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Global response to STI response is in crisis after years of neglect
Major progress towards 90–90–90
targets, but gaps for key populations
and many regions

One of first areas to reach SDG
targets for 2020 but huge gaps
in diagnosis remain
Major increase in hepatitis C
treatment affecting mortality but
need to rapidly accelerate hepatitis
B and C diagnosis

STIs remains high and far
behind ambitious targets,
despite some progress in
congenital syphilis

Major progress in reducing
mother-to-child transmission
of syphilis but critical gaps in
STI diagnosis
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Session objectives
To share information about:

• WHO’s multi-disease elimination
agenda, including the cervical
cancer elimination initiative
• The triple elimination initiative
validation criteria and processes for
elimination
• Country experience in achieving
elimination
• How clinicians and clinical
managers can support triple
elimination efforts
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World Health Organization
Geneva, Switzerland

The World Health Organization’s
Multi-Disease Elimination Agenda:
Addressing STIs in maternal
and child care: key to triple
elimination of mother-to-child
transmission of HIV, syphilis and
hepatitis B virus, and
cervical cancer elimination
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Background: WHO’s Multi-disease
Elimination Framework
Review of global disease elimination programmes:
• Multiple diseases (30+) targeted for elimination (SDG 3.3)
• Includes HIV, TB, malaria, NTDs, hepatitis B, measles, rubella,
neonatal tetanus, cervical cancer, congenital syphilis and others
• Significant opportunities exist to increase the effectiveness and
efficiency of programs by identifying and maximizing synergies
between programs, across populations and service delivery platforms
and within health systems to establish integrated people-centered
healthcare approaches

1.Cervical Cancer Elimination Initiative
• The Growing Inequities
in Cervical
Cancer Incidence
Rates (Globocan 2018)
• Cervical Cancer and HIV:
WLHIV are 6X more likely
to develop cervical
cancer
• May 2018 : WHO
Director-General’s Call to
Action to Eliminate
Cervical Cancer
• Getting to the 2030
targets for elimination

2.Triple Elimination Initiative
• Definition: Reduction of mother-to-child or 'vertical transmission' of HIV,
syphilis and hepatitis B virus to a level where is it no longer a public health
problem
• Three components

• Primary prevention of incident infection in women and girls of child bearing
potential (including PrEP for those at continued substantial risk of HIV infection)
• Integration / Linkages with SRH: STI prevention & control, family planning /
contraception – to reduce unintended pregnancies, HepB vacinations and hepatology
• Identification and early treatment of women and girls with HIV / syphilis / HBV and
their children and families (1) to prevent vertical transmission (2) for their own
health. Testing for infection including retesting in areas of high prevalence or in
persons with high risk of incident infection

• Context: Two approaches to reduce transmission

• Maternal: treatment to prevent transmission and for her own health
• Child: treatment / prophylaxis / immunization

Why Triple Elimination? (Three infections; HIV, syphilis & HBV)
All transmitted
sexually and
vertically (from
mother to infant)

All can cause
significant
maternal and child
morbidity and
mortality

All 3
infections

All often silent with
long latency period
and infected
mothers may be
unaware and have
no symptoms
All can be
identified
during ANC and
treated to
prevent vertical
transmission

• Strategies were noted with appreciation in
WHA in May 2022

Global
Health
Sector
Strategies
2022 - 2030

• Three related shared global 2030 targets:

The number of countries validated for the elimination
of vertical (mother-to-child) transmission of either HIV,
hepatitis B or syphilis increased from 15 to 100

The number of annual deaths from HIV, viral hepatitis
and sexually transmitted infections are reduced from
2.3 million to less than 1 million
The number of annual new cases of cancer due to HIV,
viral hepatitis and sexually transmitted infections are
reduced from 1.2 million to less than 700,000. .

Establishing and sustaining political commitment

Common
Purpose.....

How to make

this happen?

How do we all

give support?

Strengthening strategic Information: in the light of
increasing STI rates/trends
• Address limited STI data: inadequate reporting, suboptimal
surveillance and research
• Reliable, quality, accurate and timely data from a robust
system
• Use of data for quality improvement
• Implementation research for identifying gaps
and what works
Scaling up all interventions for impact:
• increased coverage: getting indicators to and sustaining at
95% or more
• Identify and address gaps
• Integration of services – patient centred with a human
rights approach, targeted at known sources of new
infections
• Increased investment in resources to address STIs

Addressing STIs: Screening & Diagnosis

HIV

Syphilis

• Routine maternal syphilis
• HIV testing services in
screening first ANC visit.
ANC: at first ANC visit, co
unselling, linkage to
• Use of dual HIV/syphilis rapid
appropriate services
test to increase coverage
• Retesting in areas of high
prevalence or at high risk
of incident infection
• Aim for early diagnosis:
pre-pregnancy or as early
as possible in pregnancy
/ BF (MCH care)

HBV
• Routine maternal screening for
viral hepatitis at first ANC visit
• Testing for eligibility for
treatment HBsAg-positive
pregnant women

*HIV, syphilis and hepatitis B surface antigen (HBsAg)* tests should be offered at least once and as early as possible
in pregnancy, ideally at the first antenatal care (ANC) visit. Also partner testing and treatment

Addressing STIs: Clinical Management and Treatment

HIV

Syphilis

HBV

• Most effective
• Same day treatment initiation • Timely /adequate treatment
intervention for PMTCT of HBV:
after diagnosis confirmation
with benzathine penicillin G
effective infant and timely birth
AND retain lifelong in care to
(BPG)
dose vaccination
reduce MTCT risk.
• Use with caution other drugs
• WHO recommends universal
• Treatment for pregnant
which do not cross the
immunization of infants: at least
placental barrier and therefore
and BF remain SAME as for
3 doses of Hep B vaccine and
fetus is not treated.
general population
timely hep B birth dose (HepB• Confirmed Congenital
• Viral load monitoring as
BD) vaccination (as soon
Syphilis
or
clinically
normal
in guidelines
as possible after birth, preferably
whose mothers had untreated/i
within 24 hours)
nadequately treated syphilis /
treated with nonpenicillin regi • Use of antivirals in eligible: 2020 WHO
PMTCT recommendations for the use of antivirals in HBsAgmens; treat with aqueous benz
positive pregnant women) with (I) high HBV DNA level (>200
000 IU/mL) or (ii) hepatitis B e antigen (HBeAg) positivity
yl penicillin OR
procaine penicillin

Addressing STIs: Surveillance, Monitoring & Evaluation

HIV

Syphilis

HBV

• Sustaining established surveillance systems • Survey for prevalence
of HBsAg in children ≤5
(ANC and population-based surveys
years of age
• Estimations/projections
• Programmatic data:
• Programme data: use of routine data
coverage of
for surveillance purposes
• immunization
• A robust M&E system to detect all incident
interventions, and
cases
• maternal testing and
• Quality data from reporting from all sectors
treatment

Validation of
Triple Elimination
Elimination as a public health problem:

Reduction of disease incidence, prevalence,
morbidity or mortality as a result of deliberate
efforts to reduce below a level at which the public
health burden is considered negligible. The target
level for a particular disease is generally defined
globally by WHO. When reached, continued
action is required to maintain the reduced level.

Validation:

An independent confirmation of elimination as a
public health problem that attests and documents
that a country has successfully met the criteria
for elimination of mother-to-child transmission of
HIV, syphilis and HBV.

The Global Guidance is available at:

https://https://www.who.int/publications/i/ite
m/9789240039360

How does validation work?
National validation
committee (NVC)

Regional validation
committee (RVC)

Global Validation Advisory
Committee (GVAC)

Needs commitment to
a future generation free
from HIV, syphilis and
HBV
• Advocacy and Political commitment
including needed investment
• Health system strengthening with
program prioritization and
implementation
• Stakeholder involvement and
participation:
• Community /end users
• Health care providers
and managers
• Implementing and funding
partners
• Academia and researchers
• Rights based approach

In this session:

EMTCT of HBV

• What can countries do to make Triple Elimination
work?
• What can clinicians, researchers and clinical managers
do to make Triple Elimination work?

Dr Angela Mushavi
Ministry of Health and Child Care
Harare, Zimbabwe

Title: What can countries do to
make Triple Elimination work?
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Validation
To attest that a country
has successfully met the
criteria for EMTCT or for
one of the three levels of
achievement on the Path
to Elimination of HIV and
/or syphilis.
(WHO Global Guidance on EMTCT
2nd Ed. 2017)

Global criteria for validation (1)
HIV
IMPACT
criteria

ELIMINATION

• MTCT < 2% OR < 5% in
breastfeeding populations
• Case rate ≤ 50 per 100 000
live births

PROCESS • ANC1 coverage ≥ 95%
criteria
• Testing coverage ≥ 95%
• ART coverage ≥90%

Syphilis

• Case rate ≤ 50 per
100 000 live births

• ANC1 coverage ≥ 95%
• Testing coverage ≥ 95%
• Treatment coverage
>95%

HBV

•

<0.1% prevalence HBsAg in <5 year olds

•

MTCT rate of ≤ 2%

Additional criteria for countries using targeted
timely Hep-BD:
With universal BD:
•
•

>90% HepB3 vaccine coverage
>90% HepB-BD coverage

•
•
•
•

>90% HepB3 vaccine coverage
>90% HepB BD coverage
>95% coverage of maternal HBsAg testing
>90% coverage with antivirals for those eligible

With targeted BD/without universal BD:

Path to Elimination (PTE) of Mother to Child
Transmission of HIV and Syphilis (applied to high
HIV prevalence countries)
WHO EMTCT Validation

BRONZE
90% Coverage*
Infant Case Rate
750/100K LB
MTCT rate <5%

SILVER
90% Coverage*
Infant Case Rate
500/100K LB
MTCT <5%

GOLD
95% Coverage*
Infant Case Rate
250/100K LB
MTCT <5%

95% Coverage*
<50/100k cases, MTCT <5%

*Required coverage of antenatal care (at least one visit),
maternal testing and treatment of HIV and syphilis

https://www.who.int/reproductivehealth/congenital-syphilis/emtc-gvac/en/

Global criteria for validation (2)
Programme and Services

• Public and Private high quality ANC services available
• Services that are available, accessible, acceptable, affordable
and appropriate with high coverage of ANC

Laboratory Services

• Internal and external quality assurance
• Proficiency testing, documented results, national lab policy
and network available

Surveillance and data
evaluation

• System captures Public and Private data on service delivery
and outcomes and can detect most cases of MTCT of HIV,
syphilis and Hepatitis B

Human rights, gender and
community engagement

• Services for EMTCT implemented in a manner consistent with
basic human rights principles and gender equality with
supportive legal and policy frameworks

History of EMTCT validation

2019

5th GVAC meeting
Review of GVAC functioning
Triple EMTCT and AFRO
progress

Where we have come from and where we are going with validation
2017

2015
1st GVAC meeting

2012

Validated: Cuba

3rd GVAC meeting
2nd edition of Global guidance incl.
Path to Elimination (PTE)
Validated: Anguilla, Antigua and
Barbuda, Bermuda, Cayman Islands,
Montserrat, St. Kitts and Nevis

Piloting and global
consultation to
establish criteria for
EMTCT validation

2018

2016

2014

2010
PAHO RC establishes
EMTCT goal for 2015

Validated: Sri Lanka, Maldives

EMTCT Guidance
1st edition of Global
guidance
Global consultation on
operational tools

2nd GVAC meeting
First AFRO RVT Meeting
Validated: Thailand,
Belarus, Armenia (H),
Moldova (S)

4th GVAC meeting
Discussions on Triple EMTCT’
and AFRO progress:
assessments in 6 Countries

7th GVAC meeting
3rd version of Global guidance
incl. EMTCT of HBV
PTE certified: Botswana

2020

6th GVAC meeting
Governance doc published
Euro RVC constituted
Triple EMTCT and AFRO progress
Validated: Dominica

Validated: Malaysia

Resolution CD50.R12

Global Plan

2021

Start Free, Stay Free, AIDS Free

Validation is to attest that a country has successfully met the criteria for elimination.

Moldova

(Syphilis only)

Armenia
(HIV only)

Bermuda
Cayman Islands
Monserrat
Saint Kitts &
Nevis

Dominica

Botswana
(PTE of HIV)

2022

Maldives
Sri Lanka

2021

Malaysia

2020

Antigua &
Barbuda

2019

Belarus

Anguilla

2018

Thailand

2017

Cuba

2016

2015

Countries validated by WHO for EMTCT of
HIV and/or syphilis

Oman

Countries validated by WHO for EMTCT of
HIV and/or syphilis
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(Syphilis only)
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(HIV only)

Bermuda
Cayman Islands
Monserrat
Saint Kitts &
Nevis
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Botswana
(PTE of HIV)

2022

Maldives
Sri Lanka

2021

Malaysia

2020

Antigua &
Barbuda

2019

Belarus

Anguilla

2018

Thailand

2017

Cuba

2016

2015

Botswana was the first country to be
recognized for achieving the Silver Tier on the
Path to Elimination, a set of criteria for
countries with high maternal HIV, syphilis or
HBV prevalence.
Oman

Country experiences in validation/PTE
•Pulse points

•Low prevalence low populations
•Legal and policy environment
•Laboratory issues

•Key advice

•Leadership and commitment

Thank you
Tatenda!
Siyabonga!
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Katlego Sechele
Botswana Network on Ethics, Law and
HIV/AIDS (BONELA)
Botswana

A Rights Based Approach:
Our Pathway to
Triple Elimination
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A Rights Based Approach: Our Pathway to triple elimination

Triple Elimination:
What can clinicians and programme
managers do to make it work?

Kem Kusi
Botswana Programme Manager

Botswana
• In 2021 Botswana submitted request
to validate for EMTCT of HIV and
Syphilis. Validation was successful for
path to elimination of HIV (silver tier)
with recommendations for
improvements to Syphilis validation.
• Process for EMTCT validation was
stewarded by the national validation
committee (NVC) formed in June
2019

Survey

Syphilis
Prevalence /
incidence

Hepatitis B

Blood bank 2022
July

1.13% incidence

0.60%

BBSS II 2017

9.4%

4.2 %

Microbial STI l 2019

2.27 %

3.70%

Program data 2020

0.60% (2019)
89 % ANC testing
coverage

N/A

Sentinel surveillance 2%
2016

N/A

Path to Elimination

Adoption of syphilis

t
o
e
l
i
m
i
n
a
t
Data review from 2017,2018 and 2019
from ANC ,maternity ,
i
postnatal care and laboratory
o
n
• -Introduction of syphilis variables within
SRH registers
a
c
t
i
v
i
indicators and integration within the HIV
PMTCT data collection tool
t
i
e
s

Syphilis testing and management (with emphasis on congenital syphilis testing and management)

Implementation of rapid syphilis testing (RPR to be used for clinical management)

Political commitment to success of EMTCT and STI management by office of the president

What will it take

Current
RPR testing part of ANC
profile
Data quality

Issues
TAT more than 1 day

Introduction of syphilis RDT
Poor data quality due to
RPR TAT

HEP B BD

Planned routine M&E.
Roll out EMR plan

Exposed infants testing
Supplies

Solutions

Stock outs of RPR and
Benzathine
Inadequate Hep B BD data,

Clinical management with
RPR. Roll out of quartet
testing

Triple Elimination:
What can clinicians and programme
managers do to make it work?

Nancy Kidula
World Health Organization

Triple Elimination:
What can clinicians and programme
managers do to make it work?

Magdalena Barr-DiChiara
World Health Organization

Testing strategy for dual detection of HIV and syphilis infection for ANC settings

https://www.who.int/publications/i/item/WHO-CDS-HIV-19.38,
https://www.who.int/publications/i/item/978-92-4-155058-1

Implementation considerations for dual HIV/syphilis RDT
 Use of dual HIV/syphilis test is cost-saving in high and low HIV
burden settings*
 Dual HIV/syphilis test is not for pregnant women with know HIV+
status and/or on ART
 Dual HIV/syphilis test may be used to deliver testing for sexual
partners
 Procurement of dual testing for pregnant women may be supported
by HIV funding mechanisms including GF and PEPFAR
 Ethical imperative to provide and assure treatment for HIV and
syphilis
 Opportunities to offer hepatitis B testing alongside the dual test in
pregnancy -- towards triple ETMCT

Triple Elimination:
What can clinicians and programme
managers do to make it work?

Funmi Lesi
World Health Organization

Triple Elimination:
What can clinicians and programme
managers do to make it work?

Yamuna Mundade
World Health Organization

• Global maternal syphilis
prevalence of 0.69% (95%
CI: 0.57–0.81%)
• 661,000 total CS cases
(538,000–784,000)
• Global CS rate of 473 per
100,000 live births (385–
561)
• 355,000 (290,000–
419,000) adverse birth
outcomes (ABO)

2012

2016

Burden of maternal & congenital syphilis

• Global maternal syphilis
prevalence of 0.70% (95%
CI: 0.63–0.77%)
• 748,000 total CS cases
• Global CS rate of 539 per
100,000 live births
• 397,000 (361,000–
432,000) ABOs

• 306,000 (249,000–363,000) nonRef: WHO, 2019. Available
at: https://www.who.int/news/item/26-02-2019-who-publishes-new-estimates-on-congenital-syphilis
clinical CS
cases (infants without
clinical signs born to un-treated

Adverse Birth Outcomes (ABOs)

Ref: Korenromp EL et al, 2019. Global burden of maternal and congenital syphilis and associated adverse birth outcomes—Estimates for
2016 and progress since 2012. PLOS ONE

Pillar -1:

Pillar -2

Pillar -3

• Ensure sustained
political
commitment and
advocacy

Pillar -4

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

• Screen and treat
pregnant women
and their
partners

• Establish
surveillance,
monitoring and
evaluation
systems

BPG: the mainstay to prevent congenital syphilis (1/2)
• Treatment to immediately follow screening and testing
• Concerns on Penicillin allergy are a key challenge around
providing treatment-

• Incidence of both of penicillin allergy reactions and penicillin anaphylaxis are
very low:
•
•

Penicillin allergy reactions: 1 in 10,000
Penicillin anaphylaxis: 1–10 episodes per 1 million doses

• Thorough history-taking on past allergy reactions is crucial
• Penicillin allergy testing –not required if patient never had a previous
problem of penicillin allergy
• Skin allergy testing not available in low-income settings

Prior use of penicillin or other beta lactam drugs?
Yes, or “Not sure”

No

Any symptoms following intake or injection?
No Symptoms
SAFE to
inject
penicillin

Negative

Mild Symptoms

Skin only: itching, hives,
rashes

Graded Oral
Amoxicillin Challenge

Severe/systemic Symptoms
Dizziness, headache,
breathlessness, swelling

Positive

UNSAFE
to inject
penicillin

SKIN TEST for penicillin allergy:
REFER for testing

Triple Elimination:
What can clinicians and programme
managers do to make it work? Access
to benzathine penicillin G

DONGMO NGUIMFACK Boniface
World Health Organization

Triple Elimination:
What can clinicians and programme
managers do to make it work? Access
to benzathine penicillin G

DONGMO NGUIMFACK Boniface
World Health Organization

Global shortages of benzathine penicillin G, are these of concern currently?
What do programme managers need to do to ensure adequate supply of BPG in
programmes and promote BPG access to prevent congenital syphilis

Q&A
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