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Syphilis¢ background

A

Syphilis:a chronicbacterial diseaséhat is contracted
primarily by infection duringsexualintercourse but alsc
vertically from mother to infant

The disease icaused by th@rganism Treponemaallidum

When transmitted from mother to infant results aongenital syphilis,
cancause spontaneousbortion, stillbirth or perinatal death

This highlcontagious diseasis spreadorimarily by sexuahctivity has
also been found to facilitate HIV transmission.

Primary syphilis is characterized by painless sores butadbemajority of
those sores go unrecognized. The infected person is often unaware of the
disease and unknowingly passes it on to his or her sgarater
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Syphilis and pregnancy

Left untreated, syphilis has a dramatic impact ot
pregnancyoutcome 49% to 67% of pregnant
womenwith active syphili©iave adverse pregnan
outcomes including-=

A stillbirth,

A low birth weight (LBW),

A preterm birth,

A congenitalinfection in a proportion of survivinigfants,

A amongdeliveriesof womenwith untreated syphilis, around one
third will resultin stillbirth or infant death and another thinah
congenitalsyphilis, while only one third of infants wok
uninfected.

1. HiraSKBhatGJ,ChikamateDM, et al. Syphilis intervention in pregnancy: Zambian demonstration pr@jecitourinMed 1990; 66:15¢164.
2.SchulzKF,Catesh hQal NI twd t NBIylFyoOe f2aa AyTryid RS (KGenitoyfifVedl®srF S N
63:320¢325.)

3. IngrahanNR. The value of penicillin alone in the prevention and treatroéobngenitabyphilis ActaDermatolVenereol1951;31

(Suppl24):60:88.
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Syphilis and pregnancy

In an African study, 16% of all adverse pregnan
outcomescould be attributed to congenital
transmissiorof syphilis.

A Datafrom developingcountries confirnthat
maternalsyphilis still remains aaxtremely
important cause of perinatal morbidity anadortality®.

A The most significant consequence of untreated syphilis in
resourcepoor settingss stillbirth at a rate of 51% among

unscreened womah

A Theimpact of untreated syphilis in pregnancythae
populationlevel may be considerable.

6. WatsonJones DChangaluchd,GumodokaB, et al. Syphilis in pregnancy in Tanzania. |. Impaoagrnal syphili®n outcome ofpregnancy
Jinfect Dis 2002; 186:94¢D47. P A
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% of ANC Attendees Tested for Syphilis at First Visit
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Syphilis testing and prevalence iIn

SouthernAfrican countries:®
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8. Guimarded\NH, Lopes A, Castro R, Pereira F; Prevalence of human immunodeficiency virus, hepatitis C virus, hepatitis B virus and syphil

among individuals attending anonymous testing for HIV in Luanda, AiBmlth African Medical Jourr2013 Jan 24;103(3):18& doi:

10.7196/samj.6097ttp://www.ncbi.nIm.nih.gov/pubmed/23472697
9.Kleutsch_, Harvey SA, Waverly R; Rapid syphilis te3tarimania:Aong road to adoptionCase Stud2009 Bethesda MD: Center for human

serviceshttp://www.chs-urc.org/chsprojects/Gates/TZ Syphilis_case_study_final.pdf
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% HIV Prevalence in South Africa

Syphilis prevalence 1®outhAfrica
has not been declininty
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Syphilis prevalence varies by province

D o e
The graph illustrates th& prevalence (seropositivper provinceof Syphilis in
ANC First Attendees for the year 2011. Highest % prevalence in Mpumalanga,
Northern Cape and GauteH)g
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Screening and treatment:
SA current STI guidelinés

Initial Screening: perform syphilis serology through Rapid PlaReaginRPR)
measuresRPRneasure can be used to determine:

A ifaKS LI GASydQa aeLKAfA&a RAASIHAS A& |
A re-infectionand

A successfulesponse to treatment (4 fold titre reduction).

There isa change ofalse positiveswith this test as a result of connective tissue disorders or low
titres < 1.8. BsitiveRPR test must be followed ugraponemalspecific confirmatory test.

Confirmatory Test:these aretreponemalspecific tests anthclude:
A Treponemaallidumhaemagglutinatiof( TPHA) assay,or

A Treponemaallidumagglutination (TPPA) assay or

A Fluorescenfreponema Antibody (FTA) assay, or

A TreponemaallidumELISA or, (e) Ragi@ponemalantibodytest

Reverse algorithm: screening can also start with a speé@ponemaltest followed by a RPR for
patients with a positivéreponemaltest.

(11.NDoH Sexually transmitted infections management guidelifesHealthNDoH editor. South Africa201%
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Current practice

A Maternity guidelines recommend screening at

1 .a first visit
A Testing predominantly done off site

A Blood taken by nurse

m A Transported to laboratory (distance varies) for
o===0 RPR testing

A Paper copies of results sent back to clinic

A 3 weekly doses of 2.4 Mhenzathinepenicillin
for positive RPRitre not specified)

A Completion at least one month prior ttelivery
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Screening and treatment:
SA current STI guidelinés

R R d RETEST at 32 WEEKS
1
I
|

Treatment: 3 injections over 3 weeks
(once per week) - closely follow up
compliance of your patient.

NEGATIVE?

ALL PREGNANT WOMEN
to be tested for syphilis at the SRR > -

No test or
results at
delivery

Blood should be taken for

I
A 4

first antenatal visit. syphilis serology.

1
1 NO-SHOW for
! follow-up treatment?

v

Trace her if possible.

POSITIVE?

v
Syphilis screening among '
pregnant women does not
replace history taking, physical
examination and syndromic
treatment of symptomatic STIs!

Neonates are the most :
vulnerable group: They 1
rely on the responsibility :

I

HIV positive pregnant
of the mother and father,

women should be enrolled
into PMTCT programmes
when available.




Screening and treatment:
SA current STI guidelinés

(11.NDoH Sexually transmitted infections management guidelines HealthNDoH editor. South Africa2015graphicWitsRH) .y
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