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Rationale for EMTCT of HIV, syphilis & HBV

Overlapping populations and risk factors associated 

with each condition
- vertically transmitted infections, pass from mother to child 

- share common risk factors, can be sexually transmitted 

- cause significant maternal and child morbidity and mortality

Similar effective interventions to prevent MTCT of all 

three infections 

- Effective prevention and/or treatment is available to 

prevent mother -to -child transmission

Feasibility and benefits of an integrated approach 

using existing service delivery platforms

- All can be identified during ANC. 

- Equipping maternal health services to deliver triple elimination 

services strengthens the health system platform, making it more 

comprehensive and women -centred

- Cost -effective



GLOBAL OVERVIEW

Progress in driving down paediatric HIV 

not sufficient

ÅWithout intervention, up to 45% of infants born to mothers 
living with HIV can acquire the virus; with proven interventions, 
this risk drops to below 5%. 

ÅGlobally, the number of infants infected with HIV has declined, 
from over 300,000 in 2010 to 120,000 in 2024 

Å In 2024, an estimated 240,000 infant HIV infections were 
averted due to PMTCT interventions 

ÅThe rate of decline has slowed in recent years
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GLOBAL OVERVIEW
Congenital syphilis

Congenital syphilis remains 

a major public health issue, 

especially in low - and 

middle -income countries
ÅCongenital syphilis is a major global cause of fetal loss, stillbirth, neonatal 

death, and congenital infection
ÅAn estimated 150,000 stillbirths and neonatal deaths occur annually due to 

congenital syphilis, which is almost entirely preventable
ÅLƴ нлннΣ ǘƘŜ Ǝƭƻōŀƭ ǊŀǘŜ ƻŦ ŎƻƴƎŜƴƛǘŀƭ ǎȅǇƘƛƭƛǎ ǿŀǎ рно ŎŀǎŜǎ ǇŜǊ млл ллл 

livebirthsτsubstantially higher than WHO's elimination target of 50 cases per 
млл ллл ƭƛǾŜōƛǊǘƘǎ

ÅCase rates are rising in many settings. 



Source: WHO Global hepatitis report 2025

240 million
Peolple living with Hepatitis B

More than 4 million
Infections in children under 5 years (mostly in AFRO 
regions)

MTCT transmission, mostly in Africa region, associated with inadequate coverage of hepatitis B birth dose

Hepatitis B is a major cause of liver cirrhosis 

and hepatocellular carcinoma

A comprehensive package of interventions for PMTCT of hepatitis B,  comprises ANC  

HBsAg testing , treatment or prophylaxis with TDF for mothers who test positive and the 

backbone is administration of the hepatitis B birth dose to the infant within 24 hours of birth.

GLOBAL OVERVIEW
Huge Hepatitis B burden in children <5

ÅMore than 1 million deaths each year are linked to hepatitis B, with mother-to-
child transmission as a major driver in high-burden countries

Å In 2024, the global prevalence of chronic HBV infection among children aged 
under 5years was estimated at 0.6%

ÅPrevalence remains considerably above the 2030 SDG and WHO hepatitis 
elimination target of 0.1% 

ÅMarked regional disparities persist. The WHO African Region, with a prevalence 
of 1.4%, remains far from the target and continues to face the greatest burden, 

ÅHepatitis B vaccination has been estimated to have prevented 38 million deaths 
over the lifetime of persons born during 2000ς2030. 



Global Commitments

ÅGlobal commitments on EMTCT aim to eliminate mother -to-child transmission of HIV, 
syphilis and hepatitis B as a public health problem by 2030, through universal, integrated, 
rights-based maternal and child health services and strong country accountability.

Å EMTCT is a critical cross-cutting intervention that directly supports the achievement of 
SDG 3 by preventing vertical transmission of HIV, syphilis and hepatitis B, improving 
maternal and child health outcomes, and advancing universal, integrated, and 
equitable health service delivery.

ÅThe UN Secretary Generalõs Global Strategy for Womenõs, Childrenõs and Adolescentsõ 
Health (2016ĭ2030) supports achieving the Sustainable Development Goals

Å The Joint United Nations Programme on HIV/AIDS (UNAIDS) 2030 goals , stipulate the 
coverage and impact of services that are required to eliminate vertical HIV 
transmission and to meet the HIV and sexual and reproductive health (SRH) needs of 
women and girls 

Å Political Declaration on HIV and AIDS, 2021 UNHLM c ommit to eliminate vertical 
transmission of HIV infections and end paediatric AIDS

ÅGHSS on HIV, Hepatitis and STIs 2022-2030: 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;

Å further endorsed by the Global Alliance to End AIDS in Children by 2030 , which was 
formed in 2022 by the World Health Organization (WHO), the United Nations Childrenõs 
Fund (UNICEF) and UNAIDS in partnership with countries and community networks. 
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TRIPLE ELIMINATION
A global initiative to:

Eliminate vertical transmission of HIV, syphilis 

and hepatitis B virus (HBV) as a public health 

priority.

It emphasizes access to comprehensive care for 

all women of reproductive age, with a person -

centred approach

Improve access to integrated, quality sexual 

and reproductive health (SRH) and maternal & 

child health (MCH) services

Triple elimination offers an opportunity to 

optimize resource use by enhancing synergy.



Framework for the implementation of triple elimination of 
mother to child transmission of transmission of HIV, syphilis and HBV



12

Reproductive Years
Å Integrate HIV, syphilis, and HBV services within 

PHC, SRH, FP, and contraception services 

Å Prevention options including PrEP, condoms, 
and HBV vaccination 

Å Management of chronic HIV/HBV before 
conception 

Å Clinical management of symptomatic 
women with syphilis

Å Demand generation for early ANC 
attendance 

Å Partner testing and male engagement 

Pregnancy (ANC 
Period)
Å Universal testing for 

HIV, syphilis, and 
HBV at first ANC 
visit

Å Clinical 
management of 
symptomatic 
women with 
syphilis

Å HIV retesting in the 
third trimester in 
high -burden 
settings, including 
women who are 
KP or at high risk

Å Immediate linkage 
to ART, PrEP, syphilis 
treatment, and 
HBV prophylaxis 
and treatment

Å Partner testing and 
male engagement 

Postpartum & Breastfeeding
Å HIV retesting during postpartum breastfeeding 

in high burden settings, incl. women who are KP 
or at high risk

Å Continuation of ART, PrEP, HBV care, and 
clinical management of symptomatic women 
with syphilis

Å Infant follow -up: EID, syphilis evaluation, HBV 
vaccination 

Å Integration with immunization, growth 
monitoring, and family planning 

Å Partner and family testing, supported by 
community -based follow -up 

Triple Elimination: Health services throughout the Life Course



WHO guidance to enable triple elimination covers testing, 
prevention and treatment across HIV, hepatitis and syphilis

New WHO guidance, 

released in July 2025, 

describes how countries 

can operationalize the 

approach for triple 

elimination and scale -up 

programmes . 

WHO establishes normative guidance for services that integrates HIV, syphilis, and HBV prevention, testing, 

and treatment within maternal, newborn, and child health (MNCH) programs

ÅNormative guidance on integrated health interventions

ÅCountry -led institutionalization of a package of approaches 

ÅAdvocacy 

ÅAssuring access to new diagnostic tools (dual HIV/Syphilis tests, HBsAg, HBeAg, HepB DNA tests, triple 

tests, HBV-BD vaccine), and appropriate treatment (ARVs, Benzathine PCN, Tenofovir) 

ÅFacilitating unique models of care tailored to the country or regional needs



Elimination Targets 

EMTCT of HIV EMTCT of Syphilis EMTCT of HBV

2030 Global Health 

Sector Strategy 

(GHSS) direct and 

related targets 

ôZeroõ new infections among 

infants

Ò50 cases of congenital 

syphilis per 100 000 live births 

in 80% of countries 

95% reduction in incidence of 

chronic viral hepatitis B infections

IMPACT TARGETS

Impact criteria must 

have been met for one 

year

New paediatric HIV infections 

population case rate Ò50 cases 

per 100 000 live births 

A case rate of congenital syphilis 

of Ò50 per 100 000 live births

<0.1% prevalence* HBsAg in <5-year -

olds

MTCT rate of HIV of <2% in non -

breastfeeding populations OR 

<5% in breastfeeding 

populations

In countries using targeted birth dose, 

an additional  impact target of MTCT 

rate of Ò2% 

PROGRAMMATIC 

TARGETS

Process criteria must 

have been met for two 

years

ANC coverage (at least one 

visit) (ANC -1) of Ó95%

Coverage of HIV testing 

(pregnant women) of Ó95%

ART coverage (HIV-positive 

pregnant women) of Ó95%

ANC coverage (at least one visit) 

(ANC -1) of Ó95%

Coverage of syphilis testing of 

pregnant women of Ó95% 

(attended at least one ANC visit)

Adequate treatment (syphilis

- seropositive pregnant women) 

of Ó95%

With universal birth dose (BD)

>90% HepB3 vaccine coverage

>90% HepB BD coverage

With targeted BD or without universal 

BD 

>90% HepB3 vaccine coverage

>90% HepB BD coverage

>90% coverage of maternal HBsAg 

testing 

>90% coverage with antivirals 

for eligible



Path to elimination (PTE)

BRONZE

90% Coverage

Infant Case Rate 

(HIV and Syphilis)

750/100K LB

SILVER
90% Coverage

Infant Case 
Rate

(HIV, Syphilis)
500/100K LB

GOLD

95% Coverage

Infant Case Rate

(HIV, Syphilis)

250/100K LB

Path to Elimination Validation

ÅÓ90% HepB3 infant 

vaccination

Å Implementation of universal 

timely HepB-BD policy

ÅÓ90% HepB3 infant 

vaccination

ÅÓ50% universal timely HepB-

BD

ÅAvailability of antenatal 

HBsAg testing in public sector

Å Ó90% HepB3 infant vaccination

Å Ó90% universal timely HepB-BD

Å >30% antenatal HBsAg testing

PTE is a set of targets for countries which would not otherwise be able to achieve 
case rates at the elimination level due to high background disease prevalence. 
¸ Large and populous countries
¸ High burden countries not likely to achieve elimination targets
¸ The Path to Elimination ( PTE) for recognition of strong programs with substantial 

progress but high background prevalence
¸ Awards on 3 tiers of PTE based on case rates : (i) Gold, (ii) Silver, (iii) Bronze

Qualifying prevalence requirements 
for PTE indicators & targets for HIV, 

syphilis, &/or HB V 

Maternal 

HIV 

prevalence 

>2% 

Maternal 

syphilis 

prevalence 
>1%

HBsAg 

prevalence 

>1% among 

Ò5-year -olds 

and/or general 

population 

prevalence 
>5%.
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Role of WHO in the 

validation process 
ÅWHO leads the coordination of other partners at global, 

regional and national levels to support the validation process.

Å At global and regional levels, WHO serves as the secretariat 

and convener of the validation committees. 

ïThe secretariat operates in partnership with UNAIDS, 

UNICEF, UNFPA and IOM.

Å The WHO country office plays an active role in the validation 

process, specifically:

ïFirst point of contact with the national stakeholders. 

ïIn collaboration with other partners, provides technical 

support to the country for the development of reports.

ïProvides support for and serves as an intermediary 

between the regional level and the NVC.



2025
Brazil (HIV)

2024
Jamaica
St Vincent & 
Grenadines
HIV & Syphilis

Å23 countries have achieved single or dual validation of EMTCT, including on the Path to Elimination (Botswana and 

Namibia). Only 1 country has achieved triple elimination (The Maldives) to date .

ÅOver 60 countries in all six WHO regions have expressed interest in implementation and validation of triple elimination

ÅCountries applying for validation are reviewed by WHO's independent Global Validation Advisory Committee 

(GVAC) according to rigorous criteria.

ÅCountry support is provided to facilitate integration & implementation of triple EMTCT.

2026
Denmark 
(HIV, Syphilis)

National progress on validation of EMTCT



List of countries who have been 

validated for EMTCT

Bahamas (3), 
Turks and Caicos 
(3)







Key actions to accelerate triple elimination

1. Align behind integrated approaches
Å Shared National priority, coordinated national planning, and support integrated ANC - and PHC -based service delivery rather than 

disease -specific models

Å Align technical assistance with national EMTCT / triple elimination roadmaps

Å Promote coherence across HIV, MNCAH, immunization and STI investments

2. Strengthen country capacity where gaps are greatest
Å Invest in syphilis prevention, screening and treatment , hepatitis B birth dose delivery, and HIV prevention and treatment in pregnancy

Å Support laboratory systems, point -of -care diagnostics, and supply chain reliability

Å Build health workforce capacity for integrated service delivery, including task shifting, and strengthen quality assurance me cha nisms 

at facility/end -user level

3. Support data, monitoring and validation
Å Align partner M&E frameworks with WHO-recommended indicators

Å Support countries to prepare for (path to) validation and post -validation sustainability

Å Invest in routine data systems and use of data for quality improvement

4. Advance equity and community engagement
Å Support strategies to reach underserved and marginalized populations

Å Address stigma, discrimination and gender -related barriers

Å Invest in community engagement, demand generation and retention in care

5. Invest in sustainability and long -term impact
Å Support integration of triple elimination into UHC benefit packages and national budgets

Å Coordinate financing to reduce fragmentation and duplication

Å Use elimination milestones to catalyze sustained domestic investment



Synergies: 

EMTCT of HIV, Syphilis, Hepatitis B

GC8 Strategic shift

ÁIntegration : Multi -disease, PHC -anchored

ÁValue for money : High impact, cost -saving

ÁEquity : Reaches women and children early, 
reaching vulnerable populations

ÁSustainability : Embedded in national MCH 
systems

ÁInnovation: Ideal platform for scale -up

ÁSystems strengthening: Data, workforce, 
service delivery



Examples of EMTCT activities in GC8





THANK YOU!



Oriel Fernandes, Senior Director ðGlobal Hepatitis and Triple Elimination

Ashley Kallarakal, Senior Program Manager ðGlobal Diagnostics

CHAI GC8 Resource Toolkit -

Deep dive on EVT Resources



1. Announced by GFATM in Q4 2024 webinar. Data reflects ~85% of country demand; based on intended (not confirmed) procurement ; i ncludes commodity costs only (testing + treatment), excluding non -commodity costs. 

Evolution of GFATM Policy for 

TE and Hepatitis Integration

Scale-up of HIV PMTCT 

services

2002

Inclusion of syphilis PMTCT2014

GC7 policy expands to 

inclusion of HBV PMTCT 

services within TE approaches 

2022

Inclusion of HCV co-infection 

services among PLHIV
2015

Strong recommendation for 

comprehensive harm 

reduction incl. prevention and 

hepatitis services

2020

CHAI support through GC7

Sharing resources and creating advocacy tools , e.g., summarizing the policy scope

Engaging with various stakeholders e.g., HIV & Hepatitis leads, working groups and 

community groups

Supporting discussions on the funding opportunity and brainstorming context -relevant 

funding requests

Supporting application drafting e.g., target setting, costing, narrative writing and review

CHAI shared policy 

summaries with 21 

LMICs,16 of which 

included hepatitis B 

PMTCT components 

integrated within 

triple elimination 

approaches

Funding application included for HBV PMTCT as part of TE

Lessons from Grant Cycle 7



CHAIõs Grant Cycle 8 Resource Toolkit

What does it do?

Å Help users understand 

what is eligible for 

support under GC8

Å Translate policy into 

actionable asks

Å Navigate the GC8 

application process

Who is it for?

Å Application leaders

Å Technical partners

Å Advocates for VH, HR 

or TE

What is in it?

GUIDING DOCUMENT
Section 1: Why this matters, GC7 

lessons, what changed in GC8

Section 2: GC8 guidance by 

population group and for RSSH

Section 3: GC8 process and getting 

your ask into the application

RESOURCES
1. Readiness Scorecard 

2. Country Assessment Template 

3. Sample Advocacy Language 

4. Costing and Budgeting Guide 

5. GC7 Country Illustrations 

6. Triple Test Considerations 

7. Module and Activity Mapping



Similar tables are available for PLHIV, and people who use 

drugs and other key and vulnerable populations

Snapshot of Summary Tables of GC8 Support 
Pregnant women, breastfeeding women and infants



CHAIõs GrantCycle 8 Resource Toolkit
Templates & References

Ready-to -use templates

1. Readiness Scorecard: set ambition and PE anchor(s), applied 

separately by population

2. Country Assessment Template: translate positioning into a 

defensible package with a financing map

3. Sample Advocacy Language: narrative for CCM justification, 

TRP response, and clarification questions

4. Costing and Budgeting Guide: practical costing framework

Reference materials

5. GC7 Country Illustrations: what worked across Africa and Asia

6. Triple Test Considerations: introduction planning, incl. product 

landscape, PQ timelines, and decision framework

7. Module and Activity Mapping: table of interventions lifted from 

GF Modular Framework and HIV Prioritization documents

Deep dive follows



Based on direct engagement with ministries of health and national programs across 16 

countries in Africa and Asia we documented: 

Current status: 

Global screening 

trends in ANC 

settings 

Emerging products 

and country 

preferences

Estimated uptake 

and impact

This memo consists of data from: Cambodia, Cameroon, Ethiopia, Ghana, 

India, Indonesia, Kenya, Malawi, Nigeria, Rwanda, Senegal, South Africa, 

Tanzania, Uganda, Zambia, Zimbabwe

Examines the present landscape 

of integrated screening across 

participating countries, 

including national policies, 

coverage trends, and test types 

in use

Reviews the emerging market 

for triple combination tests, 

including product pipeline data, 

WHO PQ status, and country 

feedback on preferred product 

characteristics

Models anticipated introduction 

timelines and demand scenarios 

in light of uncertain funding and 

triple test pricing, estimating 

potential programmatic impact of 

scaling triple combination test 

use in ANC

Å Integrated ANC screening for HIV, 

syphilis, and HBV is achievable today 

using existing dual and standalone tests 

within integrated workflows

Å GC8 includes integrated triple 

screening as a New Program Essential 

(PE11)ðand GC8 guidance lists both 

current integrated screening 

approaches and the introduction of 

triple combination tests as they 

become available

Å 1 triplex test for HIV, syphilis, and HBV 

has WHO PQ and several others are 

expected to have PQ over the course of 

the GC8 implementation period

Planning for integrated screening 

in ANC under GC8

Integrated ANC Screening Memo
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Countries are showing strong interest in triple test adoption. Timelines for uptake will depend on format 

introduced and enabling environment

16/16 countries would consider using a triple combination test to achieve TE screening goals

7/16

countries

will consider a 3 -lane 

combination test

10/16

countries

will consider a 2 -lane 

combination test

13/16

countries

will consider a 1 -lane 

combination test

Simpler formats are preferred ñbut all 

formats hinge on resolving the same four 

questions

Acceptability: How 

easy is the test for 

health care workers 

to use, read, and 

interpret?

Performance: Do 

combined test lanes 

affect diagnostic 

accuracy?

Efficiency: What will 

simplify service 

delivery and health 

systems? 

Affordability: What 

can domestic and 

donor budgets 

accommodate?

Emerging products and country preferences



Planning for triple test transition requires deliberate action across product selection , procurement , and 

introduction activities ; GC8 is a timely opportunity to fund and plan for this

CHAI's toolkit provides practical guidance to help countries navigate product selection, procurement 

forecasting, and introduction planning for triple test transition within GC8

Overview Product landscape Planning for transition Key considerations 

1. Should we plan to transition to triple testing for integrated ANC screening during 

GC8? 

2. Which product(s) should we select? 

3. When can we realistically transition? 

4. How do we budget and forecast procurement? 

Planning for integrated screening in ANC in GC8



Planning for transition ðkey decisions

Maintain current mix Plan for introduction Early adoption

Performance HCW considerations Cost Value for money

Programmatic activitiesCommodities
Key 

costs 

Should we plan to transition to triple testing for integrated ANC screening during GC8? 

Which product(s) should we select? 

When can we realistically transition? How do we budget and forecast procurement? 

Triplex guidance overview

1

2

3 4



Core countries

ÅNigeria

Å India

Å Indonesia*

Target focus countries

ÅUganda

ÅRwanda

ÅEthiopia

ÅMozambique

ÅSouth Africa

ÅCambodia

CHAI is currently providing support on EVT across several countries; 
please reach out with any questions or if helpful to discuss further

*Planning for program in progress



The Case for Action

CONGENITAL SYPHILIS CAUSES 390,000+ ADVERSE BIRTH OUTCOMES ANNUALLY

150,000

stillbirths and early
fetal deaths

70,000

neonatal deaths

115,000

congenital
syphilis cases

55,000

preterm births

53%

of adverse outcomes occur in women who 
attended ANC but were never tested for syphilis

16%
of adverse outcomes occur in women who 
attended ANC and tested positive for syphilis but 
were never treated



The Solution

THE INTERVENTION

DUAL HIV/SYPHILIS TEST

һ $0.84 per test, $0.04 more than the single HIV test countries 
already procure

һ Same fingerstick, 20-minute result, same health worker, no 
additional visit

BPG TREATMENT

һ Single injection, same-day treatment. $0.39-$3.19 per dose 
(UNICEF Supply Catalogue)

һ Prevents 97% of congenital syphilis cases, 82% of stillbirths, 80% 
of neonatal deaths, and 64% of preterm births (Blencowe et al., 
2011)

COST-EFFECTIVENESS

һ Antenatal syphilis screening ranked most cost-effective among 14 
comparable interventions across 128 countries (Silke et al., 2024)

THE OPPORTUNITY

һGC8 HIV Prioritization Guidance (April 
2026) explicitly endorses dual tests as 
the first-line ANC test

һGC8 (2027-2029) is the last full Global 
Fund cycle before WHO's 2030 triple 
elimination validation assessment

һThis toolkit was built for countries 
wanting to integrate or expand 
syphilis screening and treatment at 
scale



GC8 Syphilis Toolkit
Incorporating dual HIV/syphilis tests (and/or triple tests where feasible) and BPG treatment into GC8 (2027ҭ2029) 
applications

WHAT IT INCLUDES

01

User Guide

How the tools fit together 
and how to sequence them 
within the GC8 application 
timeline

PRODUCES

Application timeline + tool 
sequencing

02

Integration Checklist

Phase-by-phase task list 
covering every action 
required to include dual tests 
and BPG in a GC8 application

PRODUCES

Task list + pre-submission 
cross-check

03

Quantification Calculator

Excel-based commodity 
planning tool for dual/triple 
tests and BPG across a 
three-year grant period

PRODUCES

3-year quantities, landed cost 
budget + scenario analysis

04

Impact Evidence Package

Published evidence 
organized by GC8 proposal 
section, with narrative 
templates and a one-page 
Evidence Brief

PRODUCES

Proposal-ready templates + 
one-page Evidence Brief



Syphilis Integration Checklist

CONTENT

һ Checklist with actions for each 
application phase

һ Links to tools and resources for actions 
where available

һ Includes placement guidance for 
dual/triple tests and BPG across all 
required application sections

һ Pre-submission cross-check to verify 
consistency before submission


