to and quality of syphilis and HIV servicest 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 peog

2. Expand HIV interventions in the workplace

3. Expand and strengthen the provision of good quality STI service 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 (ntral and
provincial level / international funding agencies)

2. Raise awareness of decision makers, public health officialbealth 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 padiatric AIDS.

3. Underline the value of the EMTCT of HIV and syphilis programmes b maternal and
newborn health services

4. Strengthen linkages between MCH and STl and HIV services to enablenore
accurate forecasting of needs, procurement and supply of diagndies and essential
medicine.

5. Demonstrate the cost benefit of interventions

6. Establish a national level steering committee

7. ldentify roles and responsibilities of the stakeholders

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

newborn health services

Major activities

1.
2.

© N O~

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

Screen all antenatal mothers for syphilis and HIV at the firstbooking visit preferably
before 12 weeks and results are given without delay

Test mothers who have not been tested for syphilis and HIV dung pregnancy or
have no documented evidence of treatment, at delivery

Regular training of primary health care workers on STI and HIV

Establish a referral system which is non -stigmatizing

Maintain quality of testing by ensuring training

Maintain established quality control systems

Establish a system to maintain continuous supply of equipnent and reagents for
testing

Development of STD clinic laboratories and provide resourcesncluding 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 o 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. ..."Fte o'—Sit"ie efS—f7Z 'fr—et"e " fet ="3f— f'""<f-12>

6. Follow up positive mothers at both the registered antenatd 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 syphiis and HIV

2. Develop data collection formats where necessary

3. Develop indicators to monitor the EMTCT programme (input, process, output and
outcome)

Establish performance review in relation to EMTCT at each level

Monthly MOH review meetings

Quarterly review by RDHS

Annual review by NSACP and FHB

Promote operational research

Review and revise the existing information systems to fulfill the EMTCT
requirements

© o NoaA

Page37



Table 4. Major activities conducted from 2013

Activity Time Details
Revive PMTCT programme to | January 2013 Strengthen the links between FHB
work towards elimination and NSACP
Decision taken on universal May 2013 Meeting with stakeholders

screening of pregnant women

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 2013 Quarterly meeting
committee
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 2013/2014 MCH staff and Institutional staff
health care workers from selected areas
Improvement of laboratory 2013/2014 Responsibility National
Coordinator Laboratories NRL

T Procure test kits

¥ ELISA machines

¥ Vacutainer tubes

¥ Protective gear Kkits carrier

boxes

Other improvements for data 2014 Computers, multimedia projectors,
collection 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

2013

Polonnaruwa
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Table 5. Detailed activity plan for EMTCT of HIV and syphilis 2017/ 2018

Activity Timeline Details

Advisory meeting headed by | June 2017 Decision taken to work towards

the minister of health validation of EMTCT programme

EMTCT steering committee 2017/ 2018 Once in 3 months

meeting

Appoint local consultant to July 2017 Dr. lyanthi Abeywickreme

review EMTCT programme Prof. A. Pathmeshwaran

and submit the report Funnded by WHO

Teams for four main domains | April 2017 Coordinators of four main domains

established Care
Dr. L Rajapaksa/ Dr. | 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, | 2017/2018 For refresher training and to train

institutional staff and STD new appointees

clinic staff

Introduce the whole concept July 2017/ 2018 | Organized with the help of FPA

to all key populations and

PLHIV groups

Development of MCH guide June 2017 Distributed to all MOH offices

for MCH staff (UNICEF)

Update guidelines on September 2016 | Updated guidelines were distributed

tManagement of pregnant to all PDHS, RDHS, MO MCH and
woman with HIV STD clinics
1 Management of pregnant
woman with syphilis
FAntiretroviral Treatment
Reprinting of posters and June 2017 Distributed among 365 MOH offices

leaflets

and ANC clinics of institutions
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Activity Timeline Details
Provincial review meetings (9) | August - Completed all nine provinces.
September 2017
October-
November 2018
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 2017/2018 All major hospitals in the country

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

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. | 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 September- TV and radio programmes
(TV,Radio) October (UNICEF)

2017/2018
Formation of District September 2017 | Regular District reviews (UNICEF)
committees
Visit of the consultant to May 16 25" WHO consultant Dr. Richard
review readiness for validation | 2018 —Fceie (WHO-and GF)
and prepare draft report
Introduce final steps to reach | September 2018 | Meeting with 150 participants

elimination targets
symposium

countrywide to assess readiness.
(UNICEF)
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Activity Timeline Details

Supervisory visits to STD 2018/2019 Supervising team STD clinics
clinics,

Annual review Meeting to November Review of country programme
finalize data for the report 2017/2018 (UNICEF)

(2 day)
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Table 6. Major activities conducted in laboratory sector

Activity area Time Details
2013 t Situational analysis for human resource,
1.Testing equipment and test kits
¥ Meeting with the laboratory staff to arrange the
Assessment of the testing with available staff until the vacancies are
laboratory sector for filled. Agreed for testing at piece rate per sample.
capacity to undertake t Request made to MoH for appointing MLTSs for all
testing & activities to the district STI/HIV clinic laboratories
fill the gaps 1t Obtaining funding for test kits from WHO to
initiate expanding the testing in western province,
kandy & Galle.
1 Cluster testing arranged for districts where there
are no MLTs
T Arranged uniformity in sample collection, by
introducing new request forms for ANC
specimens and uniformity in transportation with
training workshops.
201445 ¥ Obtained funding for test kits from world bank
to expand testing to the whole country for 2014 (20
Capacity building for M) and 2015. (40 M)
HIV Screening country T Introduced the ELISA technique as the screening
wide test for HIV as the main stream with PA & RDT
tmaking facilities supporting the system.
available 1 Procured ELISA machines to new stations through
o —_
+ Streamline EID ¥ Tra.ur? the MLTSs for ELISA technique- by in service
testing for babies training at NRL
t Introduced data management for laboratories
with data formats given by NRL and monthly
collection of data
1t Arranged HIV DNA PCR by out sourcing as the
facility is not available onsite
¥
201647 t Distribution of guideline for sample collection at

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

MOHs

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

t 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)

t Improve documentation in all the network
laboratories
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201849 1 Establishment of EID testing at NRL
1 Testing algorithms reviewed.
1t Preparation of sample collection manual as &
booklet to be used by all ANC sample collection
centres
F:ontinuous quality t Decentralization of testing facilities CD4 testing
Improvement and HIV Viral load to 2 main peripheral stations
_ _ ¥ Improving the sample collection, transport of
Review testing specimens by introducing cold boxes, improving
algorithms IQC ,data management.
. . 1 Arranging the IQC for CD4 testing
Establishing EID in 1 Arranging the EQA for Viral load testing
country
Decentralization of
testing for patient
management
2. Quality of tests 2014 1 Developed the guidelines for selection of test kits
and procured the test kits through MSD of MoH
with World bank funds
2015 T Developed the guide lines for assurance of the
quality of kits after arrival- test kit verification and
periodic checking for performance.
Str(?ngthen the. 2016 T Attended to streamlining the forecasting &
national planning making the request to MoH to include the test kit
f‘?r p.rOCl.Jrement and requirement in government annual estimates
dlstrll?gtlon of HIV & t Started regular meetings with MSD and SPC with
Syphilis tests by . . .
strengthening the a wgw to a\{0|d stock outs by having a smooth
supply chain cqntlnuqus dlqlogue on rquests and order§. .
management 1 Discussions with NRL technical staff for reviewing
stock balances regularly
1 Guided the peripheral and central level to monitor
the stock balances, reorder levels and periodic
stock verifications
2017 t Development of formats for ordering reagents and
monitoring stocks in a uniform manner
t Circulation of qguideline to peripheral STI
laboratories for stock management for Syphilis
and HIV test kits and reagents
2018 I Refresher training for the laboratory staff on
proper estimation and re order levels
¥ Stock management workshop for all laboratory
staff
2013/14 T Initial assessment of the availability of equipment
3. Equipment in laboratories and procurement of possible as per,
management the available funding.
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Surveying
Procurement
Calibration
Maintenance

2014 -2017- Procurement of ELISA machines fi
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 th
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 assesso
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 througta
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 | 2013-2018 Guided all the STI clinic laboratories to improve
guidance and - the infrastructure as per quality requirements
activities conducted - 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 2014 Introduction of data collecting formats to all the
management labs to streamline the data management
2015/16 Distribution of formats for laboratory records in
testing, QA, stock e fef %otetfe— ... 4
20172019 Continuous improvement in data related
documents
Support developing the laboratory information
management system under EIMS
6. Familiarization 2018 Refresher training on laboratory validation tool

for the EMTCT
validation

for laboratory staff of NRL and peripheral STD
laboratories
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Annexure 1 - General circular letter No. 01-59/2016 — The programme for Elimination of Mother to
Child Transmission of syphilis and HIV in Sri Lanka (English, Sinhala, Tamil)
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Ministry of Health, Nutrition& Indigenous Medicine

General CircularNo: O [ — 57/2’0/é

All Provincial / Regional Directors of Health services,
All Directors of Teaching Hospitals,

All Heads of Specialized Campaigns,

All Heads of Health Institutions,

All consultant Obstetricians,

The Programme for Elimination of Mother to child transmission of syphilis and HIV (EMTCT of
syphilis and HIV) in Sri Lanka

Sri Lanka has been identified as a country which can achieve the Elimination status of congenital
syphilis and mother to child transmission of HIV by end 2017.

2. To achieve the elimination status, effective universal coverage of screening for syphilis and HIV
during pregnancy need to be established. In Sri Lanka, by the end of 2015 screening for syphilis during
pregnancy has achieved almost universal coverage (98%).

3. The policy decision of screening pregnant women for HIV was taken by the Ministry of Health
after a series of consultations and  the decision was to couple it with existing syphilis screening.
Screening of pregnant mothers for HIV was scaled up from 2013 and HIV screening coverage has
increased from 5.6% in 2012 to 71.2% in 2015. To achieve elimination status Sri Lanka needs to reach
95% of HIV screening coverage target by the end of 2016.

4. Ministry of Health seeks the commitment and cooperation of consultant obstetricians in public
and private sector to implement the EMTCT of syphilis and HIV programme. 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.

(A) Public sector

i.  All pregnant mothers are to be screened before 12 weeks of gestationfor Syphilis and HIV
(preferably at the first visit).
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iii.

Vi.

Vii.

viii.

ix.

®)

iii.

iv.

vi.

Antenatal clinic services ( MOH clinics and Hospital ANC clinics) have to arrange collection of
Scc 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
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.

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.

Private sector

All 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.
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3. National HIV policy of Sri Lanka states that “The government of Sri Lanka accepts the right 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 national guidelines and prevailing National Health policy.”
(3.8 page 22)

6. Further, the judgement given on SC.FR.No.77/2016 on 14.03.2016 states “I'he court also wishes
to place on record that the state should ensure that the human rights of the people living with HIV/AIDS
arc promoted, protected and respected and measures to be taken to eliminate discrimination against
them.”(Page 4)

T I reiterate the policy of the Government of Sri Lanka, is to provide a comprehensive antenatal
care package to pregnant women for a successful pregnancy outcome and it includes providing services
for syphilis and HIV testing for all. Your cooperation is earnestly requested.

Drp g
Miniery DS Gonorg O‘;‘f'ah:pa la
; ¥ of Heaith, Nutrition &clilgi Services
Dr. P.G.Mahipala 3, Rev Bags "suwas.'r:’paya_"genous Medicing

Director General of Health Services 9ama Wimajay,
Colcmbo 102 T7Er0 Mewaths

Ce

1. Director, Private Health sector, MOH.

2. President, Sri Lanka College of Obstetricians.

3. President, Independent Medical Practitioners Association.
4. President, Ceylon College of General Practitioners.

5. President, Sri Lanka Medical Association.
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Annexure 2- Standard of care in prevention of mother to child transmission of syphilis and HIV

Standard of care in prevention of mother to child transmission

of Syphilis and HIV

Standard

All pregnantwomen should be screened for syphilis and HIV at tbe dirtenatal visit

within the first trimester. At delivery, women who do not have tessults should be tested.
Women with positive syphilis or HIV test results shouldnmbeaged according to the
national guidelines. Their partners should also be screened and mamageplans should be
made to screen and manage their infants at birth.

Aim
To reduce maternal morbidity and mortality, fetal loss and neonatal mgytahd morbidity
due to syphilis and HIV

Requirements

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

x All women have acces® appropriate ANC care during pregnancy, childbirth and the
postpartum period.

X Health care providers are competent in syphilis and HIV preventiomesing during
pregnancycounseling on STI prevention, heavpreventre-infection during pregnancy and
referral for management of seropositive pregnant women and theitras, prophylaxis
and management of the newborn

X Suitable Screening methods for syphilis and HIV are available @naat clinics and
maternity wards.

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

X Necessary supplies for collection and transport of samples aitahbigaat the ANC clinic and
Supplies for testing of syphilis and HIV are available dbtharatory level.

x Drugs (penicillin, ART etc) are available in the STD eimdawaternity wards where relevant.

x Afunctioning referral system is available to ensure the manag#miEpregnant 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 theassmess of individuals, families and
communities of the importance of attending ANC clinics early @gmancy and syphilis and
HIV prevention and management.

Applying the standard
Providers of maternal and neonatal health care, in particular puigadth staff must:

x Screen all pregnant women for syphilis and HIV at the first ataénésit. Screening should
be done preferably before 12 weeks of gestation to prewengenital infection.

X Review syphilis and HIV test results at subsequems. vidl the women with positive
screening test need to be referred to STD clinic for furthanagement.
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x If a woman was not tested during pregnancy, syphilis and HIVriogeshould be offered
after delivery.

X Manage all women who are seroreactiiog syphilis according to the stage of syphilis
following national guidelines at the STD clinic.

X Manage all women with positive HIV test according to riagonal guidelines to
prevent mother to child transmission of HIV

x Discuss with the woman the importance of treatment for hershfr partner(s) and the
baby, explain the consequences of not treating the infectamd, 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) tmalso be screened and
managed according to the stage of syphilis. The babies also need toceaet 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 (abortiibjrth, syphilitic infant,
etc.) for syphilis and HIV, if not screened.

x Screen allwomen with syphilis or HIV for other STls, and provamseling and
management accordingly.

X Record test results and if positive for syphilis or HIV detaiflsasfagement, 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 prememhanagement and care
in pregnant women are available and are correctly implemented.

x The proportionof health facilities providing ANC services that haweesing 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 theciTic
Coverage of correct management of HIV in pregnant women at the Sil® cli
Coverage of partners tested and managed accordingly

Coverage of babies born to syphilis positive mothers who veeceappropriate
treatment.

x Coverage of babies born to HIV positive mothers who received prophylactitréd®vient
Outcome/ Impact indicators

X X X X X X

Incidence of congenital syphilis

Incidence of HIV among infants

Perinatal and neonatal mortality and morbidity due to congenital syphili
Perinatal and neonatal mortality and morbidity due to paediatric HIV
Stillbirth rate.

X X X X X
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Annexure 3 - Instructions on sample collection and handling for HIV and VDRL in antenatal clinics

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 sampé#dity. Therefore, it is very necessary
to ensure that blood specimens received to the laboratories ofddaliSTD/AIDS Control Programme
are of good quality. Good quality samples lead to accurate religisiglts while the poor-quality samples
may give rise to erroneous results.

Objectives of this document

To make the staff aware abbu

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 agdlmples

Samples collection

Equipment needed Procedure

Preparation Select an appropriate quite clean and well-lit area
-Hand hygiene materials| Let the mother sit comfortably.

(soap and water or alcohol| Perform hand hygiene.

rub) Check that the request form matchesthe mottE [« | VvS]SC
-Well-fitting gloves identification number.
-Tourniguet Verbally inform and obtain consent from the mother to collect blog

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 secon(
and allow to dry completely.

Blood drawing Puncture the skin & mm away from the vein at 300angle.
when Gently draw the syringe plunger back.

Single-use disposable Once the blood flow begins, the tourniquet should be loosened.
needles, syringes and plair, Gently draw the syringe plunger back until the syringe is fillital
tubes are used the required volume of blood.

Required volume is 4 ml blood arsingle tube (2 ml per each test)

when Insert the specimen tube into the plastic needle holder (vactai
Plastic needle holder barrel)
(Vacutainer barrel) Puncture the skin 3-5mm away from the vein 300 angle.

vacutainer needles and Once the blood flow begins, the tourniquet should be loosened.
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plain vacutainer tubes are | After the tube is filled with required volume, remove the tounmé.
used

After blood drawing Apply a cotton swab/dry gauze to the site and slowly withdraw the
-Gauze /cotton needle.

-Sharp bin Inject the blood sample extremely slowly into the tube miningzine
-Tube rack 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. Semddmple to the laboratory within 24 hrs. If
not send them at least within 3 days and take necessary measuregimize the storage time.

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

Carrying out phlebotomy by properly trained staff in phlebotomy

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

Use of the correct gauge of hypodermic needle (preferably 21G) to prevendigsis.
Drawing blood slowly and steadily.

- Avoiding vigorous suction on the tube which causes haesiwly

- Injecting the blood sample extremely slowly into the tube mmizing the pressure and velocity to
prevent haemolysis.

- Labeling immediately all specimen tubes by the collector and enbesedre accurately labelled.

- Keeping the samples in room temperature and allowing to clot leefefrigerating.

- Transporting samples to the laboratory as soon as posgible longer you keep samples in the
refrigerator, the chance of haemolysis and decomposition méligase)

An incident reporting system

A system is required for reporting all adverse events. A log boolgastee should be established with
accurate details of the incident, possible causes and manegeof adverse events.
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Annexure 4 - Laboratory form National STD AIDS Control programme, Ministry of health

National STD/HIV Reference Laboratory NSACP/10/ANC/2
No.29, De Saram Place, Colombo 10, Sri Lank
Tel: 0112667163, Tel/Fax: 0115336873

REQUEST FOR SYPHILIS / HIV TESTING IN ANTENATAL
MOTHERS

Institution / Clinic YYYYYYYXXYXYYYYYYYYYYYYYYYYXXY
MOH Area YYYXYYYYYYYYYYYYYYYYYYYYXXYYY

§ }( M u%o0 }oo 3]}V YXXYYYYYYYYYYYYYYYYYYYXXYYYYY
Patient No (ANC Age Parity POA HIV Results VDRL Results

YYYYYYYYYYYYYYY YYYYYYYYYY YYYYYYYYYYYY
Name of Collecting Officer Designation Signature

YYYYYYYYYYYYYYYX YYYYYYYYWX XXYYYYYYYYYYX
Name of Medical Officer Designation Signature

REPOR{aboratory use only)

Date/Time of Receipt of SamplesWYYYYYYYY YYYYYYYY

D>dW YYYYYYYYY Consultant MicrobiologistY Y Y Y Y Y
S W YYYYYYYYY Date WYYYYYYYXX
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Annexure 5 - EMTCT congenital syphilis: Case investigation form

EMTCT Congenital Syphilis: Case Investigation Form

National STD/AIDS Control Programme, Ministry of Health Cs_V11.10.2018

Name of the STD clinic: Mother’s file number

Baby’s file number

Completed by (name & designation): Date

Note: Fill this form for all pregnant women with positive TPPA results, {including previously treated inactive syphilis) and for children
diagnosed with congenital syphilis.

A. Details of the pregnant woman with syphilis

Risk & vulnerability factors (e.g. FSW, DU, Psychosocial etc.) ]|

1 Age in years
2. District of residence

3. Nationality 1. Srilankan 2. Foreign (country: )
| 4. Ethnicity

b:

6.

Past obstetric history
(parity, miscarriages, still births etc.

7 Date and Stage of syphilis diagnosis

8. LRMP 9. POA of pregnancy at registration

10. POA at VDRL testing 11. POA at registering for EMTCT services
12. VDRL result (initial) 13. VDRL result (closest to delivery)

14. TPPA result 15. Results of additional syphilis tests

-_"16. Treatment
{date /medication/dose/route):

17. POA at treatment {weeks) 18. Gestational age at delivery (weeks)

19 Pregi":anc\,cr outcome 20. Mother’s HIV test result

Detarl's a_f the sexua! parmer/s

I 21 Fllenumberlsoft e partner/s ]

i VDRL/TPPA and syphilis stage of the partner/s !

23. Partner/s’ treated and date: l.Yes 2.No Date:
B. Details of the baby
24. Date of birth 25. Facility/Place of birth
26. Mode of delivery 27. Birth weight
| 28. Date of fi_rEF VDRL 29. Titre of first VDRL

30. Management of the baby
(prophylaxis or treatment details.)

31, Iftreated as congemtal syphlhs reasons for
diagnosis? (clinical, inadequate/non-penicillin
treatment of mother etc.)

(32, Date, type and results of additional tests
(DG, IgM, CSF VDRL, X-Ray etc.)

| 33. Baby's VDRL & TPPA result around 18 month Date |
____34. Baby’'s last available VDRL&TPPA result Date
35. Baby’s final diagnosis Date

| Other relevant information (Describe attempts to follow-up, if available):
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Annexure 6 - EMTCT HIV: Case Investigation Form

EMTCT HIV: Case Investigation Form

National STD/AIDS Control Programme, Ministry of Health

HIV_V 11.10.2018

Name of the STD clinic:

Completed by (name & designation):

Mother's file number
Baby’s file number
Date

Note: Fill this form to all HIV confirmed pregnant women registered in the clinic

A. Details of the pregnant woman with HIV

Age in years

. District of residence

Nationality_ j

1. SriLlankan

2. Foreign (country: )

Details of the current pregnancy

. LRMP 9. EDD
. POA of pregnancy at 11. POA at registering for EMTCT
......... registration services
12. 1% CD4 count during this & : .
bregnancy & date 13. 1 VL during this pregnancy & date
14. Other relevant diagnosis S —
_________ (T8/syphilis/other] 15. Date of ART initiation
16. ART regimen during thfts_‘p‘_regnanw
11, Adierenice (23596, 90-23% 18, CD4 count at third trimester
<80%)
19. Viral load closest to 36 4o
_________ weeks of POA 20. Number of ANC visits
21. Post-partum family planr_‘,'{ng method
Details of the sg)_(ua.' partnff{;_ i
22. Partners HIV status 23 I:oposnwe fle
24, Partners ART regimen
B. Details of the baby
| 25. Date of birth 26. Facility/Place of birth
27. Mode of delivery 2. Ges:tatlnnal Bpeat
_________ delivery
29. Baby's birth 30. Infant feeding (exclusive
_________ weight formula/ breast feeding)
31. ARV prophylaxis for baby
......\Type/dose/duration)
32. HIV PCR at birth (result/nat done)
33. 1* DNA PCR of the baby Date
| 34, 2 DNAPCRofthebaby Date | )
35. Baby’s HIV ELISA around 18 months Date |
36. Baby’s final diagnosis
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Annexure 7 - Pregnancy record (H512)

“Biue - Prmi ®b®&) 05 s el - -5
Koadl B % s o o
?{&T At Risk srTiueuguier ugsGa®H H 512 A
2 PREGNANCY RECORD ,
Revised 2016
GeBO oS 600 tost) Chane s (68.9) eSS
Brssu Udiflsy 2 LM HetlaF &Hlig 2 wyh (@F.5) EUAITENID
Blood Group BMI Height (cm) Allergies
DOEND0 60 MDD SO0 EBSE sem) aXEmEd/c0imED Cadd Sleo® BB®
Ao oL esTiuadss Jdame HeneowsHDEG D0 MmuGHLFTMNEGU BuT@d Burshl sGHHIE GFsdevBausmifHi.
Please take this card to clinic / hospital when seeking services
80ed 20 )
soulier apapls Guust Sefumiey HeneowibBen GuuLir
Name of the mother Name of the Hospital Clinic
oce
o 560 o obeb Bevem, celentimed o@
Age GuesGpmuiwed wppd SrFe)
9 oGP Huenflsr Guiwy
o9, 6aD. 5. SmINBS Name of the Consultant Obstetrician
&, smen. ). Uifley
MOH area ocoms ghd gud 6dusd oo / 66l P
aieLwrend sTemiulL sumw Heasvmwsal / Dafser
©8G exsdes eEd) BEDO eMOMBE Identified antenatal risk conditions & morbidities
& & 2. 9fsy
PHM area
Hesy owaed H@
Senflumiey Fevsowh@er QUi
Name of the Field Clinic
@8 BT emSdee
dymo  ogeuedir Uifey
Grama Niladari Division Do@w 6Ly HMmEE
—— - SHBUTMSHILI STIUETE Filens
SRS s rertrpens SO Present obstetric History
BB qome o) Eow | 227 mIiee | Sadee
ufle) @evaasupd HaHub | Engibie Famiy | Pregnant mathers
Registration No and date f—=2="o" ol ot 5608 abnrg G P C
SIGHENSNLITE BT
Gravidity
Q@ TBs b B De® cBmed Doe
GEE@HISL B-{ooy wopd Bpwemd wment_f Teiamanular auuig)
Sonsanguinity Age of Youngest child
Sredd@ S8oSSnoEnn D { MM | YYYY
kst inl b ad&@t)@@&deﬁadggm i (319] M Y
Rubella Immunization Anowis smudl wipalmn ghull Had LRMP
o0 6bn GO Binie® wegs, co Do D@eiedion) § gud Lo oo | MM | yyyy
SIUUD SEOLUD Wpsily HLBsors dyssugeng adiumissnd Hed [EDD
ufiFevsmen ———
- i 4 ]
Pre-pregancy screening done b T ok ik
@bos B anid@B0 e srigd alce ©i88 pdds wede oo o (40 Week Completed)
Sapptiier: (e Mivdamin; ceidieg R US 8eug me psoeicia gad gao DD MM YYYY
Preconceptional Folic acid sostalans Dpgsins Spsagms afnniben Jed
Pendimbs BERe B US corrected EDD (To be filled by VOG/MO).
srind SAhuBsd Srosb soulL
gfleng <
History of subfertility POA at dating scan Signature
S’ shiub Gaemstd sigly ppssupsaisd giucL $s5/(Date of Quickening
Planned Pregnancy or not
8OE® BOO B me 08E eea® de Bocted oo B0 abmcO =6 o&m
soLAuns utlss GEBU HLLIBLO Wpem udley Qamg@unjy STIUSTELD auTgmRiSee)
Family Planning method last used POA at registration
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eoaloPo eSSt /ysHGus smas | Personal Information  BEE 6030 9B / @Gy sflez/Family History
DO EO0BGOcBD) adi® wbe /ifenflssi/Condition
wmeren/Wife | mssweusiiHusband )
Sos/aug By
Age Diabetes Mellitus
ad o0 Baen
e 508 o Wi GHE dpdsd
He06l5H5EenLI0 Hypertension

Highest Level of Education

SBHO
Gamiflsd

Occupation

000 MB® edia oD
GBS FOUBBWTeN CHTUIB6
Haematological diseases

am ede cosd
ErlienL/ un BFOUSsm
Twin / Multiple Pregnancies

B0 /eEs 66io 9BMIBG /opsan lssdy fdsms sz Medical / Surgical History

Do (EeHs moOSD)
gamanuamal {(GHiGs)
Others (specify)

o, edia Do
BpsHw Crruissi
Cardiac Diseases
Onod edio osd
Anbres Grruissi
Renal Diseases
@) ebie oo
rye0 GmmimeT
Hepatic Diseases
o8 etio D50
woest Brumuiasst
Psychiatric llinesses

@b FbubHWT BHILiSs
Haematological diseases

o8 60len/sreGriul
Tuberculosis

Hflaens ssi

o0 gid gent eSnd
ABsilwer seiibs Gam #5587

Surgeries other than LSCS

odie osde sGie Do edieo D6
Ssnilssi/Condition denflsen/Condition denflasii/Condition
BB/ Bifliflsy : ; 666 GuRt: B emd oo
Diabetes god@nda iy /Epilepsy et i e
od 626 8D 88 a&ie oed/yHpICHTISsI 2_opped
2 WiGmE D(PESDH Malignancies Previous DVT
Hypertensi
Lot dail SROs HBe edio e Beddesd @in® @it BO

Bronchial Asthma

286638 @596 mED edie oo m(ﬂcwmqu)
HGITUIL Brmuissi gevauma  (GHuibe)
Thyroid diseases Other (Specify)

e@we® 098G oD Cotdd
@smeniiy FUPE DUTW Blnew

Social Z Score

680 ObY eBMeG / whdy siiutsals sfamg ! Past obstetric History.

oade Qiﬂgg)m o6 =8 Sonem &8/ate mon

VO DO SO Sed BoRED 8 :ﬂ;m o E8%ee | cod @0 @@ | drsasSie e a0 Do
L HTOULD STULETEN FEHBHET g f‘(ﬁ.:"mu"m guttmeuml Wiy Benp () FHBOBT uTed whme suws

regnancy | Antenatal complications Biaca & Mods of utcome | Birth weight(g) PDS‘“a(tgLCe%%"CQ"O” Sex and Age

Delivery

G1

G2

G3

G4

G5

G6

2
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N5 BedBdeE/ Iafwmiia Mevsow ugmofiiy / Clinic care

Qoeed co
smusmuuis o wimbd
Fundal Height

e B Eon/ 0, CheE) e:ws% o]
o G { Date of Visit Bpw

AEDs HHs Hed ufGsmzeen  |Markal
oboed o8/ Auscultation |Health
FTUU aungEsaflan sieaisma { POA
e/ Spifi| B8/dai/ /autaes m
Urine Sugar oysuuflar / Albumin
oe8® o/ Geusfiimsy /Pallor T
9EO | Oegwd [ HEmbmns
alsaid | Ankle T3
Oedema | 8geo/up=1b/Facial
06 Boaw/G1op sipssb BP | 160 s0am oldso

150 HoUTFSCHTGH

i Respiratory System

130

120 s«:go; obn)a

110 wiriiusl ufiGsnsmen

100 Breast Examination

90 LED @oOTBHID/LHEHSIT HTID

:g Dental Care

60 angne oo oboe me fow

50 saped eaisiuL a8 | uidedsstulL. #sh

Referred Date Date of examination

oBad/ Adawe [ Treatment

guned G0
Ao DDWHBHBHBGW UTENG
Foetal Lie
geed 8808
HAxalen  DiemoE S0 LITE
Presentation o - Ictmsmf / \illrﬂ@srrzmaruﬁ
nvestigations
082 emOs egld nuoe gpe 880 g
GoefiuBh UeH BOOYEGHID ! s
BoaddmEsn ey ) POA |Result
Engagement of the presenting part Doad B8
o Oea o o8¢ @mHuds Seluish sensy
Anakh DI Frela REamiy
M Fig Blood Sugar
s octedo A
Aoy BumrBsor #Guom & Genm et
Iron Folate Haemoglobin
ouBe® 2085 & O obmem
aebdhuib efiCLifen C SenaiL
Calcium Vitamin C ufGangenenmen
Other
eolem Gdm ) Investigations
HD Bl D_eaymeT
Food Supplementation o o8mo
ooam mow g, Sgitoed yoon usdldh oGO wnbyiseh
ufBen Hosa_&HEwNsHH6E Antihelminthic Drugs
i e Sonatnkes hig o
ignature e officer examine! BUuEs Iy smEST o apidy da8
8@ @8/ upsil/Designation Date of issuing kick count chart

Eog0es o g0 obeed/ fledasaren appuliGsngsemen/Syphilis Screening

Ot eogn ode) BO oboad of |
Brdsw aEssiuCL AnHuis sfiuamTrmata aeRmiihmn
POA of blood sampling

G0 Bope 0 &an | BISHs! aGssOUCL Hed
Date of blood sampling

e s gt e 52y
BHEGHHHTE wndfl ambsiniL
Date of taking blood sample for the HIV screening

08des BO0 cuades Toc
GuplBupenp gmivs ofieibs dad
Date of Result Infomed to Mother

oBoge o@H Lo wgs| Bupiull Hod
Date of result received

W(HBEE AIPEIGHSN/ Tetanus Toxoid Immunization

80030 Qem® oBESBmOMG /siy Gpri sGEIY

oB8dea| Gsngeman (pyey / Result

NRIR

£85¢a (R) 08 SAco pBmd oem somfing {50
ey R siafian Guos el B
ufipainyssiiu’ LHed

If (R) Date of referral

1\ AbEL

OO/ suney / Dose 1 2 3 4

NE

goa/ #58 [ Date

5D epotdd
G SssD
Batch No.
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86 D:5868 s0v®/ o Lo Bop sPsiidpsrer i Lauemem Weight Gain Chart

D5 28 eesm/siiuaryisais
semeridms | POA

a&pampl Weight

Deos BB/ ey aiFsiling
Weight Gain

Riwmed ¢ v

smisu 2 wy o' Lasew / SFH Chart

a6 ouEbe/ Heom oiFsfiiy/ Weight gain

[ e e

T cm em. B, Gl i

AT

I | 956t chenale_Lpdmisg aly

| BMI 0 ed Y

20med cw / mpisu o wy / Fundal height
vl | i ¢

LI

T

SE B

[©]

:

| woeway | 1Y 1 1L LTI
R nam
[1]1]]] %2k
t ! SR B SRR 5
2 10 12 14 16 10 20 22 26 26 28 30 32 34 36 38 40 42
3 3 3 - ¥ k 3
obo o8 ono / &T0u ungnsEeteE Aol POA
ﬁ?’ﬂ"w an <185 18.5-249 | 25-29.9 =30 sao omBow 8B wpdd GOS8
walGuBm 2_ssfunma; suiamiboa
};-;u A&B B&C C&D Below D Companion of Choice at Labour Discussed
com 20 ol gOIdPs ogm oo owds oie8 QB
yFand WwHEnSS HLITISD Hb o Sl
Birth and emergency Preparedness Plan Delivery In an emergency
oD dgemetisia B5 adkog
ufthaengasis’ L svaupBiusTme [ Intended Hospital
Eries
Uiz wen / Mode of Transport
& oram ]
aﬁuwcgir?c GFoaj 1oFuIB / Average cost
8eed 8O e g0
| ol iaoiibl oot Smbeb g J Distance from Home
&) DS0 ®On
wﬁm / Time taken to reach
&b ped o8 ey o /siusin MGl EEnsE aimams / Attendance at antenatal classes
&80 / gy o / Pedl SOBOS / Semeuet VDO / wensrall SO / P GoEe/ oaEtuub |
Session Date Husband Wife Other Signature
1T
i §
30T
MO FRRca 86 SSDEDCOD CEQ s 08D BRI oM Lno c8E suead /SEBUSSLID/
egm § esnd G & G5 o gueb alBF sy Qowiie. Hemei Family Planning
FHHau6, Seval WBEID GGHTLUTL 60
anensu / IEC Material coeenn o) £ L0
FDUHBLOM 7 SiBansman Guip BHemb
S Cob nis BEE eom Date of Counselling
&l (V) i emiGuon
ool & 'M":T pL|Lfw|n c
58N
©560 20 B8ax coxs ) @oRE0 SBHe o TD B s
ST L0 FDUBSHITET LHESSD S 5 G5 . oy B piy QFuin BHafue I igitsren
TR
8¢ 980 ebblow SBAg emd Reason for not
ayiu B oxielesd yhesd QuplULL i using a Method
b N8 epedeses
8¢ et po B oGO g g e B
BHEUBHLIALD @EBuG Consent form Signed Date
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em@ B3O8/ ufippeny/ Referral

GOIME NEBD BoOEBENGD =
soaitPustaver edumie e iy Clinic No/ Bar Code
Hospital Clinic Care

Date

POA Heart Lungs

Weight

Urine

Oedema
Risk Factors Identified

BP

Fundal Height

Lie

Presentation

FM/FHS /

Signature

Plan of Management
Designation

Date of next visit

US scan
Date —
POA
EBW
CRL —
Gest.Sac
BPD

HC S
AC

FL
Ligour
Placenta
Average
POA
Any other
Signature =
Designation
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Clinic Notes:
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560 &0 BEEEd sdweans / Uysaw, Uysusdng e urgrofiy
Delivery & Postnatal Care

T I5TC)

MeUHE LT T®m0

Hospital

e HrNbH / CYE ews e HSetSe BEd eGings owbn ebEMeD alybsm e ana.
oausHusTmaulcnbs GauGump Curg s1Hl vsfullafane/ wessn wrHams BHFouiu. Comgwmer

To be filled by the nursing officer or midwife at the discharge

con a6 abin b oaw a0 cod Bg ¢t col
iy Blevm sTlUTTRISeNa  semianlisms o fgLan dpps As Bmks Subs A
Birth weight POA Live Birth Stillbirth

oies DEDes ao@msD)

BYHmBUla) BEIBTENIUCL SFTHT] RIS

Abnormalities detected in baby

oafe 8c oe Low &8 / Guest / Female ediwees Semde B0 &dd Bham ) -
Aysedss Hod DaBHL it Bopa Soeh Cuts G155 wHHD

Date of delivery

aces / s [ Male

Blood pressure at the time of discharge

oafo BL me MmO | ©8e Sl cafw/Gudiagl tisud VD 8088 & qo@O chesc @) vy
dysalhs  wpmp i ol it ALl A Gosr GLrad GaTBssLLLLE Byb/@sdemeo
f upb/Vacuum : : Yes/No

Mode of delivery Bedbod eeunbe/ Aesfudm fbsms! LSCS Vit.A Megadose given
50Be me® 8/ CrEREE LOBBBDONs @ casac )
siierd Geul oo/@eomn | mGustnr BEOY WGBS GHTEASILLLE) S/Bs0enee
Episiotomy Yes/No Rubella Immunization given Yes/No
ogfe & om @oE® G000 CENsEE
mDend owseds odo 28/evten Anti-D S gedessc [CETEEY
2_LsOGaiElme 2 Bl seEnE S/ @edeni Anti-D 2adfl Qar@asiu g a0/ @svenso
FTSHTEIOTSS  HTEmMILBHM Yes/No Anti-D antibodies given Yes/No
Body Temperature normal for last 2 Days
aom® On oo exis clo®d Bemeds oso ®8/exe io B8doc miicod cdede (¥bas oS Bgld | ©B/mo
GHID HMSHMBHN 2_6TeNTUT ARUSNG bi@soema Bmpemsu gpugst CurwhEms i mL Bt/ Bsosmsv
Gwraflouf ufiCondssiuLg). itl: N AUPEIBIILL LS Yes/No
Vaginal examination done to check packs 9 Diagnosis card given if indicated
Bez® B topemDed 53 98 ogwd wosn €8 swndn O00a clne O eBebH vl 880 e tafsslk vde | @8/mum
sTuilsh ggid fase Ul pEmUds Smsuit seTHTy sfidens Yiss Geunuiiud (g S/ Bedams
@A apd oupris Ul (BeTangy) Yes/No
Any maternal complications. if yes Specify CHDR completed and handed over
BOBn oug®/ebl/Becbus nENged HHEH
Gureurt) svgwiedsy | Hiflalled | ACePwen BDI.e;xm. mﬂmwmw o ml/:l"m'
sTwiFe HmHOHESTHN FHUBH %l: /ﬁ;‘mm ggmm_sj_muaq w@;?w 3;% s 3;8/%2)6”6“
Epis/Tear/LSCS infection rescription given it needs
o8¢ xag® gesd
Family Planning Method given
g(»sxﬂ tedy SHE sodn sdt) SISO el pede csn 28/ere

A G.8_, H@U UlbhsISaiuULLS]. LD/ @ s0amen

TlL |IP VvV | ¢ | &m @se. d50 uibgmy &l 2y
Shosaiimeticd Referred to the field public health midwife Yes/No
oS hET
If not, Reason
o8 060 GoNdt tum) CBE cHese Gs
sl e S ©Bjmeen e Gaum/Any other
o Dmst upd stz atigsive
Post partum danger signals explained Yes/No
€560 O dOBn meg wd®. @B/ goog oo adns
STOUTET LG e0SMIGGIUL L ). Sy1D/Beuans0 GaueMBLfi  Heh maGwriuD
Breast feeding established Yes/No Date of Discharge Signature
Bede wlws / 85 @Puyssst | Special Notes
7
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o8 ged ety wodmaaw/ lysausdne dauna Gsuefssen LFTofily Post Partum Field Care

omed ogged 60 odd we of B8edo)\MsasdHa IHUTE smiBilgssiul L Jsfsst WwPDID THHBOUL [BLEUIGSENHEAT.
Identified post partum morbidities & Actions taken

OYE 6@k cd)
Z5core [| bate of home visit by PHM

BEOBE BOBO orB@H

Eoof@. & Bz 2. aped &ilGH sAAIY GewnucL Heh

t2g eolen e Eoc/pImiGuTsmemad alEGunsn Gsushsh/ Date of Issuing Micronutrients

I |

I I I

I

g ged ;e g oo Sdec/Uisausds Tbuie daflurie Hmaowusmss sfdiusheiu Heduyon
lainopBmden @Lapi/Date for postpartum clinic & place

Eow/BaAVDate ..ot

o 580 81680 @odreae Uysaugsdar Naurer

Hesfwruiey plemeowis ugmofiiny /Postnatal clinic care

Bagdt @e| 1TTUSL
Breast problems

Srésmenmen

b cloed e9OgEO wmb
@wEn ouds (EPDS)

adan ol ©O
sErgiyemwre  Bursllanfls adfay
Abnormal vaginal discharge

Sienall (5 (pemp eweD
sefissiucL sruls wablme
Mental status according to the
screening tool (EPDS)

08¢ evend gée
Osfle) Griuiuie SHBUSA LSS wep
Family Planning

DB B0
Cubp Hemb T
Method in use
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cdo eee il 0o Swan
Guneilsufuigimrs  WBaEiflehdlu @mPOBUNSE
Excessive Vaginal bleeding

edad/syameanusnsu/Other
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oot TIL|IP|IN[V|C
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@S DO|Gsusiips:/Pallor

B0sd meows GO o
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DIELITEND  Sremiiu L
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B

TFD

I not Reasan
o8¢ wieEl wwan/@HEbugALLIALD
Sanflmuiey Bensolud,/ Family planning clinic

snden GyFsmensenin
SIBSBBIULL  [HL6UIRbENsHSEHLD
Identified problems in mother and

&Do Bdon/@&mnE Siwsan/BP

Shas
BLib
Place

actions taken

GO 98B 0B
@wPHs apGriLs RaTed
Cardiovascular system

aoos olDBo/sanss GsTEd
Respiratory system

[
H=d
Date
[3le)0]
Bpyd

Time

ced sbomd®fauuihm ufGarmene
Abdominal Examination

eS8 cOumld adeno®
Cuiresdl ufBrnmensn, Cmsnau ETHUIRET
Vaginal examination if needed

Bsde wOwa)aiCs  Ghlubset
Special Notes

8e oea/ upeal/ Designation

oboe oo ¢ Sebewkd sdon| UAGsTAEEs o FHCunsssfsn maGumnnb | Signature of the officer examined

9E8 gOBSNODE gra® 88 /oisusr CGzmanisd oemisGsustngur Gamruiy /In an emergency contact

za® Loun gued

a0 o @8ac
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Name and address of the
contact person
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[ODVE 3T

Telephone No of PHM
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Annexure 8 - Poster EMTCT of HIV
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