IUSTI Europe
	#
	Category
	Recommendation
	Strength (circle one)
	Certainty of Evidence (circle one)
	Comments

	Recommendation Strength:  STRONG = desirable effects clearly outweigh undesirable effects.  WEAK = desirable effects probably outweigh undesirable effects, but there is uncertainty.
	Certainty of Evidence:
++++  High certainty — true effect close to estimate
+++O  Moderate certainty — true effect probably close
++OO  Low certainty — might be markedly different
+OOO  Very low certainty — probably markedly different

	1
	Screening & Case Finding
	Routine syphilis tests should be performed on all pregnant women, blood/organ donors, and all higher-risk groups (newly diagnosed STI patients, PLHIV, HIV-PrEP users, hepatitis B/C patients, those with clinical features of early or late neurosyphilis, individuals with history of commercial sex work, MSM with condomless sex with multiple partners, any person engaging in higher-risk sexual behaviour). Screening should also be offered to all attendees at sexual health clinics.
	X  STRONG
☐  WEAK
	X  ++++
☐  +++O
☐  ++OO
☐  +OOO
	

	2
	Laboratory Diagnosis
	Darkfield examination (DFE) is no longer recommended for routine diagnosis, given the availability of PCR.
	X  STRONG
☐  WEAK
	X  ++++
☐  +++O
☐  ++OO
☐  +OOO
	

	3
	Laboratory Diagnosis
	PCR testing is the preferred method for direct detection of T. pallidum.
	X STRONG
☐  WEAK
	X  ++++
☐  +++O
☐  ++OO
☐  +OOO
	

	4
	Laboratory Diagnosis
	A person with positive serological tests for syphilis (STS) should be investigated and treated for syphilis unless previous adequate treatment is documented and there has been no subsequent sexual exposure.
(Current: 1, D)
	X  STRONG
☐  WEAK
	X  ++++
☐  +++O
☐  ++OO
☐  +OOO
	

	5
	Laboratory Diagnosis
	Point-of-care tests (POCTs) are not recommended for routine use where appropriate laboratory diagnostics are available. They are useful for on-site testing of outreach populations and in antenatal settings where women with no confirmed syphilis test can be tested before delivery.
(Current: 1, D)
	X  STRONG
☐  WEAK
	X  ++++
☐  +++O
☐  ++OO
☐  +OOO
	

	6
	Laboratory Diagnosis
	A treponemal test (TT)-based screening algorithm, using preferably an automated EIA/ELISA/CLIA as the primary screening test, is recommended for large, well-resourced European laboratories.
	X  STRONG
☐  WEAK
	X  ++++
☐  +++O
☐  ++OO
☐  +OOO
	

	7
	Laboratory Diagnosis
	When a TT is used alone for primary screening, a positive result should be followed by a reflex semiquantitative lipoidal antibody test. In patients with a positive TT and a negative lipoidal antibody test with no suspicion of very early syphilis, both tests should be repeated after 1 month.
(Current: 1, B / 1, D)
	X  STRONG
☐  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	8
	Laboratory Diagnosis
	A reflex confirmatory test using TPHA or TPPA should be performed when CLIA or EIA (which have suboptimal specificity in low-prevalence populations) are used as primary screening tests.
(Current: 1, C)
	X  STRONG
☐  WEAK
	X  ++++
☐  +++O
☐  ++OO
☐  +OOO
	

	9
	Laboratory Diagnosis
	If a lipoidal antibody test is used alone for primary screening, a positive result should be confirmed with a reflex TT on the same serum. If titres were not initially obtained, the test should be repeated to determine titres.
(Current: 1, B)
	X  STRONG
☐  WEAK
	X  ++++
☐  +++O
☐  ++OO
☐  +OOO
	

	10
	Laboratory Diagnosis
	When both a TT and a lipoidal antibody test are used as primary screening tests, the lipoidal antibody test should be performed semiquantitatively whenever screening tests are positive or discrepant.
(Current: 1, B)
	X  STRONG
☐  WEAK
	☐  ++++
X +++O
☐  ++OO
☐  +OOO
	

	11
	Laboratory Diagnosis
	A lipoidal antibody titre should be obtained on the very first day of treatment to provide a baseline for measuring subsequent changes, even if this means repeating a recent test.
(Current: 1, C)
	X  STRONG
☐  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	12
	Laboratory Diagnosis
	Serum should be obtained at 1 month, 3 months, and every 6 months subsequently, using the same lipoidal antibody test in the same laboratory, until the test becomes negative or reaches a sustained low plateau (1:1–1:4 for 1 year in the absence of ongoing risk). Patients with persistent high titres ≥1:8 should remain under follow-up.
(Current: 2, C)
	X  STRONG
☐  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	13
	Laboratory Diagnosis
	In all cases of a positive TT, the lipoidal antibody test should be performed on diluted serum to at least 1:8 (preferably 1:16) to avoid false-negative results due to the prozone phenomenon.
(Current: 1, B)
	X  STRONG
☐  WEAK
	X  ++++
☐  +++O
☐  ++OO
☐  +OOO
	

	14
	Laboratory Diagnosis
	In the presence of a chancre (without clinically overt vesicles), treatment should be administered using a syndromic approach without waiting for laboratory confirmation.
(Current: 2, C)
	☐  STRONG
X  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	15
	Neurosyphilis Investigation
	A complete clinical examination (neurological, ocular and otologic) is recommended in every patient with positive serological tests for syphilis.
	X  STRONG
☐  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	16
	Neurosyphilis Investigation
	Fundoscopy should be performed before lumbar puncture. CT of the brain should be requested if neurological problems are identified.
	X  STRONG
☐  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	17
	Neurosyphilis Investigation
	CSF assessment is NOT indicated in early syphilis (whether HIV-positive or negative) unless there are neurological, ocular, or otologic symptoms.
(Current: 1, A)
	X  STRONG
☐  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	18
	Neurosyphilis Investigation
	CSF assessment IS indicated in: (a) patients with clinical evidence of neurological, ocular or otologic involvement at any stage of disease; and (b) patients with tertiary syphilis (cardiovascular or gummatous).
(Current: 1, C / 1, D)
	☐  STRONG
X  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	19
	Neurosyphilis Investigation
	Routine CSF assessment is NOT recommended in the vast majority of asymptomatic patients.
(Current: 1, D)
	X  STRONG
☐  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	20
	Neurosyphilis Investigation
	CSF assessment may be considered in asymptomatic patients in specific situations: (a) HIV-positive with late syphilis AND CD4 ≤350/mm³ AND/OR serum VDRL/RPR >1:32; (b) serological failure or serofast state after early syphilis treatment; (c) those given alternative (e.g. doxycycline) treatment for late syphilis.
(Current: 2, D)
	☐  STRONG
X  WEAK
	☐  ++++
☐  +++O
X  ++OO
☐  +OOO
	

	21
	Neurosyphilis Investigation
	CSF examination should include total protein, mononuclear cell count, a TT (TPHA/MHA-TP/TPPA), and a lipoidal antibody test (preferably VDRL).
	X  STRONG
☐  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	22
	Neurosyphilis Investigation
	In ocular syphilis, CSF examination is controversial but may help exclude alternative diagnoses. If CSF abnormalities are present and neurosyphilis is diagnosed, appropriate follow-up is required to ensure all markers return to normal.
(Current: 2, C)
	X  STRONG
☐  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	23
	Cardiovascular & Organ Investigation
	Any patient with aortic insufficiency or thoracic aortic aneurysm should be screened for syphilis.
	X  STRONG
☐  WEAK
	☐  ++++
☐  +++O
X  ++OO
☐  +OOO
	

	24
	Cardiovascular & Organ Investigation
	Auscultation should be performed in patients with late latent or tertiary syphilis and in patients with latent syphilis of unknown duration.
	☐  STRONG
X  WEAK
	☐  ++++
☐  +++O
X  ++OO
☐  +OOO
	

	25
	Cardiovascular & Organ Investigation
	Any patient with unexplained panuveitis, anterior uveitis, chorioretinitis, or optic neuritis should be screened for syphilis.
	X  STRONG
☐  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	26
	Cardiovascular & Organ Investigation
	A clinical assessment for ocular involvement should be performed in patients with secondary, early latent, tertiary and late latent syphilis. Referral to an ophthalmologist is indicated if any clinical ocular signs are found.
	X  STRONG
☐  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	27
	Cardiovascular & Organ Investigation
	Any patient with unexplained sensorineural hearing loss, tinnitus, or vertigo should be screened for syphilis.
	X  STRONG
☐  WEAK
	☐  ++++
☐  +++O
X  ++OO
☐  +OOO
	

	28
	General Management
	All patients with syphilis should have a full STI assessment, be tested for HIV and HCV if risk factors are present, and have assessment and vaccination for hepatitis B considered if appropriate.
	X  STRONG
☐  WEAK
	X  ++++
☐  +++O
☐  ++OO
☐  +OOO
	

	29
	General Management
	Azithromycin should NOT be used for treatment of syphilis given widespread macrolide resistance.
	X  STRONG
☐  WEAK
	X  ++++
☐  +++O
☐  ++OO
☐  +OOO
	

	30
	Treatment – Early Syphilis
	FIRST-LINE: Benzathine penicillin G (BPG) 2.4 million units IM (single injection or 1.2 million units in each buttock) on day 1.
(Current: 1, B)
	X  STRONG
☐  WEAK
	X  ++++
☐  +++O
☐  ++OO
☐  +OOO
	

	31
	Treatment – Early Syphilis
	Lidocaine 1% solution (without epinephrine) may be used to replace part of the diluent (0.5–1 cc) to reduce injection discomfort. Patients should be kept for 30 minutes after injection.
	☐  STRONG
X  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	32
	Treatment – Early Syphilis
	SECOND-LINE (if BPG unavailable): Procaine penicillin 600,000 units IM daily for 10–14 days.
(Current: 1, C)
	X  STRONG
☐  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	33
	Treatment – Early Syphilis
	BLEEDING DISORDERS or PENICILLIN ALLERGY / PARENTERAL TREATMENT DECLINED: Ceftriaxone 1g IV daily for 10 days OR Doxycycline 200 mg daily orally for 14 days.
(Current: 1, C)
	X  STRONG
☐  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	34
	Treatment – Late Syphilis
	FIRST-LINE (late latent, cardiovascular, gummatous): BPG 2.4 million units IM weekly on days 1, 8, and 15.
(Current: 1, C)
	X  STRONG
☐  WEAK
	☐  ++++
☐  +++O
X  ++OO
☐  +OOO
	

	35
	Treatment – Late Syphilis
	SECOND-LINE (if BPG unavailable): Procaine penicillin 600,000 units IM daily for 17–21 days.
(Current: 1, C)
	X  STRONG
☐  WEAK
	☐  ++++
☐  +++O
X  ++OO
☐  +OOO
	

	36
	Treatment – Late Syphilis
	PENICILLIN ALLERGY / DECLINED: Some specialists recommend penicillin desensitisation as evidence for non-penicillin regimens is weak. Alternative: Doxycycline 200 mg daily orally for 21–28 days.
(Current: 2, D)
	☐  STRONG
X  WEAK
	☐  ++++
☐  +++O
X  ++OO
☐  +OOO
	

	37
	Treatment – Neurosyphilis
	Regimens achieving treponemicidal levels in the CSF should be the treatment of choice; IV therapy is the best option.
	X  STRONG
☐  WEAK
	☐  ++++
☐  +++O
X  ++OO
☐  +OOO
	

	38
	Treatment – Neurosyphilis
	Early ocular syphilis (e.g. uveitis of short duration) may respond to BPG, but this option is NOT recommended.
	X  STRONG
☐  WEAK
	☐  ++++
☐  +++O
X  ++OO
☐  +OOO
	

	39
	Treatment – Neurosyphilis
	FIRST-LINE (neurosyphilis, ocular, otologic): Benzyl penicillin 18–24 million units IV daily (as 3–4 million units every 4 hours) for 10–14 days.
(Current: 1, C)
	☐  STRONG
X  WEAK
	☐  ++++
☐  +++O
X  ++OO
☐  +OOO
	

	40
	Treatment – Neurosyphilis
	SECOND-LINE: Ceftriaxone 1–2g IV daily for 10–14 days OR procaine penicillin 1.2–2.4 million units IM daily PLUS probenecid 500mg four times daily, both for 10–14 days.
(Current: 1, C)
	☐  STRONG
X  WEAK
	☐  ++++
X  +++O
  ++OO
☐  +OOO
	

	41
	Treatment – Neurosyphilis
	PENICILLIN ALLERGY (neurosyphilis): Desensitisation to penicillin followed by the first-line IV benzyl penicillin regimen.
(Current: 1, C)
	☐  STRONG
X  WEAK
	☐  ++++
☐  +++O
X  ++OO
☐  +OOO
	

	42
	Treatment – Pregnancy
	FIRST-LINE (early syphilis in pregnancy): BPG 2.4 million units IM single dose (or 1.2 million units in each buttock).
(Current: 1, B)
	X  STRONG
☐  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	43
	Treatment – Pregnancy
	Pregnant patients should be observed for adverse reactions for 30 minutes after penicillin injection.
	X  STRONG
☐  WEAK
	☐  ++++
☐  +++O
X  ++OO
☐  +OOO
	

	44
	Treatment – Pregnancy
	SECOND-LINE (pregnancy, if BPG unavailable): Procaine penicillin 600,000 units IM daily for 10–14 days.
(Current: 1, C)
	X  STRONG
☐  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	45
	Treatment – Pregnancy
	PENICILLIN ALLERGY IN PREGNANCY: Desensitisation to penicillin followed by the first-line regimen.
(Current: 1, C)
	☐  STRONG
X  WEAK
	☐  ++++
☐  +++O
X  ++OO
☐  +OOO
	

	46
	Treatment – Pregnancy
	In case of a positive TT with a negative lipoidal antibody test during pregnancy, repeat lipoidal antibody test is recommended after one month to exclude very early syphilis.
	X  STRONG
☐  WEAK
	☐  ++++
☐  +++O
X  ++OO
☐  +OOO
	

	47
	Prevention of Congenital Syphilis
	All pregnant women should be screened at their first antenatal visit (first trimester). Serology should be repeated in the third trimester (28–32 weeks) and at delivery in cases of increased risk or high syphilis prevalence settings. Pregnant women with no documented previous test should be tested at delivery.
(Current: 1, C)
	X  STRONG
☐  WEAK
	☐  ++++
☐  +++O
X  ++OO
☐  +OOO
	

	48
	Prevention of Congenital Syphilis
	Treatment of the partner is an essential component of management of syphilis in pregnancy; failure to treat partners is associated with a significantly higher risk of congenital syphilis.
	X  STRONG
☐  WEAK
	X  ++++
☐  +++O
☐  ++OO
☐  +OOO
	

	49
	Treatment – Congenital Syphilis
	All infants born to inadequately treated mothers should be evaluated and treated for congenital syphilis.
	X  STRONG
☐  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	50
	Treatment – Congenital Syphilis
	The following investigations should be performed on all infants believed to be at risk: FBC, LFTs, electrolytes; paired maternal and infant quantitative RPR/VDRL; anti-treponemal IgM; CSF (cells, protein, RPR/VDRL, TPHA/TPPA, T. pallidum PCR); T. pallidum PCR from placenta/CSF/blood/nasopharyngeal swabs; long bone X-rays.
	X  STRONG
☐  WEAK
	☐  ++++
☐  +++O
X  ++OO
☐  +OOO
	

	51
	Treatment – Congenital Syphilis
	FIRST-LINE (congenital syphilis): Benzyl penicillin 100,000–150,000 units/kg IV daily for 10–14 days.
(Current: 1, D)
	X  STRONG
☐  WEAK
	☐  ++++
X  +++O
  ++OO
☐  +OOO
	

	52
	Treatment – Congenital Syphilis
	SECOND-LINE (only if CSF is normal): BPG 50,000 units/kg IM single dose (up to adult dose 2.4 million units) OR procaine penicillin 50,000 units/kg IM daily for 10–14 days if BPG unavailable.
(Current: 1, D)
	X  STRONG
☐  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	53
	Treatment – Congenital Syphilis
	Ceftriaxone for congenital syphilis is recommended by consensus only where penicillin is not available or contraindicated, with close serological follow-up assured.
	☐  STRONG
X  WEAK
	☐  ++++
☐  +++O
X  ++OO
☐  +OOO
	

	54
	Treatment – Congenital Syphilis
	Infants evaluated/treated for congenital syphilis at birth should have 3-monthly RPR follow-up until a sustained 4-fold drop from baseline or RPR-negative. A persistently positive TT at 18 months can be considered evidence of congenital syphilis infection.
	X  STRONG
☐  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	55
	Treatment – Congenital Syphilis
	Ophthalmic and audiology assessment is recommended for all infants considered at risk of congenital syphilis where feasible.
	X  STRONG
☐  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	56
	Treatment – HIV & Transplant
	Treatment of syphilis in people living with HIV (PLHIV) should be given as for individuals without HIV, with careful follow-up to ensure an appropriate serological response.
	X  STRONG
☐  WEAK
	X  ++++
☐  +++O
☐  ++OO
☐  +OOO
	

	57
	Treatment – HIV & Transplant
	Closer follow-up (at 1, 3, 6, 9 and 12 months) is sometimes recommended in PLHIV with markers of poor virological or immunological control (CD4 ≤350/µL, detectable HIV RNA, or no ART).
(Current: 2, D)
	☐  STRONG
X  WEAK
	☐  ++++
☐  +++O
X  ++OO
☐  +OOO
	

	58
	Treatment – HIV & Transplant
	Some experts advocate lumbar puncture in PLHIV irrespective of disease stage where there are markers of poor virological/immunological control, as these features are associated with a 3–6-fold increased likelihood of neurosyphilis.
(Current: 1, A)
	☐  STRONG
X  WEAK
	☐  ++++
☐  +++O
X  ++OO
☐  +OOO
	

	59
	Treatment – HIV & Transplant
	FIRST-LINE (syphilis via solid organ transplant): BPG 2.4 million units IM weekly on days 1, 8, and 15.
(Current: 1, B)
	X  STRONG
☐  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	60
	Treatment – HIV & Transplant
	SECOND-LINE (transplant, if BPG unavailable): Procaine penicillin 600,000 units IM daily for 10–14 days.
(Current: 1, C)
	X  STRONG
☐  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	61
	Treatment – HIV & Transplant
	PENICILLIN ALLERGY (transplant): Doxycycline 200 mg daily orally for 21–28 days.
(Current: 1, C)
	☐  STRONG
X  WEAK
	☐  ++++
☐  +++O
X  ++OO
☐  +OOO
	

	62
	Reactions to Treatment
	Where cardiovascular or neurological involvement (including optic neuritis) exists, inpatient management can be considered. (Current: 2, D)
	☐  STRONG
X  WEAK
	☐  ++++
☐  +++O
X  ++OO
☐  +OOO
	

	62
	Reactions to Treatment
	For prevention of Jarisch-Herxheimer reaction: Prednisolone 20–60 mg daily for 3 days, commencing syphilis treatment 24 hours after starting prednisolone.
(Current: 2, D)
	☐  STRONG
X  WEAK
	☐  ++++
☐  +++O
X  ++OO
☐  +OOO
	

	63
	DoxyPEP
	DoxyPEP (doxycycline 200mg taken within 24–72 hours after condomless sex) appears an appropriate strategy to reduce the risk of syphilis among populations at highest risk, noting it is not suitable for individuals with a contraindication to doxycycline.
	X  STRONG
☐  WEAK
	X  ++++
☐  +++O
☐  ++OO
☐  +OOO
	

	64
	DoxyPEP
	Patients using DoxyPEP should continue to be screened regularly for syphilis, HIV and other STIs including chlamydia and gonorrhoea.
	X  STRONG
☐  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	65
	DoxyPEP
	Patients using DoxyPEP should be tested regularly for syphilis with both treponemal and lipoidal antibody tests.
	X  STRONG
☐  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	66
	Contact Tracing
	All patients with syphilis should be seen for sexual contact notification (patient or provider referral), health education and confirmation of past treatment history.
	X  STRONG
☐  WEAK
	☐  ++++
☐  +++O
X  ++OO
☐  +OOO
	

	67
	Contact Tracing
	For primary syphilis, sexual contacts within the past 3 months should be notified. Notification may need to extend to 2 years for secondary syphilis with clinical relapse or early latent syphilis; longer periods may be required for late latent and tertiary syphilis.
	X  STRONG
☐  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	68
	Contact Tracing
	Immediate epidemiological treatment for sexual contacts should be considered (especially pregnant partners) unless contacts are able to attend regularly for clinical and serological exclusion at 0, 6 weeks, and 3–6 months.
	X  STRONG
☐  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	69
	Contact Tracing
	Serological tests for syphilis should be performed in contacts at the first visit and repeated at 6 weeks and 3–6 months.
	X STRONG
☐  WEAK
	☐  ++++
X +++O
☐  ++OO
☐  +OOO
	

	70
	Contact Tracing
	The HIV PrEP population should be tested for syphilis every 3 months.
	X  STRONG
☐  WEAK
	☐  ++++
☐  +++O
X  ++OO
☐  +OOO
	

	71
	Follow-up & Test of Cure
	Early syphilis: minimum clinical and serological (VDRL/RPR) follow-up at 1 month, 3 months, then 6 and 12 months.
	X  STRONG
☐  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	72
	Follow-up & Test of Cure
	If a fourfold decrease in lipoidal antibody titre does not occur after 6–12 months ('serological failure'), some professionals recommend additional treatment with BPG 2.4 million units weekly for 3 weeks, though no robust evidence for this exists.
(Current: 2, D)
	☐  STRONG
X  WEAK
	☐  ++++
☐  +++O
X  ++OO
☐  +OOO
	

	73
	Follow-up & Test of Cure
	In patients with persistent low lipoidal antibody titres (≤1:4 for >12 months — 'serofast state'), close follow-up is recommended but patients should be considered successfully treated in the absence of ongoing risk. In patients with persistent high titres (≥1:8), CSF assessment should be considered to detect asymptomatic neurosyphilis.
(Current: 2, D)
	☐  STRONG
X  WEAK
	☐  ++++
☐  +++O
x  ++OO
☐  +OOO
	

	74
	Follow-up & Test of Cure
	A treponemal test (TT) may remain positive for life even following effective treatment; appropriate documentation is necessary to prevent unnecessary retreatment.
	X  STRONG
☐  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	75
	Follow-up & Test of Cure
	In HIV-negative late latent syphilis patients with a reactive lipoidal antibody test that remains stable at a low titre (≤1:4), follow-up after treatment is generally not indicated.
(Current: 2, D)
	X  STRONG
☐  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	76
	Follow-up & Test of Cure
	An increase of ≥2 dilution steps (fourfold increase) in lipoidal antibodies in the absence of clinical symptoms suggests reinfection or relapse; treatment should be given according to guidelines for latent syphilis. Patients at high risk of reinfection should be checked frequently, e.g. every 3 months.
(Current: 1, C / 2, C)
	X  STRONG
☐  WEAK
	☐  ++++
X  +++O
☐  ++OO
☐  +OOO
	

	77
	Follow-up & Test of Cure
	Follow-up CSF examination should be performed 6 weeks to 6 months after treatment of neurosyphilis to monitor decrease in white blood cells and proteins.
(Current: 2, D)
	☐  STRONG
X  WEAK
	☐  ++++
☐  +++O
X ++OO
☐  +OOO
	



