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1. Introduction

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

1.1 Global and Regional situation of syphilis and HIV in pregnancy

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

There is limited information on the prevalence of syphilis among pregnant women in Asian countries,
although studies from China and India in the 1990s found rates of between less than 1% and 5%. In recent
years, WHO has noted high rates of syphilis among pregnant women from several countries in eastern
Asia, the Pacific, and North Africa (Sudan 2:4%, Morocco 3:0%, Djibouti 3:1%, Papua New Guinea 3-5%,
Cambodia 4:0%, and the South Pacific Islands 8:0%). In Latin America and the Caribbean, prevalence of
syphilis among pregnant women is between 1-7% and 7-:0%. (Damian G Walker and Godfrey J A Walker,
2002)

The human immune deficiency virus pandemic has caused serious social health and developmental
challenges to many countries in the world. There are estimated 35.3 million of people living with HIV by
end of 2012 and out of which 1 7.7 million are women. Globally HIV is the leading cause of death in
women of reproductive age group. Nearly all HIV infections among children are acquired from infected
mothers during pregnancy, delivery or while breast feeding. An estimated 3.5 million people are living in
the region and women account for 37% of total population. The estimate for children living with HIV in
the region accounts for 200 000 in the year 2012.

1.2 How EMTCT contributes to achieving the millennium development goals (MDG)

The elimination of new syphilis and HIV infections among children and keeping their mothers alive
contributes directly towards achieving four of the MDGs.

MDG 3 : Promote gender equality and empower women

By supporting women's empowerment through access to HIV prevention information and HIV prevention
and treatment services women's vulnerability to HIV is reduced.

MDG 4: Reduce child mortality

By reducing the number of infants infected with HIV and by providing care and support for children living
with HIV survival rates of children born to women living with HIV are increased.



MDG 5: Improve maternal health

Through preventing HIV among women, providing family planning services and PMTCT services for women
living with HIV can improve health of women and reduce maternal morbidity and mortality.

MDG 6: Combat HIV/AIDS malaria and other diseases

By preventing the spread of HIV through preventing infection among women, prevent HIV transmission to
children child and maternal morbidity and mortality can be reduced.

1.3 Situation of syphilis and HIV in Sri Lanka

Sri Lanka is having a low prevalence HIV epidemic with HIV seroprevalence rate of <0.1% among general
population. By the end of the 2013, 1845 adult new infections have been identified including 730 females
with HIV infection. Majority of these females are in the reproductive age group (77.5%), increasing the risk
of transmission from mother to child. Seventy one paediatric HIV infections have been detected by 2013.
Though the numbers are small it is obvious that the numbers are increasing gradually over the years.

Figure 1 Annual number of HIV cases reported - 1987 to 2013
Source - Annual report of NSACP 2013
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Table 1: Percentage of Age and Sex Distribution of Cumulative HIV Cases

Source - Annual report of NSACP 2013

0-14 Yrs. 42 29 71 (4%)
15-24 Yrs. 76 52 128 (7%)
25-49 Yrs. 850 566 1416 (77%)
50+ Yrs. 119 62 181 (10%)
Unknown 28 21 49 (3%)
Total 1115 730 1845 (100%)

Sero-prevalence of syphilis among ANC population remains at <0.1% for last two decades. Since early
1980s the annual number of new diagnosis of infectious Syphilis cases has decreased markedly. The rate
per 100,000 has shown a decline which has continued without much change over the years till 2008. Since
then a gradual increase in the infectious syphilis was noticed mainly among males and this has continued
till 2013.

Figure 2: Number of early Syphilis cases reported from all STD clinics by age and sex, 2008- 2013

Source - Annual report of NSACP 2013
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2. Mother to child Transmission of HIV and congenital syphilis

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 drugs, there is a 30-45% chance of child getting infected. The risk
of HIV transmission can be reduced with provision of comprehensive PMTCT services for women living
with HIV.

Nearly all HIV infections due to mother to child 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 feeding practices.

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

Figure 3: Risk of Mother to Child Transmission of HIV
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children at risk for infection.



MTCT of syphilis

Syphilis, another sexually transmitted infection (STI) also remains a global problem with an estimated two
million pregnant women getting infected each year. In Asia-Pacific region, approximately 69 per cent of
pregnant women with syphilis experience adverse pregnancy outcomes such as stillbirths, neonatal deaths
and newborn infections. Effective and inexpensive interventions exist to prevent these outcomes.

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

Table 2: Adverse pregnancy outcomes in syphilis

Source - Global elimination of congenital syphilis, WHO

outcome Hartman* | Ingraham Hira et al Global burden of
STI*

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

Perinatal death 23% 12% No data 15%

Infected infant 21% 33% 2% 20%

Prematurity No data No data 33% 20%

LBW

Any adverse outcome 61% 67% 57% 75%

Several countries in the Asia-pacific region have

child transmission of HIV and syphilis.

The rationale for the elimination of MTCT of HIV and syphilis is that dual elimination will help to improve a
broad range of maternal and child health outcomes and also directly contribute to the MDGs 4, 5 and 6.

considered a combined approach to prevent mother to




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 reduce MTCT of HIV in many countries. According to the data
published recently, significant progress has been made in delivering PMTCT services in concentrated and
low level epidemic settings. In many developed countries paediatric HIV and Congenital syphilis has been
virtually eliminated.

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

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

Prong 2: Prevention of unintended pregnancies among living with HIV

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

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

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

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

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

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

Establish surveillance, monitoring and evaluation systems

P wWwNR



4. Elimination of congenital syphilis programme in Sri Lanka

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

At the central level, Family Health Bureau, the major institution responsible for maternal and child health
works closely with the National STD AIDS Control Programme and emphasizes the importance of
prevention of mother to child transmission of syphilis and HIV. The primary health care team which
provides MCH services link with the district STD clinic through the provincial team which consist of
provincial authorities, including medical officer of maternal and child health. When the pregnant woman
gets registered for antenatal care in the public health services, VDRL testing is offered as a routine
screening test. The STD clinic provides VDRL testing services for pregnant mothers. All VDRL positive
samples are subjected to confirmatory testing using treponemal tests such as TPPA or TPHA.

Women with positive treponemal tests are referred to STD clinics for comprehensive management.
Pregnant women with syphilis are given appropriate treatment preferably with penicillin. The objective is
to complete treatment in early pregnancy, latest by 36 weeks. After completion of treatment mother is
followed up regularly till delivery and partner treatment is also completed during this period to prevent
re-infection. The obstetrician responsible for delivery is informed regarding the management of the
mother and the baby. Irrespective of mothers treatment all babies born to mothers with positive
treponemal tests are given a single dose of Benzathine penicillin for prophylaxis. If congenital syphilis
cannot be excluded babies are managed under the care of a paediatrician and given daily injections of
Benzyl penicillin for 10 days.

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

4.1. Management of pregnant woman with syphilis

All pregnant women should be screened for syphilis at the first antenatal visit preferably before 12 weeks
of gestation to prevent congenital infection. Women testing positive should be treated. Their partners
should also be treated and plans should be made to treat their infants at birth.

Review syphilis test results at subsequent visits and at the time of delivery. If the woman was not tested
during pregnancy, syphilis screening should be offered after delivery.

All identified pregnant women with positive non treponemal tests (VDRL/RPR) should be tested further
using confirmatory treponemal test (TPPA/TPHA/FTA 1gG) to confirm the presence of treponemal
infection. If the treponemal test is positive the pregnant woman should be treated with penicillin
injections according to the stage of infection.



Treatment for early syphilis in pregnancy

Benzathine penicillin 2.4 million units intramuscularly as a single dose, after having excluded allergy to
penicillin

However, when maternal treatment is initiated in the third trimester, a second dose of Benzathine
penicillin may be given 1 week after the first.

Treatment for Late syphilis in pregnancy

Benzathine penicillin 2.4 MU intramuscularly, weekly for 3 weeks
Pregnant women who miss any dose must repeat the full course of therapy.

Penicillin Allergy
Erythromycin 500mg qds for 14 days in early syphilis and for 28 days in late syphilis. (In pregnancy
Doxycycline is contraindicated.)

The pregnant woman should be managed in coordination with the community MCH care services and/or
obstetrician in a tertiary care unit.

Follow up
Serological (VDRL) follow-up should be at months 1, 2, 3, 6 and 12, then 6 monthly until VDRL negative or

for 2 years

A sustained fourfold or greater increase in the VDRL titre suggests re-infection or treatment failure.
Specific treponemal tests may remain positive for life following effective treatment. Therefore, proper
documentation is important to prevent unnecessary retreatment.

Epidemiological treatment

The woman's partner should be screened for syphilis and given epidemiological treatment.
Recommended regimen for epidemiological treatment
Benzathine penicillin 2.4 MU single dose intramuscularly after ST.

Penicillin allergy
Doxycycline 100mg twice daily for 14 days

Erythromycin 500mg qds for 14 days (used when Doxycycline is contraindicated)

Treatment of the baby
If the mother had been adequately treated before 36 weeks of POA the risk of MTCT is low. However,

irrespective of mother’s treatment all babies born to mothers with positive treponemal tests are given
prophylactic penicillin. Baby is given one dose of Benzathine penicillin 50,0001U/Kg/ BW as prophylactic
treatment.



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

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

Figure 4: Antenatal syphilis screening done at NSACP - 2008-2013 and
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4.2 Case definition of Congenital Syphilis

Case definition -1-a

Congenital syphilis is defined as a live born infant with clinical evidence (one major and 2 minor
criteria) and serologic evidence of syphilis to a mother with confirmed syphilis.

Major criteria Minor criteria
Swelling of joints Hepatosplenomagaly
Bullous skin lesions Jaundice

Snuffles Anaemia

Radiological changes in long bones

Case definition -1-b

Congenital syphilis is defined as a death of a neonate born to a mother with confirmed syphilis
and has postmortem/ histological evidence of congenital syphilis

Case definition -2

Congenital syphilis is defined as a live born asymptomatic infant/ foetal loss/stillbirth** to a
mother with confirmed syphilis and anyone of the following

e Reactive non-treponemal test which is four fold higher than that of the mother’s titre at delivery
e Areactive syphilis specific IgM antibody test
e Rising non-treponemal titre
e Persistently reactive treponemal test in the infant beyond 6 months of age
** if it is a stillbirth, there should be postmortem/ histological evidence
An Incidence case of congenital syphilis is an infant who fall into either case definition lor 2

Case definition -3
Congenital syphilis is defined as a live born asymptomatic infant, still birth, or foetal loss to a mother with
syphilis where

e Mother was treated < 4weeks prior to delivery or

e Mother was untreated , treatment status undocumented or unknown, or

e Mother not completed the recommended course of penicillin during pregnancy or

e Mother treated with non penicillin antibiotics
Case definition-3 is for programmatic purposes. Since some babies of the above mothers would be
uninfected although they fall into case definition-3 and should have a TPPA test after 6 months of age. The
diagnosis of congenital syphilis is ruled out when the TPPA test is negative after 6 months. Yet, the
recommended therapy for babies in category -3 and born to mothers who have been
inadequately treated should have the IV penicillin regimen.

10



Figure 5: Congenital syphilis cases reported to NSACP - 2003-2013
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Source - SIM unit, NSACP

In Sri Lanka the rate of CS is around 0.03 per 1000 births which is much lower than the target
for ECS ( 5 per 10,000 births).

Mile stones of prevention of mother to child transmission
of syphilis and HIV in Sri Lanka

*  Prevention of MTCT of syphilis - 1952

*  Prevention of MTCT of HIV - 2002

* Elimination of congenital syphilis - 2009
* Elimination of MTCT of HIV - 2013
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5. Elimination of MTCT of HIV programme in Sri Lanka

The elimination of mother to child transmission of HIV is now considered a realistic public health goal.
Timely administration of antiretroviral treatment to HIV positive pregnant mothers significantly reduces
the risk of HIV transmission to the baby. In the absence of intervention the transmission rate is 25-45%.

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

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

Table 3: Paediatric HIV cases reported to NSACP from 1994 - 2012

Year Male Female Total
1994 1 0 1
1995 - - -
1996 - - -
1997 0 1 1
1998 - - -
1999 - - -
2000 2 1 3
2001 4 0 4
2002 - - -
2003 3 - 3
2004 1 1 2
2005 6 4 10
2006 2 - 2
2007 3 1 4
2008 2 1 3
2009 4 6 10
2010 1 2 3
2011 3 2 5
2012 4 2 6
2013 5 6 11

Source surveillance unit, NSACP
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By the end of year 2013, 5% of the total case load of HIV was due to paediatric cases. Though Sri Lanka
is a low prevalent country this trend warns about the importance of preventing mother to child
transmission of HIV.

Figure 6: Mode of transmission of HIV Cases reported up to end of 2013

N=1378 (In 427 (31%) cases mode of transmission is not reported)

Homo/Bi

16% Perinatal
5%

Hetero
78%

IDU

1%

/

Blood
0%

= Hetero ® Homo/Bi = Perinatal = IDU = Blood

Source- Annual report of NSACP 2013

Scaling up the diagnostic services for preventing mother to child transmission of HIV is given priority by
Ministry of health Sri Lanka. In 2013 a policy decision was taken to introduce universal screening for HIV
among pregnant women.

5.1 Management of pregnant women with HIV

When women are identified with HIV during pregnancy, EMTCT services are offered according to the
guidelines on Management of HIV infected pregnant women. Antiretroviral therapy for prevention of
mother to child transmission is started from 14 weeks or if identified later, as early as possible according
to the current guidelines. Patients are managed in coordination with the consultant obstetrician and
paediatrician. Babies are given ART from birth to 6 weeks and mothers are counseled on appropriate
feeding practices.
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Figure 7: Management of pregnant women with HIV infection

II

a weekKs /It diagnosed later, as soon as possible

¥
 GEetetrc management ccordingto guideines oCS/ vognal
¥

Infant feeding (AFASS feeding)

Table 4: When to start ART in pregnant women

National PMTCT programme option Pregnant women with HIV
Start ART regardless of WHO clinical stage
Consider using lifelong ART for all or CD4 count

pregnant women

(u Option B+”) * Maintain

after delivery lifelong

All pregnant women with HIV should initiate ART in early pregnancy irrespective of the CD4 count and
should continue treatment after delivery.

ART options -

AZT+3TC+LPV/rt
AZT+3TC+EFV/NVP
TDF+3TC(FTC)+EFV/NVP
TDF+3TC(FTC)+LPV/rt

Infants should receive six weeks of ART starting from birth with daily NVP dose adjusted according to the
weight as given in the ART guideline.

(Further details - refer Guidelines on management of HIV infection in pregnancy in Sri Lanka 2011)
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5.2 Infant feeding practices

Infants born to HIV infected mothers may escape HIV infection during pregnancy and delivery but remain
vulnerable to transmission through breastfeeding. The cumulative risk of postnatal transmission is
12%-16% with 18—24 months of breastfeeding. In the absence of interventions, the overall risk of MTCT of
HIV in utero, peripartum and via breast milk is 30-45% with transmission through breast milk accounting
for a substantial proportion of these infant HIV infections. The only method known to completely
eliminate breastfeeding associated HIV transmission is to avoid breastfeeding. This is recommended in
settings in which infant replacement feeding is acceptable, feasible, affordable, sustainable and
safe(AFASS) where clean water is widely available, hygiene and sanitation conditions are good and death
due to diarrheal and other infectious conditions are relatively uncommon (10).

Infant feeding in the context of HIV is complex because of the major influence that feeding practices
exerts on child survival. In Sri Lanka, the most appropriate infant feeding option for an HIV positive mother
depends on her individual circumstances, including her health status and the local situation, the health
services available and the counselling and support she is likely to receive. The expectant mother is
counseled by a counselor who has adequate knowledge on the safer feeding options that are currently
recommended. The counselor considers the risk of infants acquiring HIV through breast milk with the
higher risk of death from causes other than HIV, in particular malnutrition and serious illness such as
diarrhoea among non-breastfed infants in identifying suitable options. Counseling is done by
Venereologist and Pediatrician to assist the mother in arriving at a decision. For mothers who decide on
formula feeding, formula milk is provided free of charge for one year by a Nongovernmental organization
through NSACP.
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Units of Family Health Bureau
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http://www.familyhealth.gov.lk/web/index.php?option=com_content&view=article&id=63%3Aantenatal-a-post-natal-care-unit&catid=42%3Aunit-a-staff&Itemid=62&lang=en
http://www.familyhealth.gov.lk/web/index.php?option=com_content&view=article&id=69%3Aintranatal-and-newborn-care-unit&catid=42%3Aunit-a-staff&Itemid=62&lang=en
http://www.familyhealth.gov.lk/web/index.php?option=com_content&view=article&id=67%3Afamily-planning-unit&catid=42%3Aunit-a-staff&Itemid=62&lang=en
http://www.familyhealth.gov.lk/web/index.php?option=com_content&view=article&id=66%3Achild-nutrition-unit&catid=42%3Aunit-a-staff&Itemid=62&lang=en
http://www.familyhealth.gov.lk/web/index.php?option=com_content&view=article&id=64%3Achild-development-a-special-needs&catid=42%3Aunit-a-staff&Itemid=62&lang=en
http://www.familyhealth.gov.lk/web/index.php?option=com_content&view=article&id=74%3Aschool-and-adolescent-health-unit&catid=42%3Aunit-a-staff&Itemid=62&lang=en
http://www.familyhealth.gov.lk/web/index.php?option=com_content&view=article&id=68%3Agender-a-womens-health-unit&catid=42%3Aunit-a-staff&Itemid=62&lang=en
http://www.familyhealth.gov.lk/web/index.php?option=com_content&view=article&id=72%3Aplanning-monitoring-a-evaluation-unit&catid=42%3Aunit-a-staff&Itemid=62&lang=en
http://www.familyhealth.gov.lk/web/index.php?option=com_content&view=article&id=71%3Aoral-health&catid=42%3Aunit-a-staff&Itemid=62&lang=en
http://www.familyhealth.gov.lk/web/index.php?option=com_content&view=article&id=70%3Amaternal-a-child-health-morbidity-mortality-surveillance-unit&catid=42%3Aunit-a-staff&Itemid=62&lang=en
http://www.familyhealth.gov.lk/web/index.php?option=com_content&view=article&id=100%3Aresearch-unit&catid=42%3Aunit-a-staff&Itemid=62&lang=en
http://www.familyhealth.gov.lk/web/index.php?option=com_content&view=article&id=126%3Areproductive-health-unit&catid=42%3Aunit-a-staff&Itemid=62&lang=en

Figure 8: NSACP organogram

Source- Annual report of NSACP 2013
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6. Stakeholders in EMTCT programme

At the national level the Family Health Bureau (FHB) which is responsible for MCH services has played an
active role in initiating multiple programmes in partnership with NSACP. These include elimination of
mother to child transmission of syphilis and HIV. FHB and NSACP function under the Deputy Director
General of Public Health Services (DDG PHS) of ministry of health.

The link developed at the national level extends to the grass root level through the district STD clinics and
District team responsible for MCH services. At the district level the district team comprising of provincial
authorities, maternal and child health services and STD services complement the services in addressing

the reproductive health needs of the population.

At various levels WHO and UN partners as well as international and local NGO contribute to the national

programme.

Figure 9: Stakeholders in EMTCT of HIV and syphilis programmes

MINISTRY OH HEALTH

NSACP

FHB

Tertiary care institutions

UNICEF

:

WHO

WB

UNAIDS

PDHS

RDHS

MOH clinic

District STD clinic
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7. Criteria and process for Validation

Sri Lanka has initiated prevention of MTCT of syphilis programme in 1952 and has completed 50 years by
2013. Congenital syphilis cases have reduced markedly during this period. In the year 2013, 10 congenital
syphilis cases were reported.

Details of congenital syphilis cases reported in Sri Lanka in 2013
Case definition1-0
Case definition2 - 1
Case definition 3 -6

According to global validation criteria the minimum impact indicator is <50 CS cases per 100,000 live
births. In Sri Lanka the figure for the year 2013 is 3 per 100,000 live births. However, to qualify for
validation, Sri Lanka has to prove satisfactory performance on process indicators as well.

Any country that feels it can meet the qualifying global requirements is encouraged to apply for validation.
Before applying for validation the country must meet the following global minimum criteria.

When these minimum indicators are fulfilled Sri Lanka can apply for validation.
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Minimum indicators for validation for Sri Lanka

HIV

Impact indicators

<50 new paediatric HIV infections per 100,000 live births

Process indicators

ANC coverage one visit >95%

Coverage of HIV testing of pregnant women at first ANC visit (before 12 weeks) >95% by end 2014

ARV coverage of HIV positive pregnant women of >90%

Syphilis

Impact indicator

Incidence of congenital syphilis <50 per 100,000 live births

Process indicators

ANC coverage one visit >95%

Coverage of syphilis testing of pregnant women at first ANC visit (before 12 weeks) >95% by end
2014

Treatment of syphilis seropositive pregnant women >95%
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Ssummary of procedures for validation of EMTCT of HIV and/or syphilis

* RVC selects RVT for each candidate country.

* RVT reviews national validation report.

¢ RVT and NVT conduct in-country validation visit and interviews with key stakeholders.
* RVT prepares and submits national validation report to the regional secretariat.

Country validation

¢ MOH submits a validation request to the regional secretariat.

¢ MOH and the RVC jointly establish an NVC.

¢ NVC decides whether to establish an NVT.

* NVC (or NVT where active) collects, assesses, and summarizes data for national validation report.
¢ NVC reviews national validation report and submits to the RVC.

Country pre-validation

* Regional secretariat convenes RVC.

¢ RVC reviews national validation report for compliance with minimum regional and global criteria.
o If approved, RVC prepares and submits regional validation report to the global secretariat.

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

Regional validation

¢ Global secretariat convenes GVC.
* GVC reviews regional validation report for compliance with minimum global criteria.
* GVC prepares global validation report and submits to global secretariat.

Global validation

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

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

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

RVC -Regional validation committee RVT - Regional validation team MOH - ministry of health GVC - Global

validation committee
NVC - National validation committee RVC - regional validation committee
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8. Goals and objectives for the elimination of mother to child
transmission of syphilis and HIV in Sri Lanka

Vision
‘Women and children alive and free from HIV and syphilis’

Goal

‘Eliminate congenital syphilis and new paediatric HIV infections and improve maternal and child health

Targets by 2017 -

Reduce the incidence of congenital syphilis to <50 cases/100,000 live births
Reduce mother to child transmission of HIV to <50 cases/100,000 live births

Objectives of EMTCT of syphilis and HIV programme by 2017

EMTCT of HIV

o >95% of ANC attendees received Provider Initiated Testing and counseling services for HIV

e 100% of identified HIV-positive pregnant women received antiretroviral medicines to reduce the
risk of mother-to-child transmission

o 100%of infants born to identified HIV-infected mothers received ARV drugs

EMTCT of Syphilis
o >95% of ANC attendees tested for syphilis
o 100% syphilis sero-positive mothers receive effective treatment
e 100% 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 programmes
. Employ highly effective interventions for HIV/STI prevention and treatment

. Improve coverage and advocate for equitable access

. Promote health systems development

A U B W N

. Improve measurement of programme performance and impact

1. A Public Health approach
Sri Lanka provides maternal and health services and STD services using a public health approach to ensure

equitable access to high quality STI/ HIV and MCH care at the population level and aim to provide the best
proven standard of care in a cost effective manner.

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

2. Integrated health systems approach
Sri Lanka has a well established preventive primary health care system and secondary and tertiary level

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

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

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

All individuals regardless of gender, race, religion, caste or creed have a right to access government health
care services. They also have the right to protect themselves from STI/HIV infection. The delivery of
EMTCT of syphilis and HIV interventions will safeguard standard human rights. No individual shall be
denied access to health care because of their HIV positive status. People living with HIV and their families
should not be stigmatized and discriminated against based on their HIV status. Confidentiality is
maintained at all levels. Shared confidentiality on a need to know basis is adopted for the provision of
holistic care.
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10. Strategies and Activities

The strategies identified for PMTCT of HIV and syphilis in the National Strategic plan of NSACP 2012-2017

includes;

» Primary prevention of HIV transmission among women in childbearing age

» Prevention of unintended pregnancies among women living with HIV through enabling them to
make informed choices

» Ensure high level commitment and advocacy to eliminate the incidence of congenital syphilis

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

» Prevention of HIV and syphilis transmission from women living with HIV/ syphilis to their children
by promotion and integration/linkage of PMTCT with related services

» Strengthen surveillance, monitoring and evaluation systems
Strategy 1
Primary prevention of HIV transmission among women in childbearing age
Major activities
1. Awareness programmes among general population including young people
Expand HIV interventions in the workplace
Expand and strengthen the provision of good quality STI services ensuring correct diagnosis based
on laboratory testing or by syndromic approach

3. Condom promotion programmes

4. Improving access to HIV testing and counseling services

Strategy 2

Prevention of unintended pregnancies among women living with HIV through enabling them to make

informed choices

el

Major activities

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

Reduce unmet family planning needs in the community

Awareness programmes for PLHIV on MTCT
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Strategy 3
Ensuring advocacy and sustained political commitment for a successful EMTCT programme

Major activities

1. Mobilize political commitment and advocacy in order to give high priority to the EMTCT
of syphilis and HIV programme and allocate resources (central and provincial level / international
funding agencies)

2. Raise awareness of decision makers, public health officials, health care providers on the
burden of HIV and syphilis, problems related to syphilis in pregnancy and its adverse
outcomes, such as stillbirths and low birth weight and peadiatric AIDS.

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

4. Strengthen linkages between MCH and STI and HIV services to enable more accurate forecasting
of needs, procurement and supply of diagnostics and essential medicine.

5. Demonstrate the cost benefit of interventions

6. Establish a national level steering committee

7. ldentify roles and responsibilities of the stakeholders

Strategy 4

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

Major activities

L oo N U

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

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

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

Regular training of primary health care workers on STl 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 equipment and reagents for testing
Development of STD clinic laboratories and provide resources including human resource to
provide syphilis and HIV testing services
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Strategy -5

Prevention of HIV and syphilis transmission from women living with HIV/ syphilis to their children
by promotion and integration/linkage of PMTCT with related services

Major activities

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

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

3. Screen all mothers with syphilis or/and HIV for other STI

4. Document test results, treatment status of mother in the clinic and pregnancy records.

5. Screen mother’s sexual partners for STl and treat appropriately

6. Follow up positive mothers at both the registered antenatal clinic and at the STD clinic until
delivery

7. Evaluate infants born to mothers with syphilis or HIV by a pediatrician and manage in consultation
with the STD clinic

Strategy -6

Strengthen surveillance, monitoring and evaluation of EMTCT programmes of syphilis and HIV

Major activities

i e

Strengthen data collection systems in relation to maternal syphilis and HIV

Develop data collection formats where necessary

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
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11. Expected outcomes by 2017

e 95% of ANC attendees received HIV Testing and counseling services

e 100% of identified HIV-positive pregnant women received antiretroviral medicines to reduce the
risk of mother-to-child transmission

e 100%of infants born to identified HIV-infected mothers received ARV drugs

o >95% of ANC attendees tested for syphilis

e 100% Syphilis seropositive mothers receive effective treatment
100% exposed infants receive effective treatment

12. Targets and indicators
The targets to be reached by 2017

e Reduce mother to child transmission of HIV to <50 cases/100,000 live births
e Maintain the incidence of congenital syphilis at <50 cases/100,000 live births

The following indicators will be used to assess the programme

e Percentage of pregnant women attending ANC in selected districts offered testing services for HIV

e Percentage of pregnant women attending ANC identified as having HIV infection

e Percentage of identified HIV infected pregnant women receiving PMTCT services according to
national guidelines

e Percentage of pregnant women screened for syphilis at delivery (first trimester)

e Percentage of pregnant women identified as having maternal syphilis

e Percentage of identified women with syphilis receiving effective (penicillin) treatment
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Table 5: Major activities conducted in 2013 and 2014

Activity

Details

Decision taken on universal screening of
pregnant women

Advocacy

Meeting with Directors of major maternity
units in the country DMH, CSHW

Meeting with Director, FHB

Meeting on EMTCT at Kathmandu, Nepal
organized by UNICEF September 2013 —
Advocacy meeting - country programme to
introduce EMTCT services — sensitization
(UNICEF) at Hotel Taj Samudra — with

participation of all provincial MCH staff and
STD staff

National level steering committee

Quarterly meeting

Circular issued by the MOH

to inform relevant authorities regarding
decisions taken

Commence ANC HIV testing

Year 2013 - cover Colombo, Gampaha,
Galle, Matara,
districts.

Hambantota and Kandy

Training programmes for health

workers —

care

MCH staff -

Colombo district

Kandy district

Southern province
Gampaha district
Consultative workshops - 3
Institutional staff

DMH, CSHW,CMC
Kalubowila, Homagama,
Awissawella hospital staff
STD clinic staff of SP, Kandy, WP

Improvement of laboratory

Procure test kits

ELISA machines — UNICEF

NSACP, Matara, Badulla, Negombo
Vacutainer tubes

Protective gear kits — for the team involved
in delivery

Carrier boxes — to transport samples to be
distributed among MOH offices

Other improvements

Computers, multimedia projectors, printers
for Colombo, Klautara, Matara, Galle, Kandy

IEC material

Posters, leaflets, strategy
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Figure 10: Cumulative Number of HIV cases reported by District
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Table 6: Country plan to introduce HIV testing among pregnant women

2013 e 2014 2015 e 2016 e 2017
Western e North Sabaragamuwa ® increase e maintain
province western province coverage coverage
Southern province Uva province
province e North Eastern province
Kandy central Matale,
district province Nuwaraeliya

e Northern districts

Province
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Table 7: Future activities planned for the years 2015-2017

Activity Details Responsibility
Awareness programmes among IEC material development NSACP
general population Training for health care staff of

MCH and STl services on

prevention
Prevention of unintended Awareness  programmes  for NSACP
pregnancies among women PLHIV

living with HIV

Ensuring advocacy and sustained
political commitment

Regular meetings of steering
committee, NAC, HDC

Meetings  with  professional
colleges

FHB and NSACP

Increasing access to testing

Regular training of primary health
care workers on STl and HIV
provide  resources including
human resource to STD clinic
laboratories

Procurement of ELISA machines,
test kits, improves early infant
diagnosis facilities.

FHB

NSACP

NSACP

Prevention of HIV and syphilis
transmission from women living

Maintain quality of PMTCT
services through regional training

FHB and NSACP

with HIV/ syphilis  to their and workshops

children Availability of drugs and safe
delivery kits

Strengthen surveillance, Establish performance review in

monitoring and evaluation of
EMTCT programmes of syphilis
and HIV

relation to EMTCT at each level
Monthly MOH review meetings
Quarterly review by RDHS
Annual review by NSACP and FHB

Provincial authorities
NSACP
FHB
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Annexures:

Annexure 1.1 General circular letter No. 02-02/2014
My No. STD/A/
Suwasiripaya
Ministry of Health
Colombo,
10.03.01.2014
To All Provincial Directors of Health Services
All Regional Directors of Health Services
All Directors of Teaching Hospitals and District General Hospitals

The Programme for Elimination of Mother to child transmission of syphilis and HI'V
(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.

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

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.
Ministry of Health seeks the commitment and cooperation of provincial health authorities in the
identified districts 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 district/institutions as per the guidelines given below.

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

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

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

The information on reactive VDRL reports and HIV positive reports need to be informed to the
MO, MOH or VOG and measures should be taken to strictly maintain the confidentiality of the
information.

The screening test positive pregnant women need to be referred to the STD clinic for further
management.

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 and RDHS.

The districts identified for the year 2013/2014 are Colombo, Gampaha, Kandy, Galle, Matara and
Hambantota.



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.
Secretary Ministry of Health
Cc 1.Director General of Health Services

2. Representative — World Health Organization

3. Deputy Director General (Public Health services) 1, 2

4. DDG Laboratory services Director, National STD AIDS Control Programme

5. Director, Family Health Bureau
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Annexure 1.3 General Circular in Tamil

GHTHN) CFMEUSET LIGTNLILITOTT BHTULISHD SIGVIQUEVSHLD
Seu&flumw,
GO SHEOLOE &,
@QampLby |
07.11.2013

ST HG DTS GHSHTHTY CFMeUS6IT LIGTNLILITONTIS6IT,
SIMaTSHG LNIMHHU &STHM] CFemeUSHET LIGTNLILITETTEHET,
SIM6TTHG CUTETT, QUITG|, DML L. 606U SUIFTENEVGHATET LIGGHTLILITONISET,

Qeomemsuiled Frulledl(hhgl GLHMm&SHE LTeyd GLog GhTWI (CONGENITAL SYPHILIS) LOMMID 6T&.22.61l.
Q&TMHMIG6MEV (MOTHER TO CHILD TRANSMISSION OF HIV) @6060MQSTINSE G QW60 (LPMSGHILLLD. (EMTCT
OF SYPHYLIS AND HIV)

SMUINOBHE GLHMSEHES ured NmUed G GHMU WHMID 61F.8.00. HTHMISHE (LPHeOl6TONEMM
QeommaUNeO([BHg QeLOMCASTNGS (Ll U|CILD6T @ThISTEILILL (HeiTeg).

Qs QeLeMASTASGGL MMM SDLWIISDHS, 2 fl QFLQISESUPOLW, (AL HILaTedevmer,
QuTgld SHPelQsTeEIL  QFWLSHLL Bl (WM  SUAWLLIGL. @Qeomamaulled  HTuNedmHS
GUHMSHEE uged GCus Crmisstar  Hoguled  URGCHFTHMEILITEIS), SLLSS L WPW
BILaTeNeUMeEH TS FMSES (LI HSI6TenSI(98%).

SUNeNG STUILMTSERSSTe 1&.8.600. Haguilled uflCangememl, gnaearGeu o aten Gng GHMLISSTe
HeoquiLed  uflGengenenyLenr  GCeiHEH BOLWODULGSS &ETHTT  HMDEFHETTED, QST [T
SCeongemensd Sal L husellsr Netteony Hiomefsslul BeTerng).

Qaeumed, SMUNOBHEH GULHMSEG Uje D G GBI (CONGENITAL  SYPHILIS) MMID  61§.83.60.
QBMOMISEN6D (MOTHER TO CHILD TRANSMISSION OF HIV) @60eormQamflé&@ld QFwied (pmmSHLL 556G,
&&SIGNY  Slwwsenerg, LmhHw  &arsmy  Coamen  Hemflaenes  (A@PL  QUITILEDLILLD
25HIMLPLIUUILD BTH TSI

MetTuHLD QUASTL L (P& cpeold &FLN6NG SMULTTHEh&SMe G CHTUISSTEIGID, DMHMID
af.gell. QeETHMIFNESTET  Hengulled UFGCFTHMETHZMeT 2 MIGET OTQILL RIGaNGIETT  SHSHTSHT])
G MUETRISEMNENMLTH CLMHASTENE Q&FCFUIO(LPmMEE cuedlsnd CFFHGLMM Goueu LG AMssr.
616060 &ILIN6NG FHMULMTTSHEh&HSTT GLng GHMISSTsT, WMHMID 61§.8.601. QAHTHMIFNISHSTT Slenuill_ed
URGETGEMETIGHEmeT 12 HPMD  HILULSTLEHHOD SLevG  (WHeomaug &Helleld  aumemsUNGICUTS)
QeuwwiuL6v Geussoi(HLb.

Mygeugpsirsme  HefeNs@Gsefled -  &asremy  Coemeu LGOI  AHHSTHSH6T,  HEUSSHIF TR0
Mygeupeirsme  HefeNe@GoHem  (ANTENATAL  CLINICS - MOH  OFFICE;  HOSPITAL  ANCS)  &LIN6uN5
SMUTIHEp&&TeT  Ge  CHMUSSTEIGD, WLOHMWD  afgeal.  QsmHMssEsTar  Samyuilled
ufGemgemegemen QFlugmME 5 LS. GHHomw @ UiCsTHmeTs GLMTUNEAN (B (VACUTAINER TUBE),
SHEYIETOT LTIME| HEHEME RemeLWRSEHSH@E 2 flil (WML enSILITETII(H HsDILILLILL 6D CousimBiLd.
@s0HEe NIMHHw &&THM GCHmeuseT LGTNULTET] (RDHS), SMUI-GHIUI &&THTT ANHSTH (MOMCH), LITEVIME)]



Cpml HellesNd  WHSHEN AHSMF (MO-STDs)  LOHMILD &oMHM CFemeu  LIGTNLOMETT NS SMFI(MOHs)
CUTETICOHMBL 60T HeUHGHTCELTES G HDHHAST(H HBILLD (PnM SHML LN SSHLILL 6L  GeussurBLD.
uteme| Gpmil HHFME Hemeolwimise!, @b SHILTNamNs STULTTSHEL&SMeT Glod GhHM WMHMID 67§ .63.00.
QamomisevssTear  Saopuiiled UufGCETHmansemer 2. Ml (WPemOUNd Q&G FOUBSUULL  &STHTY
2 5HCUITHSSHTHEHSHES BILLLILL 6L Coucor(hLb.

Cws GCpmissmsr Hapulled UFGCETHme (PIg6] CHILEODITSEONIHLINGT(VDRL REACTIVE)  LOMHMID
a&.g.el  QsmHMISIGSETET  (Plge] CHILmMOWTSNGLUNGT (HIV  SCREENING  POSITIVE)  Sieumenm
Qrsflnrselld UTGSTILTSTED 2 fll  &&MeT)  Cemeu  Ueemsn  HNHETF(MOH) / aNCHFL
WLSUCUMHMI HSHHIN HSST (VOG) 6@ SHDILILLILL 6D Goucto(hLb.

aé.g.all. QAsTHMIGMNSGSTET  HengullLed URGCETHemeT (Uplg6] GCHIMDIITSa 6T  6TeL6OT  SjLiN6eNS
SMLULDMISEMATU|D (ALL HIV SCREENING POSITIVE PREGNANTS)  Si(h&Aenleen  UMewmey Goml  SHFamne
ReneLIIRSEp5H@ GSS LFIGCETHmeT WOHMID HHEFMEESHTS UMILLILLILL 6O Couesu@LD.

sTeveurm  CrjemmIITSEeeTen Cg ChmissTear / 6&.Q.00. QHTHMISNI&GSTET SHangulled LfGCETHemew
(WPlge &6 2 6o SILN6NG SMULLTISHEFEG 615I600NS SOMIGHIGMEILLD JOHUBSSHTOID, LUTGUT(H
STLLMOID o flu  &&1eMy  Comeussmer o flul  CHISHHDL  meUGSHIFTMSHMND/  HHTSHT]
Hmialehiseailed euUpRIGLL 6L Geustor(hLb.

SMUINOBHE GLHMSEG uged Gs Cpmi OHMID Q.00 AsTHmGme QertsnisEn Qhs
QEwed UPMMSSHIL_LLDT6UTG  (EMTCT OF SYPHYLIS AND HIV) 6R6UQeUT(p 6 DM &MLHHDEG (@b SHL e,
@6lQeur@, Il  FHUTE DOSH  &STHTT  AHSTHHET  (LpeiesNeneouNed  66ITMISnlg
SUhGIEMTITLLULL 60 Geuctoi(Bd. @HeiGug LNTHHIW &HHETHM] CHFMEUSBET LIGTNLILITENT] (RDHS), SHMUI-GEI
&EMHMY &M (MomMcH), umeyme] GrMI HelleNds WLHBSH HUHSMH (MO-STDs),  &HTHMY G
UewNDemesT  SSSMI(MOHs) LHMID eNCFL &UCUMHMI WHEHSI ST (voc) CUITETCHN] &L LMWILDITES
URIGUMHM Geueiar(pLb.

Qeoniens SIPFTRISL SIUNEMNES FSTUDMISEHSSTEH HDHSHASTH LNFFa6THTn QUTHmt QsTHEE,

Qaerepeod  AmHs  pFeusTL  (Pigemeull QUMD (W&WIS,  Ge  CrmMusSsTe  /  61&.Q.6il
QamHmIssETer Sapuilled UfGCETFHmearsemer QFUIH; QELRIMSEUTD 560 WWEHESESGL LNSFHADHS
Ceemeuemws  QuOMIS QeEMhHEGL  CHIE&HESFHIL T  Qhs  &EMHMH&EmEHMIL QameTemsILITS
NysLeTlL(R S IR 6T GI.

Qemans  BreT 2 RGN  @EIMHWOWITS LI &SHIMOLILUSEHT WHmIb  CFmeussmer OIS
el geunnrs Cal(hé CemendlerGmed.

&MY CFeMEUSHET LIGTTILILITE] [HTUISHLD
GSHMGIT] SMLDE &

g HS6T:- 1. LeENOUTeT) BILSLD, &STHTT CFMmeUSET.
2.1 NPHHE), 2 608 HETHTY S6MLOLIL|
3. 078 uesNUUTeT BILSLD- QUTE HHTHM] CEFMEUSGET 1,2
4,078 UL BILSD- YUle|Fal CFemeusel
5. uewsniiumeny, CHAIW urewimey GCHML, st e HUL CeuamevSHILL LD
6. LemnLUILmen, GOHLU &&TEMy LNifley
7. usTNUILmeny, SeUMTHIENM &HHTHTY SN (&S
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Annexure 2: Standard of care - PMTCT of syphilis and HIV

Standard of care in prevention of mother to child transmission of
Svyphilis and HIV

Standard

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

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

Requirements

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

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

e Health care providers are competent in syphilis and HIV prevention, screening
during pregnancy, , counseling on STI prevention, how to prevent re-infection
during pregnancy and referral for management of seropositive pregnant women
and their partners, prophylaxis and management of the newborn

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

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

e Necessary supplies for collection and transport of samples are available at the ANC
clinic and Supplies for testing of syphilis and HIV are available at the laboratory
level.

e Drugs (penicillin, ART etc) are available in the STD clinics and maternity wards where
relevant.

e A functioning referral system is available to ensure the management of pregnant
women who are identified as having syphilis or HIV

e An effective information system is available to monitor the programme.

Health education activities are carried out to raise the awareness of individuals, families and
communities of the importance of attending ANC clinics early in pregnancy and syphilis and
HIV prevention and management.

Applying the standard
Providers of maternal and neonatal health care, in particular public health staff must:
e Screen all pregnant women for syphilis and HIV at the first antenatal visit. Screening
should be done preferably before 12 weeks of gestation to prevent congenital
infection.



Audit

Review syphilis and HIV test results at subsequent visits. All the women with
positive screening test need to be referred to STD clinic for further management.

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

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

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

Discuss with the woman the importance of treatment for herself, her partner(s) and
the baby, explain the consequences of not treating the infection, and discuss the
necessity of condom use during treatment.

Make plans to manage the baby at birth.

Advise women who test positive that their partner(s) must also be screened and
managed according to the stage of syphilis. The babies also need to be screened as
soon as possible after birth.

Advise women and partners who test negative how to remain negative.

Screen all women with adverse pregnancy outcome (abortion, stillbirth, syphilitic
infant, etc.) for syphilis and HIV, if not screened.

Screen all women with syphilis or HIV for other STIs, and provide counseling and
management accordingly.

Record test results and if positive for syphilis or HIV details of management, in the
clinic and pregnancy records.

Maintain the confidentiality of the information regarding the patients.

Input indicators

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

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

Process and output indicators

Coverage of syphilis screening in pregnant women

Coverage of HIV screening in pregnant women

Coverage of correct management of syphilis in pregnant women at the STD clinic
Coverage of correct management of HIV in pregnant women at the STD clinic
Coverage of partners tested and managed accordingly

Coverage of babies born to syphilis positive mothers who received appropriate
treatment.

Coverage of babies born to HIV positive mothers who received prophylactic ARV
treatment

Outcome/ Impact indicators

Incidence of congenital syphilis

Incidence of HIV among infants

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



Annexure 3: Guideline to collect blood samples for VDRL and HIV
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Annexure 4: Laboratory Form

NATIONAL STD/ CONTROL PROGRAMME,
MINISTRY OF HEALTH.

NSACP/ANC/14/V/2
REQUEST FORM FOR SYPHILIS/HIV TESTING IN ANTENATAL MOTHERS.
Institution/clinic
MOH area
Date of sample collection ...
Patient No Age Parity. POA HIV VDRL
(ANC) Results Results
Name of collecting officer Designation Signature
Name of Medical officer Designation Signature
Lab use only.
Date/Time of receipt of samples:........cccovviiiiiiiiiiis i am/pm
MLT s Medical officer STD/Lab:.........c.cooooiiiiiiiii
Date .......cooviiiiiiinn.... Dale i eieieieaaes

-10 -




Annexure 5: Protocol to inform HIV test results of ANC mothers, peripheral setting

Screening test

el .

Positive

Negative

v

Send the sample to Reference
Laboratory NSACP for further testing
with the 1214 form

v

Positive

v

Inform MOH/VOG to trace mother and send to STD
clinic for confirmatory test. (Confidentiality)

v

When mother visit the STD clinic, Counsel mother
Repeat HIV test

v

Positive confirmatory test results (Ref. lab.NSACP)

Microbiologist inform the Venereologist/MO STD and

PMTCT coordinator

Inform the results to MOH/VOG

-11 -

!

Send negative reports to ANC clinic

Negative results inform to the pregnant
woman

Enter the date on which results
informed, in the ANC record

Decide the future management >

e Get down patient immediately and
start on PMTCT services

e ART/obstetric care/infant feeding
options/family planning/ appropriate
delivery follow up

e Screen partners & children

e Manage patient with the obstetric
team an MCH team as necessary




Annexure 6: Protocol for antenatal testing for syphilis

e Collect blood from the mother

A 4

institution

* Send it to NSACP/nearest STD Clinic/testing

)

Positive VDRL

Confirm by TPPA

Inform the results to relevant MOH by the
MO/IC

Hard copy of the test results should be sent to
the MOH

When BFP is detected it should be informed to

A 4

VDRL/TPPA test should be
collected by the relevant

MOH should inform the relevant PHM to find the
mother

Mother should be given a referral to visit the STD
clinic (Confidentiality should be maintained)

A 4

When the mother attend the STD clinic

2" sample should be taken for reconfirmation
When 2" sample positive start the management

A 4

* All negative test should e entered in
Pregnancy record (H512 A & B ) with
the POA by PHM.

* Sero negative mothers should be
informed that they are free of
syphilis.

*  BFP results should be entered by
MOH as VDRL reactive and TPPA
negative(not as syphilis positive)

© N U A WN R

Detailed History + examination +staging of syphilis

Screening for other STls

Treat according to the stage of syphilis

Screening partners and epidemiological treatment
Counsel on safer sex

Promote HIV testing

Follow up

Make arrangement for management of the baby (Prophylaxis penicillin or IV penicillin

-12 -




Annexure 7: Letter 1- Informing positive HIV screening test to MCH services

Urgent & Confidential

Director/CSHW/DMH/MOH/VOG
Dear Sir/Madam,
Screening of antenatal blood samples

ANC Clinic area/PHM area:

Date of specimen collection:

Initial screening test for HIV is reactive in this patient. To exclude the false positivity and/ or
to confirm, please send us a second sample of blood to the STD clinic immediately.

Thank you

Director NSACP/ Venereologist/ MO STD

-13 -



Annexure 8: Letter 2- To mother, requesting early visit to clinic
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Annexure 9: Letter 3 — Referral letter to STD clinic

Confidential.

Consultant Venereologist /MO STD
National STD/AIDS control Programme /STD Clinic

Referral of antenatal mother with positive screening test

Name: ..., Age..oueieen,
ANC clinic NO .ocveeeveeee e,

This mother is referred for further investigations, counseling and
management. She will have routine antenatal follow up care at

Her reports are sent herewith for your information.

Thank you

-------------------------------------------

-15-




Annexure 10: Letter 4 — Letter informing confirmed positive status

Urgent & Confidential
MOH/VOG
Dear Sir/Madam,

Confirmatory test results of ANC blood samples

ANC Clinic area/PHM area:

This is to inform you that the above antenatal blood sample, was found to be positive in HIV
confirmatory testing. The necessary measures to prevent baby getting infection will be
arranged from the STD clinic. Further details of shared care will be informed in due course.

We would appreciate if you could take necessary measures to maintain confidentiality.
The copy of the report is attached here with.
Thank you.

Director NSACP/Venereologist/ MO STD

-16 -



Annexure 11: Letter informing positive treponemal tests
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Annexure 12.1: Details of pregnant mother with confirmed HIV infection

Details of pregnant mother with confirmed HIV infection

STD Clinic: | |

Date of registeredi | | | Master No: |:|
aess[ ] we [ ] o [ [

CD 4 count in early pregnancy (Date):| |

Diagnosed: During pregnancy / Already diagnosed
If already diagnosed: on ART / not on ART

If already diagnosed POA at the time informed pregnancy: I:I

Pregnancy: Planned / Unplanned

If diagnosed in Pregnancy
POA-at the time confirmed test positive I:I ART for: her own health / for PMTCT
ART regimen: | |

ART started at POAI:I Date: | | | |

Adherence: Unsatisfactory /Satisfactory / >95% Satisfactory

Close to term viral load (Date): | CD 4 Count (Date): | |

Delivery Date: | | | |

Elective LSCS/Emergency LSCS/ NVD

Any Invasive procedure during delivery: None/Forceps/ Vacuum

Family planning method after delivery:| |

Baby

Feeding method: Formula feeding/Breast feeding under ART covers

ART syrup for 6 weeks: Completed / Defaulted

Age of First DNA PCR: I:I Positive/Negative
Age of second DNA PC1:| Positive/Negative

HIV antibody test at 18 months: Positive/Negative

Partner: Screened — Yes / No If yes: Positive / Negative.

Consultant Venereologist/MO STD

-18 -




Annexure 12.2: Details of Paediatric patients with HIV infection

Details of Paediatric patients with HIV infection

STD Clinic: | |

Master Number: I:I Date of Registration: | |

Age at the time of diagnosis |:|

Sex: Male / Female

Baby confirmed diagnosis on (Date): |:|:|I|

Reason for diagnosis: Mother knows HIV Positive/Symptoms/Others

Date of Last CD 4 count/ CD4%: | | | | CD%/ CD4 count:
WHO clinical stage at the diagnosis: |:|

Is child on ART: Yes/No
Date ART started: | | | |

Reason to start ART: | | ART regimen:

Adherence: Unsatisfactory /Satisfactory / >95% Satisfactory

Current WHO clinical Stage now: |:|

Remarks:

-19 -




Annexure 12.3: Details of pregnant women with syphilis

Details of pregnant women with syphilis

STD clinic: | |

Master No:

Date: | | | |

M [

LMP: | | | | EDD: | | | |

voRL: 1 wea: [

Staging: Early Syphilis / Late Syphilis

Diagnosed: during pregnancy / already diagnosed

If already diagnosed whether adequately treated before pregnancy: YES / NO

If diagnosed during pregnancy
POA at the time of diagnosis (week): |:|

Treatment given: |

Adequately treated before 36/52 of POA: Yes / No
Partner: Managed Satisfactory: Yes / No

Baby
VDRL [ ] TPPA [ ] EIAIGM [ ]

Management — Benzathine penicillin prophylaxis / congenital syphilis treatment
If congenital syphilis, case definition:

1. Case definition 01
2. Case definition 02
3. Case definition 03

Baby'slast VDR |  Age
Baby'slast TPPAL |  Age

il

Consultant Venereologist /MO STD
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Annexure 12.4: Details of babies diagnosed with congenital syphilis

Details of babies diagnosed with Congenital Syphilis

STD clinic: | |

Master No: | | Date: | | | |

e [

VDRL:

TPPA:

EIA IgM: I:I

Case definition of Congenital Syphilis
1. Case definition 01
2. Case definition 02
3. Case definition 03

Given treatment:

Consultant Venereologist/MO STD
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Annexure 12.5: STI data of pregnant mothers

Name of the STD clinic
Period of the return :_J_/20__to __/__/20__(_Q.of20__)

Return completed by (Name and designation) :

Checked by (Name and designation)

Date of completion i/ __/20__

Number of Pregnant women diagnosed for the Quarter

Name of the MOH area : -
Early Late 6c | Nar Genital | Genital | Other

HIV
Syphilis | Syphilis Herpes warts STIs

1 Gonorrhea % Non-gonococcal Infections

Instructions: Please send these antenatal STI data to Director/NSACP, 29, De Saram Place,
Colombo 10 before 20t of the month following each quarter.
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Annexure 13: ANC Syphilis Register

-23-



Annexure 14: Pregnancy Record (H 512)
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Annexure 15: Poster EMTCT of HIV
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Annexure 16.1: Leaflet for pregnant women on service package (Page 1)
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Annexure 16.2: Leaflet for pregnant women on service package (Page 2)

axsnedt 8w o 6o s0se ng goled @b ? |

n 8 e &SI 65i0w
egderd 8053 w6 DG vbnds
66in DEBH® BEe 66 SL8nd
DE O,

80 mewed € 67 @da 606 mBoe 86

oo oend Bogd abmndd 8end an vile.

1 (2a0 Dés w1 B8 e (Grouping & Rh)
1 Be@rdedel (Hh)

1 Gdded 85 s3meéna (Blood Sugar)

2 0608, sBsséus(VDRL)

1 09488, sbsens(HIV)
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6286 ddies w) b OB sxs(Grouping & Rh)

&6t 55860 686 BRed 6tdld dBmes
DB ety ®rHe® 26t 5udedE @
808M0m 6td6s @) 280 gden §DewHt’
200 gdms GtAds s5wEedd e 26 Wi5ed.

Be@de@d3(Hb) I

HeB3e@dS 8 DD wEH®) et BLHed)
Boomens’ Bed» ghowd destd DeBd
S0 B8xd6 o HHEG.

6tRoed 85 sbesns SElood SuEZ I

6@ 588 156G S8 FOSNED 2 em
DD 58 24-28 (A 6-7) me sOzE DO
8ed®8 2edBs) cOimc 505edDS
nEMEHH @3 Bedn ©id gEHDE

Dest® Dedd) om WG,

9.8.a06.9@ (VDRL)sbusgnes I

E82o® (BHES) edins mea arSd scw
6™es6® B s505D6. 58 gHmné 86
6Siec 59 BEg Bid god DIGBS PDews’
26D 66ImG 6AIDVe DELed.

|

86.9 (HIV) sbsedne

HIV epesizos 8 4:6500 »®98dt §dewns’
58 gfmb 96 D66 OB DHBOG
SIRDEDE WiHEG. £6D 6bimes Digldd
&8 H®O OISO DrErde scwn
FOes 860 65D e vm 6.



Annexure 17: Request for HIV antibody test (H 1214)
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