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Glossary
BASHH
GB-MSM
GUM
HI-MSM
MSM
PHE
PN
PrEP
SGSS
SHS
STI
U=U
WGS
WHO

British Association of Sexual Health and HIV
Gay and bisexual men who have sex with men
Genitourinary medicine
Heterosexual identifying men who have sex with men
Gay, bisexual and other men who have sex with men
Public Health England
Partner notification
Pre-exposure prophylaxis for HIV
Second generation surveillance system
Sexual health services
Sexually transmitted infection
Undetectable = untransmittable
Whole genome sequencing
World Health Organization
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Summary
There has been a substantial increase in the number of infectious syphilis diagnoses
made in England between 2008 and 2018. Following a gradual increase between 2000
to 2012, new diagnoses of syphilis increased rapidly from 2013 to 2018 (3,344 to
7,541), with an increase of 5.5% between 2017 and 2018. Most (75%) syphilis
diagnoses are made in gay, bisexual and other men who have sex with men (MSM) but
there has also been an increase in the number of diagnoses among heterosexuals
between 2013 and 2018 (775 to 1,391), as well as in cases of congenital syphilis.
There is a need to strengthen public health measures to reduce transmission of
syphilis. National clinical guidelines recommend frequent testing in high-risk MSM [1],
but surveillance data suggests this is not uniformly carried out. There are also concerns
about poor knowledge and awareness of syphilis among MSM [2].
The actions specified in this plan are aimed at clinicians, public health specialists,
specialty societies and commissioners of specialist sexual health services and focus on
the key affected populations.
A successful response to the current increase in syphilis incidence is dependent upon
action that optimises 4 prevention pillars fundamental to syphilis control and prevention:
1. Increase testing frequency of high-risk MSM and re-testing of syphilis cases after
treatment,
2. Deliver partner notification to BASHH standards,
3. Maintain high antenatal screening coverage and vigilance for syphilis throughout
antenatal care.
4. Sustain targeted health promotion.
The detailed actions set out in this report need to be underpinned by maintaining
professional awareness and knowledge of syphilis, by improving epidemiological
intelligence, and by developing diagnostics and research.
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Introduction
There has been a substantial increase in the number of diagnoses of syphilis in recent
years in England. Following a gradual increase in the number of new syphilis diagnoses
between 2000 and 2012, a 126% increase from 3,344 diagnoses in 2013 to 7,541 in
2018 has been seen, including a 5.5% increase between 2017 and 2018. Although this
increase has been seen primarily among gay, bisexual and other men who have sex
with men (MSM), who account for 75% of cases in 2018, increases have also been
seen in the number of diagnoses made among heterosexuals and in the number of
cases of congenital syphilis since 2011 [3, 4].
The large increase in diagnoses, the potentially significant reservoir of undiagnosed
infection associated with unidentified or anonymous sexual partners (limiting the
effectiveness of partner notification), and the epidemiological heterogeneity of the
syphilis epidemic, emphasise the importance of re-evaluating and planning national and
local control and prevention strategies.
A wide range of measures to control transmission already exists, but the continued
increase in cases suggests that these are either not being applied consistently or that
new, additional measures should be considered.
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Background
Syphilis is a complex, multistage disease caused by Treponema pallidum subspecies
pallidum. When left untreated, syphilis can result in severe cardiovascular, ocular and
neurological complications. Infectious syphilis is also associated with an increased risk
of HIV transmission.
Syphilis is commonly transmitted by direct contact with an infectious lesion during
sexual intercourse, however transmission can also occur through nonsexual contact,
such as blood transfusion or vertical transmission. If left untreated, syphilis transmitted
from mother to child can lead to serious morbidities including late foetal loss and low
birth weight, as well as stillbirth and neonatal death [5].

Clinical presentation and outcomes
The clinical presentation of syphilis is divided into three stages: primary, secondary, and
tertiary, and is most infectious in primary and secondary stages of infection [6].
Primary syphilis: Typically, primary syphilis is characterized by a painless ulcer
(chancre) which usually occurs in genital sites but, in approximately one-third of cases
seen in MSM, may be at extra-genital (anal, rectal, or oral) sites. Transmission occurs
through direct contact with the chancre.
Secondary syphilis: If left untreated, 25% of patients will develop signs of secondary
syphilis, a systemic disease resulting from the dissemination of treponemes through the
body accompanied by a symmetrical maculopapular rash involving the palms and soles.
Latent stage and tertiary syphilis: Secondary syphilis will resolve spontaneously in 3
to 12 weeks and all untreated cases will go on to latent infection for weeks to years with
one-third developing signs and symptoms of tertiary syphilis. Latent syphilis, when T.
pallidum is still present in the body, is divided into ‘early’ (within 2 years of primary
infection) and ‘late’ (more than 2 years after primary infection). Manifestations of tertiary
syphilis include lesions of the skin, bone, viscera, the central nervous system and
cardiovascular systems.
Congenital syphilis: Congenital syphilis occurs when women with syphilis vertically
transmit the infection to their foetus during pregnancy. It is estimated that up to 40% of
babies with congenital syphilis may be stillborn or die as a newborn [5]. Congenital
syphilis causes a variety of symptoms after birth, including jaundice, severe anaemia
and neurological complications [6].
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Recent syphilis incidence in England
Since 2000 the epidemiology of syphilis and other sexually transmitted infections (STI)
has changed significantly, influenced by behaviour change among MSM [7-11].
Between 2008 and 2018, diagnoses increased by 162% (2,874 to 7,541) rising by 5.5%
between 7,149 in 2017 and 7,541 in 2018 (Figure 1). The increase in men, especially
MSM has accelerated since 2013.
Figure 1. Diagnoses of syphilis (primary, secondary & early latent), by gender and male
sexual orientation, England: 2008 to 2018

Data source: GUMCAD STI surveillance System [12].

Geographical hotspots
The current rise in diagnoses has been characterised by outbreaks and clusters in
London, Manchester and Brighton [11], with London having the greatest incidence and
absolute number of cases. The clusters also show substantial variation in case
characteristics by proportion with diagnosed HIV-coinfection, sexual orientation, age,
country of birth and stage of infection. Local intelligence is essential to guide public
health investigation, determine outbreak characteristics, and evaluate local control and
prevention strategies.
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Populations at risk
Gay, bisexual and other men who have sex with men
In 2018, 75% of diagnoses of infectious syphilis were in MSM, after a 1.5% increase
between 2017 and 2018 [13]. The rise in syphilis diagnoses in MSM is related to the
increase in reported number of condomless anal intercourse partners, together with
behaviours such as sex parties (group sex) facilitated by geospatial social networking
applications, and ‘chemsex’ [14-16].
The number of syphilis diagnoses in MSM who are HIV negative or of unknown HIV
status is around 6 times higher than in MSM with prior awareness that they are living
with HIV at the time of syphilis acquisition (Figure 2). The situation is reversed when
syphilis diagnoses are expressed as population rates (Figure 3) [13].
The higher syphilis incidence in MSM with prior awareness that they were living with
HIV when their syphilis was acquired may reflect increases in condomless anal sex and
behavioural changes associated with the evidence of treatment effectiveness for
preventing HIV transmission (ie. Undetectable=Untransmittable; “U=U”) [17, 18]. The more
recent effect in England of HIV pre-exposure prophylaxis (PrEP) scale-up on syphilis
incidence in high-risk MSM is the subject of intense study [7, 19, 20].
Figure 2. Diagnoses of syphilis (primary, secondary & early latent), by sex, risk group
and awareness of HIV status when syphilis acquired, England: 2013 to 2018
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Figure 3. Rates of syphilis (primary, secondary & early latent), by risk group and
awareness of HIV status when syphilis acquired, England: 2013 to 2018
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Data sources:
GUMCAD and Country and PHE region HIV data tables: https://www.gov.uk/government/statistics/hiv-annual-data-tables.[12]
Notes: i) The population denominator for heterosexual women is based on the difference between all women and the estimated total
number of women who have sex with women exclusively (WSW). The proportion of WSW is estimated using Natsal-3 data (0.89%
of women aged 16-74 years; unpublished data: at least one same-sex partner in the last 5 years and no different-sex partners in the
same time period); ii) The proportion of men who are men who have sex with men (MSM) is estimated using Natsal-3 data (2.6% of
men aged 16-74 years [21]; iii) The number of MSM seen for HIV care that reside in England (from 'Prevention groups HIV data
tables': https://www.gov.uk/government/statistics/hiv-annual-data-tables); iv) Rates of diagnoses in women who have sex with
women are excluded due to small numbers.

Heterosexual-identifying MSM
Heterosexual-identifying men who have sex with men (HI-MSM) are men who have sex
with other men and with women, who do not report identifying as gay or bisexual.
Although the number of diagnoses made in heterosexual men and women is
considerably lower than that seen in gay and bisexual men who have sex with men
(GB-MSM), diagnoses in these groups increased by 63% and 35%, respectively,
between 2013 and 2018 (Figures 2 & 3) [13]. The greater number of diagnoses and
higher diagnosis rate seen in heterosexual men compared to women may in part be due
to HI-MSM. HI-MSM men may be less likely to engage with prevention messages
targeted to gay and bisexual men. They may also be reluctant to access sexual
healthcare services [22, 23], and as a result may be less aware of their risk of acquiring
STIs, HIV and other virus infections.
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Recent STI outbreak investigations suggest behaviourally bisexual men may contribute
to sustained transmission between heterosexual and MSM networks [24-27].

Pregnant women and their babies
Syphilis screening coverage in pregnancy is over 99% at present [28]. Nevertheless,
while the UK incidence of congenital syphilis is below the World Health Organization
(WHO) elimination threshold (≤0.5/1000 live births) and measures of health service
provision recommended by WHO have been achieved, congenital syphilis continues to
present a complex clinical, social and public health problem [5]. Recent cases of
congenital syphilis have been born both to women who encountered barriers to
antenatal care and to women who acquired syphilis following a first trimester antenatal
screen negative syphilis test. Between 2010 and 2017, 21 cases of congenital syphilis
were reported in England [3, 4]. A small number of cases have been seen over recent
calendar years: 10 (2010/11), 4 (2012/13), 1 (2014/15) and 6 (2016/17(January). Of the
21 mothers involved, 9 women had a record of antenatal screening of whom 7
(including 4 reported in 2016/17) had a negative test at their first trimester antenatal
screen, suggesting they were infected during the progress of their pregnancy.

Diagnostic testing and reference services
Syphilis has a wide range of clinical presentations. Although most cases are diagnosed
and managed in specialist sexual health services (SHS), the infection may also be
diagnosed in other clinical specialities such as dermatology, dentistry, general medicine
and obstetrics and gynaecology.
Diagnosis is made through a combination of clinical assessment and laboratory tests.
Laboratory testing is usually carried out in local clinical laboratories; PHE National
Infection Service Clinical Services Unit provides reference testing and expert advice to
NHS laboratories and clinicians about the diagnosis and interpretation of laboratory
results.

Surveillance and monitoring
Surveillance of syphilis and monitoring of syphilis screening is carried out by PHE and
collaborators:
•
•
•

all syphilis tests and diagnoses at SHSs are collected through the GUMCAD STI
Surveillance System
the Infectious Diseases in Pregnancy Programme collects antenatal screening for
syphilis data from all maternity providers in England
NHS Blood and Transplant/PHE Epidemiology Unit collates data from the screening
of all blood, tissues and organ donations in England
11
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•

all primary diagnostic labs in England are requested to report all syphilis screening
and diagnostic serology tests to PHE via the Second Generation Surveillance
System

Special local and national data collections have been undertaken over the past twenty
years to enhance surveillance. PHE National Infection Services provides detailed
guidance on the multidisciplinary expertise and collaboration required to investigate,
manage and control an STI outbreak or incident [29]. A toolkit of agreed questions to be
used in STI outbreak investigation has been developed and is available for use in local
and national investigations.a

a

Available from the PHE Field Service Portal (requires PHE user login).

12

Addressing the increase in syphilis in England: PHE action plan

Actions
The continued increase in syphilis cases together with the potential for severe disease
necessitate a strengthening of preventive measures. Success is dependent upon
optimising the following four pillars that are essential to syphilis control and prevention.
These need to be underpinned by maintaining professional awareness and knowledge
of syphilis, by improving epidemiological intelligence, and by developing diagnostics and
research.
The wider population of heterosexual men and women should be offered a full sexual
health screen when clinically appropriate and especially when attending sexual health
services.

Pillar 1: Increase testing frequency of high-risk MSM and re-testing of
syphilis cases after treatment
1. More syphilis testing of high-risk MSM is required to ensure new infections are
treated promptly and reduce incidence. High-risk MSM (such as. those having
condomless sex with new or casual partners) should be tested every 3 months for
syphilis as part of a full STI screen as recommended by HPA in 2012 [30] and
BASHH in 2014 [31] and 2016 [1].
2. Clinicians and health care workers should be alert to the increased risk of syphilis
infection in MSM living with HIV. This group should be treated according to BHIVA
standards and guidelines [32]. Those receiving HIV care should be tested at each
six-monthly routine visit and should be referred to local SHS for additional testing at
the intervening three-month timepoints.
3. From November 2019 onwards, PHE will be including syphilis testing within its
National HIV self-sampling service, which is available through an online portal
[www.freetesting.hiv] for persons at higher risk of HIV infection. Local authorities
who participate in this HIV self-sampling commissioning framework are encouraged
to include dual syphilis and HIV testing as well.
4. MSM taking PrEP should be provided with information about STIs, including facts
about syphilis and the need for regular and repeat syphilis testing, in all PrEPrelated material that is delivered in clinics, venues and online. PrEP service
providers and clinicians should make every contact count to raise awareness of
syphilis prevention, including condom usage, testing and treatment.
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5. Syphilis testing recommendations for HI-MSM are similar to those described above
for GB-MSM, but will require different approaches to raise awareness, provide
information and encourage regular testing.
6. Individuals treated for syphilis must have repeated serological testing to monitor
outcome in line with BASHH guidelines [33].
7. Systematic recall of high-risk MSM should be maximised using technological
solutions such as SMS, smart phone applications and e-notifications. Sexual health
and HIV services should utilise these techniques to provide regular testing
reminders to high-risk MSM and increase the uptake of testing.
8. Sexual Health Commissioners should specify meeting the relevant BASHH and
BHIVA standards in contracts for sexual health and HIV care services. They should
also commission services that provide syphilis test reminders for high-risk MSM.
9. National and local audits should be undertaken to monitor service delivery against
current BASHH standards. Information on best practices for delivering high quality
care should be shared widely.

Pillar 2: Deliver partner notification to BASHH standards [34-36]
Specialist skills in gathering detailed, sensitive information, are required for effective
partner notification (PN). Guidance on the resources required and standards to which
PN should be carried out are provided by professional bodies [34-36]. As the ways in
which people meet their sexual partners change, particularly with the move to using
social media and geospatial social networking applications, methods used to deliver PN
need to adapt and develop.
1. Close working relationships and protocols, including use of a multidisciplinary
approach to ascertaining and managing partners, should bring together clinicians in
all relevant specialities to ensure that necessary partner testing and treatment is
completed.
2. Service providers and clinicians undertaking notification of male partners of female
syphilis cases should specifically inquire about sex (including oral sex) with other
men in those identifying as heterosexual.
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Pillar 3: Maintain high antenatal screening coverage and vigilance for
syphilis throughout antenatal care
1. Screening for syphilis, offered and recommended to all pregnant women in early
pregnancy at their first appointment for antenatal care, should be maintained at the
PHE Screening standards (acceptable 95% coverage; achievable 99%) [28]. At any
stage of pregnancy, women presenting with symptoms consistent with an STI
should be offered a full STI screen including another syphilis test.
2. Further syphilis testing in the later stages of pregnancy should be offered to women
whose apparent risk of acquiring an STI has changed during the pregnancy.
Examples of such changes to be vigilant for include injecting drug use, sex work, a
partner with a diagnosed STI, or a known male bisexual partner [33, 37].
3. All those involved in the clinical care of women diagnosed with syphilis during
pregnancy should ensure close working relationships and protocols, including use
of a multi-disciplinary team approach to ensure all necessary testing and treatment
are completed. Care pathways for pregnant women infected with syphilis should be
implemented. BASHH provides a birth plan for mothers infected with syphilis which
should be followed [38]. As part of this process a neonatal alert should also be
applied so that mother and babies are assessed at birth [38].
4. Partners of women who test positive for syphilis should be strongly recommended
to get tested with a full STI screen and treated epidemiologically for syphilis. In
particular, service providers and clinicians delivering PN need to be aware of the
link in some cases between heterosexual and MSM sexual networks through HIMSM, and should specifically enquire about sex with other men, including oral sex.

Pillar 4: Sustain targeted health promotion
1. Simple sexual health promotion messages to improve awareness and knowledge of
syphilis, condom use, and access to testing and treatment services, are the
mainstay of STI prevention in the general population. More targeted messages and
interventions are provided to those groups at higher risk of infection; to date these
have mainly focused on messages to GB-MSM. Adaptation of this messaging will
be required when targeting health messages to HI-MSM [22, 39].
2. Risk-reduction counselling of patients attending sexual health clinics who are at risk
of, or diagnosed with syphilis, is essential for preventing infection or reinfection and
has been shown to be effective for reducing STI incidence [40-42]. Advice should be
provided about routes of transmission, symptoms, complications and treatment.
Providing advice about preventing re-infection is a key aspect of syphilis control and
should be included in the routine management of individual cases.
15
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3. MSM should be made aware about routes of transmission, symptoms, testing,
treatment and cure. The importance of repeat testing, as part of a full STI screen
should be emphasised as well as general safe sex messages such as correct
condom usage. Health promotion messages and delivery methods should be
reviewed with stakeholders in the light of best available evidence.
4. Collaboration with community groups about PrEP-related health promotion should
ensure inclusion of information about syphilis testing.
5. Understanding the local population, in particular of vulnerable groups, and settings
where risks of transmission are higher, is essential to ensure that local interventions
and campaigns to raise awareness and promote increased testing are culturally
appropriate and targeted effectively.

Maintain medical professionals’ awareness and knowledge of syphilis
1. Challenges in syphilis diagnosis occur because cases may present with nonspecific symptoms, or to non-STI specialist services, which may delay diagnosis.
Health professionals engaging with MSM, pregnant women and young children
should be alert to recognising the signs and symptoms of all stages of syphilis.
2. Professional bodies should ensure clinicians and medical professionals are aware
of the various presentations of syphilis, and where to find additional information on
diagnosis, treatment and partner notification. The Royal College of Paediatrician’s
Infant Branch’s new guidance on infection testing in neonates and infants is in
preparation. A list of resources from professional organisations is provided in the
Appendix.

Improve and share epidemiological intelligence
1. PHE collects routine surveillance data on STIs via the GUMCAD STI Surveillance
System. This includes syphilis tests and diagnoses made in all commissioned SHSs
in England. Improvements to GUMCAD are being implemented in 2019 which will
include more detailed information on behavioural risk factors, clinical presentation
and complications of syphilis infection such as ocular and otosyphilis.
2. Local cluster and outbreak investigations should ensure that locally relevant risk
factor information is collected, enhanced by routinely collected data, and that
findings are shared to inform development and local implementation of public health
interventions [29].
3. PHE is implementing enhanced national surveillance of congenital syphilis cases,
with support from relevant clinical and professional bodies, to maximise case
16
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ascertainment. The data will be explored to better identify predictors of maternal
syphilis and neonatal transmission.
4. Contracts with providers of sexual health services, HIV care services and antenatal
screening services should specify the requirement that suitable data are collected
and reported to the appropriate surveillance and monitoring systems.

Diagnostics and research
1. Local laboratories should consider accessing PCR testing of swabs taken from
suspected syphilis lesions, which is now available.
2. A syphilis serum bank has been established at PHE Colindale which provides a set
of reference samples for quality assurance and against which new diagnostic tests
could be validated.
3. Surveillance data should be investigated to measure the positive predictive value of
syphilis infection indicators in MSM, especially in those taking PrEP.
4. Whole genome sequencing (WGS) should be used to explore the genetic diversity
of syphilis in England, provide insight into transmission between and within sexual
networks, and identify associations with drug resistance and infection complications
[43].
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Appendix: Professional resources
Royal College of General Practitioners
Sexually Transmitted Infections in Primary Care
https://www.rcgp.org.uk/clinical-and-research/resources/a-to-z-clinical
resources/sexually-transmitted-infections-in-primary-care.aspx
Sexual Health in Primary Care e-learning
http://elearning.rcgp.org.uk/course/info.php?id=179&popup=0

British Association for Sexual Health and HIV
2013 UK national guideline for consultations requiring sexual history taking
https://www.bashhguidelines.org/media/1078/sexual-history-taking-guideline-2013-2.pdf
2016 United Kingdom national guideline on the sexual health care of men who have sex
with men.
https://www.bashhguidelines.org/media/1162/MSM-2016.pdf
2015 BASHH CEG guidance on tests for Sexually Transmitted Infections
https://www.bashhguidelines.org/media/1084/sti-testing-tables-2015-dec-update-4.pdf
Recommendations for Testing for Sexually Transmitted infections in Men who have Sex
with Men
https://www.bashhguidelines.org/media/1083/bashh-recommendations-for-testing-forstis-in-MSM-final.pdf
UK national guidelines on the management of syphilis 2015
https://www.bashhguidelines.org/media/1148/uk-syphilis-guidelines-2015.pdf
Syphilis in Pregnancy
https://www.bashhguidelines.org/media/1036/sts_pil_digital_2016.pdf
Syphilis Birth Plan
https://www.bashhguidelines.org/media/1196/syphillis-bp_print_2016_p3.pdf
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Public Health England
Sexually Transmitted Infections (STIs): annual data tables
https://www.gov.uk/government/statistics/sexually-transmitted-infections-stis-annualdata-tables
Sexually Transmitted Infections (STIs): managing outbreaks
https://www.gov.uk/government/publications/sexually-transmitted-infections-stismanaging-outbreaks
GUMCAD STI Surveillance System
https://www.gov.uk/guidance/gumcad-sti-surveillance-system
Congenital syphilis: UK Surveillance
https://www.gov.uk/government/publications/congenital-syphilis-uk-surveillance

Faculty of Sexual and Reproductive Healthcare
Barrier Methods for Contraception and STI Prevention
https://www.fsrh.org/standards-andguidance/documents/ceuguidancebarriermethodscontraceptionsdi/
e-Learning for Sexual and Reproductive Health (eSRH)
https://www.fsrh.org/education-and-training/e-learning-for-sexual-and-reproductivehealthcare-esrh/
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