
430

Gac Med Mex. 2019;155:430-438 

Contents available at PubMed 

www.gacetamedicademexico.com

Date of reception: 23-10-2018

Date of acceptance: 19-03-2019

DOI: 10.24875/GMM.M20000328

Introduction

Treponema pallidum is a bacterium that can cross 
the placenta, and thus a pregnant woman with syphilis 
can present with spontaneous abortion, fetal death or 
premature birth, and the neonate, congenital syphilis 
(CS). CS is a severe form of the condition that can 
occur at any clinical stage of maternal disease, and it 
also depends on the week of pregnancy.1,2

In Latin America and the Caribbean, maternal syph-
ilis and CS constitute a serious public health problem: 
the prevalence of syphilis in pregnant women ranges 
from 0.1 to 7.0 %; 1.7 cases of CS per 1000 live births 
were estimated in 2015.3 For Mexico, the number of 
CS reported cases increased from 43 in 2013 to 121 

in 2017.4 A national survey in Mexico found 6.6 % of 
antibodies against Treponema pallidum in women with 
a history of stillbirths and 2.6 % of antibodies in wom-
en without stillbirths, which suggests an association 
between Treponema pallidum and miscarriage.5 Sev-
eral studies in pregnant women in Mexico have de-
tected a prevalence of syphilis ranging between 
0.26 and 2.3 %.6-9

In 1994, the Pan American Health Organization 
made the first call for the elimination of CS in the 
Americas; in 2009, that organization and the 
United Nations Children’s Fund launched an initiative 
to eliminate mother-to-child transmission (EMTCT) of 
human immunodeficiency virus (HIV) and CS in Latin 
America and the Caribbean; EMTCT-plus was 
launched in 2017, which adds maternal and child 
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elimination of hepatitis B and Chagas disease.10-11 The 
initiative sought to reduce the incidence of CS to 
0.5 cases or less (including stillbirths) per 1000 live 
births for 2015; this goal has been met in 20 nations, 
out of which Cuba was the first to receive validation 
from the World Health Organization. Mexico is one of 
the countries that report progress towards elimination, 
although it has not reached the goal.12

The Pan American Health Organization considers 
implementing rapid diagnostic tests, offering immediate 
treatment and involving the sex partners of patients 
with syphilis, as crucial measures to end mother-to-
child transmission by 2030.12 There are recommenda-
tions in international documents and in various official 
Mexican standards, which provide guidance on proce-
dures related to the prevention, detection and treatment 
of syphilis in pregnant women. The purpose of this 
study is to present an analysis of national and interna-
tional standards, focused on the laboratory diagnosis 
of syphilis in pregnant women as the first step in the 
prevention of vertical transmission of syphilis in 
Mexico.

Method

In the project Longitudinal analysis of determinants 
and design of a comprehensive strategy for the pre-
vention of vertical transmission of HIV and congenital 
syphilis in Mexico, international and national docu-
ments were reviewed in order to identify the interven-
tions involved in the diagnosis of maternal syphilis as 
a measure of CS prevention. A working team, of at 
least three people for each document, read each one 
of the official Mexican standards (NOM – Norma Ofi-
cial Mexicana). Two standards were initially reviewed, 
NOM-007-SSA2-2016, for the care of the woman 
during pregnancy, delivery and puerperium and of the 
newborn,13 and NOM-039-SSA2-2014, for the preven-
tion and control of sexually transmitted infections.14 
These documents refer to additional standards, which 
were reviewed and out of which six were selected, for 
in-depth analysis. The selection criteria were that they 
should contain one of the following terms: syphilis, 
treponema, sexually transmitted infection (STI), sexu-
ally transmitted disease (STD) or HIV.15-20 From the 
review of the first two standards, two schemes were 
generated, where the activities to be performed are 
presented.

Subsequently, the master catalog of clinical practice 
guidelines (CPG), issued by the Ministry of Health, 
was reviewed, where two CPGs were found and 

reviewed: Sexually transmitted diseases in adolescents 
and adults that cause genital ulcers: herpes, syphilis, 
chancroid, venereal lymphogranuloma and inguinal 
granuloma;21 and Diagnosis, treatment and follow-up 
of congenital syphilis at primary and secondary care.22 
Documents of the World Health Organization and the 
Pan American Health Organization were also sought; 
only strategic documents, without operational ele-
ments for the detection of syphilis by laboratory tests, 
were identified. The search was broadened to include 
the Centers for Disease Control and Prevention (CDC) 
of the United States; we found a document that es-
tablishes the procedures related to the prevention, 
diagnosis and treatment of syphilis in pregnant women 
and CS, which was used as an international reference. 
Three activity schemes were generated, correspond-
ing to the diagnosis of syphilis during pregnancy, di-
agnosis of syphilis in newborns of seropositive 
mothers and diagnosis of sexual contacts of people 
diagnosed with syphilis.23

Results

Eight official Mexican standards were analyzed; 
Table 1 describes the key aspects related to syphilis. 
NOM-007-SSA2-2016 algorithm for care during preg-
nancy (Fig. 1) clearly states that syphilis testing should 
be performed in all pregnant women at first contact 
with the health sector or at delivery, if that was their 
first contact. This standard does not specify the type 
of tests for the detection of syphilis, or the treatment 
and follow-up of the newborn or contacts. NOM-039-
SSA2-2014 on STIs (Fig. 2) refers that syphilis diag-
nosis depends on its clinical stage, and indicates the 
type of tests to be performed, as well as the period-
icity of treatment and HIV co-infection follow-up. Ac-
tions for pregnant women with syphilis are established 
and the need for presumptive and confirmatory tests 
at each trimester, even after the delivery, is indicated. 
Treatment is established according to the clinical 
stage, and the criteria to rule out CS are listed, as well 
as the follow-up for presumptive or confirmed cases.

The CPG Sexually-transmitted diseases in adoles-
cents and adults that produce genital ulcers: herpes, 
syphilis, chancroid, venereal lymphogranuloma and in-
guinal granuloma lacks a specific section for pregnant 
women; it mentions evidence and recommendations for 
the diagnosis, management and treatment of ulcerative 
STIs in adolescents and adults. It indicates that every 
pregnant woman should be screened and that a Vene-
real Disease Research Laboratory (VDRL) test with an 
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1:8 titer is suggestive of positivity for syphilis; it refers 
to laboratory tests for the detection of syphilis in symp-
tomatic individuals. The CPG Diagnosis, treatment and 
follow-up of congenital syphilis at primary and second-
ary care defines a probable, confirmed and annulled 
case of congenital syphilis, as well as syphilis-associ-
ated death. It specifies the actions for diagnosis, man-
agement and treatment of CS; the guidelines regarding 
the newborn are detailed; however, they are restricted 
to cases of CS and do not address the pregnant wom-
an, and thus their application has no effect on the 
prevention of syphilis vertical transmission.

The Sexually Transmitted Diseases Treatment 
Guidelines 2015, from the CDC, establish guidelines 
for the detection, treatment and follow-up of STIs; in 
the syphilis during pregnancy section, the guidelines for 
diagnosis during pregnancy, the premises for the fol-
low-up of the newborn and the guidelines for the fol-
low-up of contacts stand out. The use of the reverse 
algorithm is recommended (Fig. 3), which starts with a 
treponemal test, followed by a non-treponemal test and, 
if necessary, a confirmatory treponemal test. In addi-
tion, antibody titers, previous treatments and the feasi-
bility of follow-up of the pregnant woman are considered. 

Table 1. List of official Mexican standards associated with the care of pregnancy and syphilis

Standard Purpose of the standard Content regarding syphilis

NOM‑007‑SSA2‑2016, 
for the care of the woman 
during pregnancy, delivery 
and puerperium and of the 
newborn 

Establishing minimum criteria for medical care of 
the woman during pregnancy, delivery and normal 
puerperium and for the newly born person.

It seeks to prevent syphilis and HIV perinatal 
transmission, through timely detection and treatment. It 
establishes that laboratory testing should be performed 
to detect syphilis in the pregnant woman and prevent 
CS (5.2.1.14.7; 5.2.1.14.8).

NOM‑010‑SSA2‑2018, for 
the prevention and control 
of human immunodeficiency 
virus infection

Establishing and updating the methods, principles 
and operational criteria of activities related to 
prevention and control, which include HIV infection 
detection, timely diagnosis, care and medical 
treatment.

It establishes that childbearing age or pregnant women 
and their sex partners should be offered HIV and 
syphilis screening (5.13‑5.15).
HIV and syphilis screening in pregnant women should 
be carried out at least twice during pregnancy: an initial 
test within the first 12 weeks of pregnancy or at first 
contact and a second test prior to delivery (6.3.4.2).

NOM‑017‑SSA2‑2012, for 
epidemiological surveillance

Establishing guidelines and operating procedures, 
as well as criteria for the application of 
epidemiological surveillance in diseases, events 
and emergency situations that affect or put human 
health at risk.

It establishes CS as an immediately reportable 
infection (7.12), acquired and congenital syphilis as a 
subject of weekly report (7.14.5.4). CS‑related cases or 
deaths are subject to epidemiological case study (8.1). 
CS requires laboratory confirmation (12.6.3.3).

NOM‑034‑SSA2‑2013. For 
the prevention and control 
of birth defects

Establishing criteria and specifications for the 
prevention, diagnosis, treatment and control of 
birth defects. The main preventable defects or 
those susceptible to early diagnosis are included, 
as well as prevention and control measures that 
may have an epidemiological impact on perinatal 
morbidity and mortality rates.

CS is defined as that infection caused by Treponema 
pallidum that is transmitted from the mother to the child 
via trans‑placental circulation. The use of VDRL or 
rapid tests for prenatal diagnosis and neonatal syphilis 
screening, and FTA‑ABS use in postnatal follow‑up is 
established (8.2.1.)

NOM‑039‑SSA2‑2014, for 
the prevention and control 
of sexually transmitted 
infections

Establishing and standardizing the procedures 
and operating criteria for the prevention and 
control of sexually transmitted infections.

It establishes the guidelines for the detection (diagnostic 
methods), treatment and monitoring of syphilis during 
pregnancy (7.4.5), as well as the criteria for the 
diagnosis of CS in newborns (7.4.5.6).

NOM‑046‑SSA2‑2005, 
family and sexual violence 
and violence against 
women. Criteria for 
prevention and care

Establishing criteria for the detection, prevention, 
medical care and guidance provided to users 
of health services in general, and in particular to 
those who are involved in situations of family or 
sexual violence, as well as for the report of cases.

In case of abuse in pregnant women, assess, among 
others, recurrent genital infections during pregnancy, 
with the support of laboratory and imaging exams and 
special studies (6.2.1.6.)

NOM‑253‑SSA1‑2012, for 
the use of human blood 
and its components for 
therapeutic purposes

Establishing activities, criteria, strategies and 
operational techniques with regard to the use of 
human blood and its components for therapeutic 
purposes.

Syphilis and other transfusion‑transmitted diseases 
are grounds for deferral of blood or blood components 
donation for up to 12 months (6.10.6.3). Guidelines for 
the diagnosis of Treponema pallidum, as well as tests 
that can be used for screening (VDRL/RPR/IC/IEA) and 
confirmation (HA/FTA‑ABS/IF/IMM) (9.4.9)

CS = congenital syphilis, HIV = human immunodeficiency virus, STI = sexually transmitted infections, IC = immunochromatography, IEA = immunoenzymatic assay,  
HA = hemagglutination, FTA‑ABS = fluorescent treponemal antibody absorbed test, IF = immunofluorescence, IMM = treponemal immobilization.
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For CS prevention, the diagnosis should be established 
at first prenatal visit, at week 28 and at delivery; no 
mother or her newborn child should be discharged with-
out a well-documented serologic status. This guideline 
considers that any woman presenting with fetal death 
after 20 weeks should be tested for syphilis.

Any newborn of a syphilis-seropositive mother 
should remain on follow-up. The diagnosis of the new-
born is based on four different scenarios, depending 
on maternal clinical history and physical examination 
of the newborn, as shown in Figure 4. The decision 
on CS treatment considers:

Childbearing age woman
(5.1)

Medical history

Pregnancy
15.2.1.9 < 15-year pregnant
adolescent, carry out deliberate
search for sexual, family or gender
violence. If there are suggestive
data, proceed according to legal
provisions

5.1.1.1 Prevention, Education,
Health Promotion

5.1.1.2 Pre-gestational visit
(risk prevention)

5.2.1.1.1.1. Pregnancy confirmation
(PIE and ultrasound)
5.2.1.1.1.2.1 Complete medical history
5.2.1.14 Request laboratory tests, including
laboratory test for syphilis (5.2.1.14.7) and
offer HIV test (5.2.1.14.8)

5.2.1.14.8 Should be immediately
referred to secondary care or to an
establishment for specialized care

Pregnancy care (5.2)
5.2.1.15 Promote at least 5 prenatal medical appointments, starting at
first 8 weeks of pregnancy and/or positive pregnancy test.
5.1.1.4. Grant educational elements for adequate physiological delivery.
Follow-up in subsequent visits according to NOM section 5.3.
5.3.1.9 Promote exclusive breastfeeding, except in medically justified
cases, including that of an HIV-positive mother

HIV and/or syphilis

Delivery

5.2.1.14.8 Perform HIV and syphilis testing in women who did not
undergo HIV and syphilis screening during prenatal control

HIV and/or syphilis

Delivery care according to NOM 5.5 point
5.5.1 Labor and physiological delivery should be
encouraged, provided there is no medical or obstetric
contraindication

Newborn

Care of puerperium in accordance with the provisions
stated in point 5.6 of the NOM.
5.6.1.8 Physiological puerperium surveillance with at
least 2 medical controls

Care of the newborn in accordance  with the provisions 
established in point 5.7 of the NOM.
5.5.20.4 Record if there are congenital anomalies, diseases,
or injuries.
5.6.1.3 Start of exclusive breastfeeding when health
conditions allow.
5.7.1 The care of the live newly born person implies
assistance at the time of birth, as well as the first review
visit between 3 and 5 days after birth, and the second at
28 days after birth

Puerperium

No

No

No

Yes

Yes

Yes

Figure 1. Algorithm based on official Mexican standard NOM-007-SSA2-2016, for the care of the woman during pregnancy, delivery and 
puerperium and of the newly born person.
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– Identification of syphilis in the mother.
– Proper treatment of the mother.
– Clinical, radiological or laboratory evidence of 

syphilis in the newborn.
– Comparison of antibody titers, maternal versus 

neonatal.
It is important to underscore that this guideline does 

not recommend the use of treponemal serologic tests 
for the newborn, and it indicates that there are no reli-
able IgM tests. Finally, with regard to the follow-up of 
contacts, it is established that sexual contacts of 

persons under treatment should be confidentially 
reported. The follow-up differs depending on the stage 
of the disease and the period between sexual contact 
and syphilis diagnosis. The algorithm considers the 
feasibility of follow-up and the use of serologic tests 
(Fig. 5).

Discussion

To achieve the elimination of CS it is essential to 
have an updated regulatory framework, focused on 

STI diagnosis, including
syphilis

Prevention: Health promotion,
guidance and education to

avoid transmission

Syphilis 6.1 STIs are diseases subject to
epidemiological surveillance and
mandatory report to the nearest
health authority, in accordance with
NOM017SSA22012, for
epidemiological surveillance5.4.5.1 The follow-up of people with  primary and secondary

syphilis should be carried out with quantitative serologic tests at
3, 6 and 12 months. In people with HIV coinfection, serologic
follow-up should be performed at 3, 6, 9, 12 and 24 months,
including VDRL in cerebrospinal fluid at baseline and at
12 months of treatment.

Pregnancy
5.4.5.2 Every pregnant woman
should undergo VDRL or RPR or
immunofluorescence testing for
Treponema pallidum at first prenatal
and postpartum visit.
Health personnel should not
discharge any woman after delivery
without having undergone
VDRL or RPR tests.

5.3.2.3 Reduce the risk of transmission to the newly born child,
in the case of pregnant women and, where appropriate, establish
follow-up and care measures for potentially infected newborns. 

5.4.5.4 Treatment of syphilis during pregnancy should be
carried out according to the clinical stage of the disease.

5.4.5.5 Follow-up should be carried out with quantitative serologic
tests such as VDRL at each trimester and after delivery at 3, 6
and 12 months.

5.4.5.6 The diagnosis of congenital syphilis should be established in:
5.4.5.6.1 Any child who is not born term, whose mother has clinical evidence
consistent with secondary syphilis or with positive or reactive treponemal or
non-treponemal test during pregnancy, delivery or puerperium, who has not
been treated or has been improperly treated, or
5.4.5.6.2 Any child younger than 27 days of age with RPR/VDRL titers 4 times
higher than the mother’s titers or equivalent to a change in two dilutions or more
of maternal titers (e.g., from 1:16 to 1: 4), or
5.4.5.6.3 Any child with one or more clinical manifestations suggesting congenital
syphilis on physical examination and/or radiographic evidence of congenital
syphilis and/or reactive result on a treponemal or non-treponemal test, or
5.4.5.6.4 Any child resulting from a gestation with demonstration of
Treponema pallidum by dark field, immunofluorescence or other specific
coloration or procedure, in injuries, placenta, umbilical cord or autopsy material, or
5.4.5.6.5 Children with clinical manifestations suggestive of congenital syphilis.

5.4.5.7 The follow-up of the child born to a mother with syphilis should be
carried out at one, 2, 4, 6 and 12 months.

Offer HIV test

If HIV test is positive, the woman
should be referred to a specialized
department that offers preventive
treatment for perinatal HIV
transmission

Yes

No

Yes

No

Figure 2. Algorithm based on official Mexican standard NOM-039-SSA2-2014, for the prevention and control of sexually-transmitted infections.
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Figure 3. Algorithm relative to pregnant women based on Sexually Transmitted Diseases Treatment Guidelines, 2015, Centers for Disease 
Control and Prevention. TT = treponemal test, IEA = immunoenzymatic assay, CIA = chemiluminescent immunoassay, NTT = non-treponemal 
test, TP-PA = T. pallidum passive particle agglutination assay.

Pregnant woman

Perform syphilis diagnosis
(reverse algorithm) at first prenatal control visit

TT
(IEA/CIA)

Positive Negative

Quantitative NTT
(RPR/VDRL)

Repeat diagnosis at third
trimester of pregnancy and 
at the time of delivery in 
women with high risk of 
infection and in areas with 
high prevalenceNegative

Titer 1:1-1:4 
Titer ≥ 1:8

TT
(TP/PA)

Probable active syphilis

Negative (false-
positive or very
recent syphilis)

Positive Medical history

Follow-up
Adequate
treatment Inadequate

treatment

• Treatment according to
 infection stage
• Offer HIV test
• Follow-up of contacts

Follow-up of the pregnant woman:
Quantitative NTT at between
28 and 32 weeks

Feasible: repeat
tests in 4 weeks

Not feasible:
provide treatment

the mother-child binomial, similar to that which Mexico 
has for HIV, as appreciated in the CPG Prevention, 
diagnosis and treatment in the mother-child binomial 
with HIV infection.24 According to the reviewed infor-
mation, the official Mexican standards and the CPGs 
do not appear to be aimed at preventing mother-to-
child syphilis transmission, but rather at a series of 
guidelines to guarantee minimum quality standards in 
the country. There is a lack of documents focused 
exclusively and specifically on the prevention of CS 
or in conjunction with HIV/Chagas/hepatitis B preven-
tion, which should comprehensively consider the 
mother, the newborn and sexual contacts, and empha-
size the follow-up of cases, in order to avoid vertical 
and sexual transmission.

At the state level, the document Guidelines for the 
diagnosis and management of syphilis in pregnancy 
and prevention of congenital syphilis, of the govern-
ment of Sonora,25 which considers a comprehensive 
approach to the mother-child binomial stands out; 
however, it is based on the 2006 version of the CDC 
guidelines for STIs and requires the support of updat-
ed official Mexican standards.

Syphilis timely diagnosis in a pregnant woman is 
the first step for the prevention of CS; however, 

international recommendations suggest additional time 
points to detect syphilis, not only during the first visit 
but also during the third trimester and at the time of 
delivery.23 Regarding the type of tests, NOM-039-
SSA2-2014 on STIs mentions that laboratory tests 
should be performed according to the stage of the 
disease, by dark-field microscopy or immunofluores-
cence in primary syphilis and by VDRL, Rapid Plasma 
Reagin (RPR) test and FTA-ABS in secondary syphilis. 
Diagnosis based on clinical manifestations overlooks 
asymptomatic cases, which constitute the majority, 
and which can also cause SC.2 These guidelines for 
the diagnosis of syphilis differ from other official Mex-
ican standards; there are variations regarding the tim-
ing for diagnosis and the suggested techniques for 
performing it. In NOM-034-SSA2-2013 on birth de-
fects, VDRL is mentioned as prenatal screening, as 
well as rapid tests, and for postnatal follow-up, FTA-
ABS. Finally, in NOM-253-SSA1-2012 on the use of 
human blood, specifically in the section on blood 
transfusion, various screening tests (VDRL, RPR, en-
zymatic and chromatographic immunoassays) and 
confirmatory tests (hemagglutination, fluorescent anti-
body absorption, indirect immunofluorescence and 
treponemal immobilization) are mentioned.
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Newly born child to a syphilis-seropositive mother

• Non-treponemal test (VDRL/RPR).
• Physical examination.
• Direct tests (PCR/microscopy) *

Scenario 1 Scenario 2 Scenario 3 Scenario 4

Titer > 4 times that of the mother
or abnormal physical examination
or positive direct test

Titer < 4 times that of the mother,
normal physical examination
and inadequate treatment

Titer < 4 times that of the mother,
normal physical examination,
adequate treatment during
pregnancy and mother without
evidence of reinfection

Titer < 4 times that of the mother,
normal physical examination,
adequate treatment before
pregnancy, low and stable
maternal titers
(VDRL < 1:2/RPR < 1:4)

Proven or highly likely
congenital syphilis

Possible congenital
syphilis

Unlikely congenital
syphilis

Improbable
congenital syphilis

Recommended evaluation:
• CSF: VDRL, cell and protein
 count.
• Complete blood and platelet
 count.
• Other tests (long bone X-ray,
 chest X-ray, liver function,
 neuroimaging, ophthalmological
  examination and 
  auditory brainstem response)

Recommended evaluation:
• CSF: VDRL, cell and protein
 count.
• Complete blood and platelet
 count.
• Long bone X-rays.
Full evaluation is not necessary
if 10 days of parenteral treatment
are administered

No evaluation is
recommended

No evaluation is
recommended

Recommended
treatment

Recommended
treatment

Recommended
treatment

No treatment is required,
only if follow-up is

uncertain

Clinical and serologic follow-up every two to three months for 6 to 12 months, or until non-treponemal test becomes non-reactive

Figure 4. Algorithm relative to the newborn. Adapted from Sexually Transmitted Diseases Treatment Guidelines, 2015, Centers for Disease 
Control and Prevention.

Figure 5. Follow-up of sexual contacts. Adapted from Sexually Transmitted Diseases Treatment Guidelines, 2015, Centers for Disease Control 
and Prevention.

Sexual contact of a person who receives a
syphilis diagnosis 

If it is primary, secondary or early latent syphilis
If the diagnosis is late latent syphilis

Sexual contact < 90 days
prior to diagnosis

Sexual contact > 90 days
prior to diagnosis

No serologic tests or
uncertain follow-up Serologic test

Negative Positive

Treatment due to
presumption of early
syphilis, even with negative
serologic test 

No treatment is
required

Treatment based on clinical
and serologic evaluation

Long-term sex partners

With regard to diagnostic methods, some direct 
tests mentioned in the official Mexican standards are 

in disuse. In 2014, a study was conducted in 69 
laboratories and only two of them performed dark-field 
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microscopy tests.26 In NOM-253-SSA1-2012, on the 
use of human blood, the mention of the treponemal 
immobilization method stands out, which the World 
Health Organization recommended in 1956 and that 
currently is not used.27 Conversely, there are other 
direct tests that are not mentioned in the official Mex-
ican standards, mainly molecular tests, which are in-
creasingly being widely used.28 Regarding confirmatory 
tests, NOM-253-SSA1-2012 only mentions FTA-ABS, 
traditionally the gold standard; however, currently 
there are other types of confirmatory tests such as 
MHA-TP (microhemagglutination assays), TP-PA (pas-
sive particle agglutination assay) and TP-HA (hemag-
glutination assay), with higher acceptance due to the 
cost, time, training and lack of requirement of sophis-
ticated equipment.29

According to the results of the quality control pro-
gram for syphilis serology, 110 laboratories reported 
TP-PA/TP-HA tests and only 52 reported FTA-ABS 
assays.30 On the other hand, it is necessary to con-
sider the reverse algorithm, starting with a treponemal 
test; subsequently, titration with non-treponemal tests 
and, if necessary, confirmation with a second trepo-
nemal test.23,31

The World Health Organization has highlighted the 
use of rapid tests, widely used for HIV detection: they 
do not require a laboratory, training and interpretation 
are simple and results are available in 30 minutes at 
the most.32 In the official Mexican standards related 
to pregnancy and STIs, their use for the detection of 
syphilis is not considered; however, in the standards 
for congenital diseases, rapid tests for syphilis are 
mentioned, which exemplifies the need to harmonize 
the official Mexican standards related to CS. There 
are also dual tests, immunochromatographic strips 
that simultaneously detect two infectious agents, such 
as HIV and syphilis; the usefulness, sensitivity and 
specificity of this type of evidence is still under study.33

Another important aspect in the prevention of con-
genital transmission is follow-up. NOM-039-SSA2-2014 
indicates that syphilis-positive women should be fol-
lowed up with quantitative tests at three, six and 
12 months, and newborns of mothers with a history of 
syphilis at two, four, six and 12 months. International 
guidelines consider verifying if the woman was on 
previous treatment against syphilis, in addition to tak-
ing into account the search for the woman’s contacts 
based on the stage of syphilis, in order to offer them 
the syphilis test and treatment.28 The official Mexican 
standards mention that follow-up should be carried 
out, but without the necessary emphasis to help stop 

transmission. A further point regarding follow-up is the 
verification of CS in the stillbirths of women who had 
syphilis during pregnancy; it is probable that not all 
cases of CS are being reported in many countries, 
since definitions of CS that include syphilitic stillbirths 
are lacking,16 as it occurs in Mexico.

The comparison and contrast of national and inter-
national documents brings to light the need to update 
the standards with regard to the detailed and specific 
protocol for primary care, the follow-up of the woman, 
her sexual contacts and her children (including still-
births), and new diagnostic tests, rapid tests and the 
reverse algorithm, in order to help eliminate syphilis 
mother-to-child transmission.
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