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the more modest health inequalities among
the majority of Americans, who have not ac-
quired the personal and social resources asso-
ciated with high status, yet are not deprived.
Our pattern of results suggests that financial
strain and lifestyle behaviors may be more
closely related among those with a lower level
of educational attainment than among those
with a college degree or more. Thus, practi-
tioners need to recognize and address the fi-
nancial obstacles associated with adopting and
maintaining certain positive lifestyle behaviors
among individuals with less education.23 Fi-
nally, eliminating health inequalities in the
population may require a coordinated effort
targeting multiple individual and contextual
factors, such as health behaviors and financial
strain, that contribute to poor health.
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Decreased Congenital
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Congenital syphilis can be prevented by test-
ing pregnant women with a serological test
developed by Wassermann in 1906 and by
treating seropositive women with penicillin,
discovered by Fleming in 1928.1,2 Unfortu-
nately, more than 70 years later, congenital
syphilis is still a leading cause of perinatal
death in many developing countries.3–11

Before 1996, syphilis screening for preg-
nant women in Haiti’s Artibonite region was
done by drawing blood at community dispen-
saries, transporting the blood to a central lab-
oratory, returning test results to the dispen-
sary, and then treating seropositive women at
a follow-up visit. Unfortunately, this central-
ized prenatal screening strategy failed, and
rates of congenital syphilis in the Artibonite
region in 1995 were 550 cases per 100000
live births.9 A decentralized prenatal screen-
ing strategy was implemented in 1996.

METHODS

Hospital Albert Schweitzer (HAS) is a non-
governmental organization that serves
250000 people in Haiti’s rural Artibonite re-
gion with community health workers, dispen-
saries, and a central hospital.12,13 The hospital
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district is divided into 14 rural zones, each
served by a dispensary. Dispensaries are small
structures with no running water, no electric-
ity, and outdoor latrines, and many are inac-
cessible by motor vehicle.

According to HAS and national health sur-
veillance data,14–17 there were 6000 live births
in the Artibonite region in 1995, with a 1.7%
annual increase in live births in subsequent
years. Approximately 80% of pregnant women
in the region attend prenatal services at an
HAS-affiliated dispensary, and more than 90%
deliver at home unattended by medical per-
sonnel. Seroprevalence studies conducted in
1996 and 2000 in the Artibonite demon-
strated constant rates of syphilis seroreactivity
in pregnant women of approximately 6%.9,18,19

In 1996, prenatal syphilis screening was
decentralized. A laboratory for performing
rapid plasma reagin (RPR) tests (Becton Dick-
inson, Sparks, Md) was installed in each dis-
pensary. No building construction was neces-
sary. Solar-generated electricity was stored in
6-V batteries and inverted to alternating cur-
rent for a centrifuge and rotator. Reagents
were stored in a propane-powered refrigera-
tor. Personnel from the local community were
trained to perform qualitative RPR testing. No
new staff was hired, and staff members were
not paid extra for performing tests. The cost
per dispensary for installation and training
was approximately US$3000.

After decentralization, pregnant women at-
tending an HAS-affiliated dispensary for their
first prenatal visit had blood drawn during
the visit and sera were tested on site. Women
whose RPR reactions were positive received
same-day treatment with penicillin adminis-
tered intramuscularly, were given appoint-
ments for subsequent doses, were encouraged
to notify sexual partners, and were given an
appointment for their baby to receive care
after delivery.20

In 1996 each of the laboratories was evalu-
ated by an independent laboratory technician
using a structured evaluation tool. All sera col-
lected on the day of evaluation were returned
to the central laboratory and tested again.
RPR-reactive samples were confirmed with
fluorescent treponemal antibody testing (Bec-
ton Dickinson). For evaluation of clinical prac-
tice, charts of women with a reactive RPR test
during a 1-month period at 6 dispensaries

were reviewed to ensure that women received
same-day treatment with penicillin.

At HAS, diagnosis of congenital syphilis is
made on the basis of clinical criteria, serology,
and radiology. For all years reported, we used
the case definition of the US Centers for Dis-
ease Control and Prevention (CDC).21 (Up-
dated case definitions can also be found at
http://www.cdc.gov/epo/dphsi/casedef.) A
list of all suspected cases was made by cross-
referencing logs of pediatric admission and
discharge diagnoses and laboratory records of
RPR testing. Charts of all suspected cases
were reviewed. The current protocol was ap-
proved by the HAS institutional review board.

RESULTS

Dispensary Laboratories
Between 1996 and 1999, laboratories

were installed and personnel trained in 12 of
the 14 HAS dispensaries. Laboratories were
not installed in 2 dispensaries because of
poor cooperation of dispensary staff. An inde-
pendent laboratory consultant visited each of
the laboratories in 1996 and observed that
staff members were following manufacturer’s
procedures for RPR testing. As part of this
evaluation, 649 serum specimens were re-
peat-tested at the central laboratory. The sen-
sitivity of the RPR tests performed at the dis-
pensary laboratories compared with those
performed at the reference laboratory was
41/41 (95% confidence interval [CI]= 91%,
100%) and the specificity was 606/608
(95% CI=99%, 100%). In a review of clini-
cal practice in 1995, before decentralization,
14 (41%) of 34 pregnant women who tested
RPR positive received no penicillin treatment.
In 2000, 50 (100%) of 50 women who
tested RPR positive received at least one dose
of penicillin (P<.001).

Rates of Congenital Syphilis
During the study period, the total number

of children seen in the HAS outpatient clinic
increased from approximately 5000 in 1995
to 8300 in 1999. The total number of chil-
dren admitted to the HAS inpatient ward in-
creased from 1046 in 1995 to 1114 in 1999.
In 1995, the year before decentralization, 33
cases of congenital syphilis were detected, for
a rate of 550 cases per 100000 live births.

After decentralization, the number of cases of
congenital syphilis decreased to 9 cases in
1997, for a rate of 145 cases per 100000
live births; to 6 cases in 1998, for a rate of
95 cases per 100000 live births; and to 11
cases in 1999, for a rate of 171 cases per
100000 live births. On average, the rate of
congenital syphilis in the 3 years after the in-
tervention was 137 cases per 100000 live
births, a 75% decrease from 1995 (preinter-
vention) rates (P<.001; Figure 1).

DISCUSSION

Congenital syphilis should be targeted for
elimination.22 There is a simple, inexpensive,
and sensitive screening test for pregnant
women, and penicillin is highly effective in
preventing mother-to-child transmission.

Previous studies in developing countries
have shown that centralized screening for syph-
ilis in pregnant women is ineffective and that
decentralization can dramatically improve the
screening process.23–26 Our study shows that a
decentralization strategy is feasible in a remote
rural area with very limited infrastructure. We
believe that if RPR testing can be implemented
in the difficult environment of rural Haiti, then
it can be implemented in most settings.

We documented a 75% decrease in congen-
ital syphilis rates in the Artibonite region after
screening was decentralized. We believe that
the efficiency of same-day RPR testing and
treatment was critical to the success of this in-
tervention. Improved access to testing may also
explain the decrease; however, we do not have
data on the proportion of pregnant women
who received RPR testing before and after de-
centralization and cannot state with certainty
that access improved. Rates of syphilis in preg-
nant women were constant during the study
period. There were no changes in referrals, in
admission procedures, or in fees that would
have prevented children from coming to the
hospital, and the total number of visits and ad-
missions to HAS increased during the course
of the intervention. We do not believe that a
variable unrelated to decentralization could ex-
plain this sudden drop in congenital syphilis
rates. However, as this was an observational
study of decentralization, and not a controlled
study, we cannot exclude the possibility that
another variable may explain the drop.
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FIGURE 1—Cases of congenital syphilis per 100000 live births in Haiti’s Artibonite region in
the year before decentralization of prenatal screening (1995) and the 3 years after
decentralization (1997–1999).

The rate of congenital syphilis in the 3 years
following decentralization, 137 cases per
100000 live births, was significantly lower
than before but still unacceptably high. At
present, the decentralized prenatal syphilis
screening program continues, and community
education is ongoing to encourage all women
to seek prenatal care. HAS staff investigate
every new case of congenital syphilis in an at-
tempt to identify problems and improve the
screening process. The goal is to bring Wasser-
man and Fleming’s discoveries to the poorest
of the poor and to finally eliminate congenital
syphilis from the Artibonite region.
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