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Abstract
Testing for HIV is one of the cornerstones in the fight against HIV spread. The 2014 European Guideline on HIV Testing
provides advice on testing for HIV infection in individuals aged 16 years and older who present to sexually transmitted
infection, genito-urinary or dermato-venereology clinics across Europe. It may also be applied in other clinical settings
where HIV testing is required, particularly in primary care settings. The aim of the guideline is to provide practical
guidance to clinicians and laboratories that within these settings undertake HIV testing, and to indicate standards for best
practice.
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Introduction
Testing for HIV is a procedure for the diagnosis or
exclusion of HIV infection based on the detection of
HIV-speciﬁc antibodies and/or viral proteins and/or
viral RNA/DNA in an individual, usually from a
blood sample. The guideline represents an updated
version of the 2008 European Guideline for Testing
for HIV infection.1 The main purpose of this guideline is to provide advice on testing for HIV infection
in individuals aged 16 years and older who present
to sexually transmitted infection (STI), genito-urinary
or dermato-venereology clinics across Europe. Its aim
is to provide practical guidance to clinicians and
laboratories that in these settings undertake HIV testing, and to indicate standards for best practice.
The guideline may also be applied in other clinical
settings where HIV testing is required, particularly in
primary care settings, depending on the characteristics of those attending, the nature of the health-care
institution, and the social and epidemiological
context. Decisions to follow this guideline must be
based on professional judgment, consideration of
individual patient circumstances and available
resources.
The 2008 European Guideline of Testing for HIV
Infection was the starting basis for the present

guideline.1 The search strategy was described in
Appendix 1. In addition, the following guidelines and
reports were reviewed in detail:
. UK National 2008 Guidelines for HIV Testing produced by the British Association for Sexual Health
and HIV (BASHH), British HIV Association
(BHIVA) and British Infection Society (BIS),2
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. Centers for Disease Control and Prevention (CDC)
Revised Recommendations for HIV Testing of
Adults, Adolescents, and Pregnant Women in
Health-care Settings,3
. 2013 US Preventive Services Task Force
Recommendations for Screening for HIV Infection,4
. The American College of Physicians Guidance
Statement on Screening for HIV in Health Care
Settings (2009),5
. HIV indicator conditions: guidance for implementing HIV testing in adults in healthcare settings,6
. UNAIDS and World Health Organization (WHO)
Working Group on Global HIV/AIDS/STI
Surveillance Guidelines for Using HIV Testing
Technologies in Surveillance: Selection, Evaluation,
and Implementation,7
. WHO Guidance on Provider-initiated HIV Testing
and Counseling in Health Facilities,8 and
. European Centre for Disease Prevention and
Control. HIV testing: increasing uptake and eﬀectiveness in the European Union. Stockholm: ECDC,
2010.9
The system used to grade the evidence and guidance
recommendations is that published by the US
Department of Health and Human Services Agency
for Healthcare Research and Quality (www.ahrq.gov)
(Appendix 2). These are indicated in bold type throughout the text, e.g. (Ia, A).

Goals of HIV testing

markedly decreases the risk of HIV transmission by
reducing viral burden and consequently the infectivity
of diagnosed individuals15 (Ia, B). Furthermore, diagnosed individuals signiﬁcantly reduce sexual and
needle-sharing risk behaviours, especially with uninfected partners to whom they have disclosed their
HIV status16–22 (Ia, A).
Presentation to care at a late stage of HIV infection
is common in Europe. According to the 2012 report
from the European Center for Disease Prevention and
Control (ECDC), 49% of HIV-infected persons presented with a CD4 cell count below 350 cells/mm3 and
30% presented with less than 200 cells/mm3.23 This
implies that low access and uptake of HIV testing is
an important public health issue in Europe. As several
‘‘indicator’’ conditions have been identiﬁed as occurring more often in HIV-infected persons, a variety of
clinical settings play an important role in earlier HIV
diagnosis.6 Some testing guidelines now recommend
indicator condition-guided HIV testing.2,24 Although
data on HIV prevalence across diﬀerent clinical conditions are still emerging25 we endorse the adoption of the
indicator disease strategy for HIV testing in health care
settings in Europe.

When to consider HIV testing
in STI clinics
HIV is predominantly an STI in most parts of Europe.
We therefore recommend universal opt-out testing of
all sexually active individuals that present for medical
care in the following circumstances:

The primary goals of HIV testing are to:
. Identify HIV-infected individuals as early as possible
and immediately link them into appropriate medical
management and care;
. Provide counselling for HIV-negative individuals at
risk of HIV acquisition;
. Reduce HIV transmission to others from those
infected; and
. Initiate partner notiﬁcation and provide counselling,
testing and referral to prevention services for partners of HIV-positive persons.

Benefits of HIV testing
Early knowledge of HIV infection has many beneﬁts.
Initiation of antiretroviral therapy (ART) before severe
immunosuppression and onset of disease has been
shown to dramatically improve life expectancy and
quality of life indicating the need for testing asymptomatic, high-risk individuals including those attending STI
clinics10–14 (Ib, A). Antiretroviral treatment also

. All individuals who seek care in STI/genito-urinary/
dermato-venereology clinics regardless of signs or
symptoms of disease or risk factors for infection
should be oﬀered an HIV test, as part of the initial
screening for STI (Ia, B). It is recognized that in
some settings such as dermatology clinics a targeted
approach may be preferred; in such settings, however a low threshold for recommending HIV testing
is encouraged (IIIb) and data show high rates of
patient acceptability.26
. Individuals whose history suggests a high likelihood
of being exposed to HIV such as:
 individuals whose symptoms are compatible with
acute retroviral illness or immunosuppression;
 individuals who have a past or current history of
STI;
 individuals who have been the victims of sexual
assault;
 individuals who are known sexual contacts of
HIV-infected patients;
 injecting drug users with needle-sharing
behaviour;
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 individuals who had sexual exposure in countries
with a high HIV prevalence27;
 individuals who are sexual contacts of people at
recognized risk of HIV infection (e.g. from HIV
endemic countries);
 individuals who received blood or other blood
products before introduction of routine HIV
screening (in most European countries this is
before 1985);
 individuals with any indicator condition for HIV
infection6;
. Any pregnant woman regardless of risk factors;
. Persons who voluntarily seek testing, especially if
they have never been tested before.
HIV testing and counselling should not be restricted
to newly presenting patients and all previously HIVnegative patients should be oﬀered and be encouraged
to have HIV testing following possible re-exposure4,28
(Grade A). The optimal frequency of testing for those
at ongoing risk is unknown due to lack of data,
although every 12 months seems reasonable unless speciﬁc aspects of risk behaviour warrant more frequent
testing (e.g. every 3–4 months) (IV, C). Testing frequency should be based in part on the level of risk
and requires a dialogue between the provider and the
patient, which will include test history and any risk
behaviours. Individuals with ongoing risk exposures
should be counselled about risk reduction strategies
(IV, C).

Pre-test assessment
The HIV pre-test assessment should be pragmatic and
patient-centred and be tailored for the individual
patient.
The key element is obtaining informed consent to the
test.2 In addition, the initial evaluation should usually
assess the likely window period (the time from possible
exposure to the HIV test becoming positive) and
whether repeat testing should be advised, and describe
how and when the test result will be given (IV, C).
Depending on circumstance, other components of
pre-test assessment may include:
. Provide information on the beneﬁts of HIV testing
including the health beneﬁts of early diagnosis and
treatment, and the opportunity to reduce risk behaviour and risk of transmission to sexual partners or
infants8 (IV, C);
. Obtain a full sexual history and history of other
types of risk behaviour (including date of last risk
activity);
. Obtain HIV testing history (including the time, setting and reason of prior testing);

. Ensure knowledge of condom use and include a
practical demonstration if needed. If appropriate,
discuss risk reduction and the need for referral to
other services, e.g. drug dependency treatment, support schemes, needle exchange programmes, etc.;
. Oﬀer testing for other STIs;
. Oﬀer post-exposure prophylaxis after sexual exposure (PEPSE) if indicated and available, in agreement
with national policy. Detailed information on
PEPSE can be found on the BHIVA website
(http://www.bhiva.org/PEPSE.aspx);
. Give an opportunity to ask questions and answer
them clearly; give more in depth information if
required;
. Advice the patient to adopt safe sex behaviours and
to follow national blood donation policies until the
testing process is over.

Informed consent
. Verbal communication is usually suﬃcient for
obtaining informed consent (III, B). Obtaining written consent is a barrier to HIV testing and testing
rates increase if testing requires only oral consent.29
. If a patient declines or defers HIV testing, this decision should be documented in the medical record.
The reasons why they have made that choice
should be explored to ensure that these are not due
to incorrect beliefs about the virus or the consequences of testing (IV, C).
. Declining an HIV test should not result in reduced
quality or denial of services that do not depend on
knowledge of HIV status8 (IV, C).
An information leaﬂet about HIV testing can
provide or replace much of the information needed
prior to obtaining informed consent, and is eﬀective
in many settings30 (III, B). The information leaﬂet
should be prepared in an easy to understand and
informative way, and be available in the languages
commonly encountered in populations within the
service.8
Special considerations apply in the case of adolescents who are below the legal age of consent. The
pre-test discussion should be adapted to the patient’s
age, developmental stage and literacy level.8 Since
the legal framework, including the age of consent
for sexual intercourse and oﬀering testing and treatment services to adolescents varies between countries,
relevant national guidelines should be consulted.
If a national guideline is not available, advice is
available from recent WHO/UNAIDS Guidance on
provider-initiated testing and counselling in health
facilities.8
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Testing without informed consent
Where a patient is unable to give informed consent for
HIV testing due to physical or mental incapacity – for
example, if critically ill and unconscious – then HIV
testing might be indicated to help diagnose the cause
of the illness in the patient’s best interests. In all cases
where HIV testing is performed without informed consent, the health-care provider must be able to justify
their actions and must take into consideration national
legal and regulatory frameworks, guidance from
national professional bodies and consensus opinion
from experienced colleagues.2

Confidentiality
Individuals undergoing HIV testing should be informed
that testing and test results will usually remain conﬁdential.1,2 However, individuals should also be advised
that conﬁdentiality is not absolute and that health-care
providers may be legally bound to disclose HIV status
information in exceptional circumstances.2 It is recommended that this information is included in an information leaﬂet where possible (IV, C). The use of a
number or a false name may be an option where available for individuals who decline HIV testing due to
concerns about conﬁdentiality1 (IV, C).

Samples
. Venous blood is the preferred specimen for HIV
testing (IIa, B);
. Samples other than venous blood, such as ﬁngerprick blood or oral ﬂuid may be used for HIV testing
in speciﬁc circumstances and subjected to rigorous
training and quality assurance.7

Recommendations for the laboratory
HIV screening and confirmatory tests
.Screening serology test
. Fourth generation screening assays that simultaneously test for anti-HIV antibodies and p24 antigen
are recommended.31 Assays available in Europe
have excellent sensitivities (99.78–100%) and speciﬁcities (99.5–99.93%).32,33

. Conﬁrmatory algorithms vary. Generally, they
include at least one additional antibody or antibody/antigen serology test that employs a diﬀerent
platform from the initial screening test34 (III, B). An
antibody test is also used to diﬀerentiate between
HIV types. The ﬁnal laboratory report must clearly
indicate whether the patient has an HIV-1, HIV-2 or
dual infection (IV, C).
. Repeat serology testing of a second sample is recommended to rule out mislabelling and conﬁrm patient
identity (IV, C). It may be replaced by testing a
plasma sample for HIV-1 RNA, provided the viral
load is >1000 copies/mL. In patients with a lower
or undetectable viral load, a second serum sample should be collected for repeat serological testing35 (IV, C).

Confirmation
of
indeterminate/equivocal
screening
results. Indeterminate results may reﬂect false reactivity
or early HIV infection. All patients with an initial indeterminate result should undergo repeat testing 1–2
weeks later. False negative reactivity generally clears
over follow-up, although several tests may be required.
Where there is strong suspicion of recent infection,
HIV-1 RNA (or in some cases p24 antigen) may be
tested (IV, C).
Recent HIV infection. Nucleic acid ampliﬁcation tests
(NAAT), typically plasma HIV-1 RNA testing, are
not recommended for initial HIV screening because
while they oﬀer a marginal advantage over fourth generation screening assays in detecting recent HIV infection, they are not licensed for diagnostic use and may
give false-positive results36–38 (IV, C).
HIV-1 RNA testing is indicated in patients with
suspected primary HIV infection who show negative
or indeterminate serology results (IIb); if HIV-1 RNA
is detected, infection should be conﬁrmed by demonstrating seroconversion in a sample collected 1–2
weeks later. Low HIV-1 RNA values (<1000 copies/
mL) should be interpreted with caution and not
considered as indicative of infection in the absence
of further evidence (IIb). In settings where
NAAT is not widely available or aﬀordable, or in
circumstances where there is no suspicion of a
recent HIV infection, NAAT is replaced by fourth
generation screening test repeated 1–2 weeks later
(IV, C).

.Confirmation of reactive serology results

.Quality control

. Reactive screening test results should be conﬁrmed
in a laboratory with experience in HIV conﬁrmation
(IV, C);

. All HIV testing and conﬁrmation should be done in
accredited laboratories under strict quality control
(IV, C).
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. Where a national laboratory accreditation scheme is
not available, testing should be undertaken only
using approved (i.e. Conformité Européenne [CE])
tests under a strict quality assurance programme;
quality assurance results should be made available
for inspection where required (IV, C).
. Point of care testing (POCT) services (see below)
should be subject to the same strict quality assurance
principals as practiced by accredited laboratories
(IV, C). This includes using standard operating procedures (SOPs), regular use of external controls and
an external quality assessment process. Regular onsite audits should be performed to observe if SOPs
are followed, records are maintained, adequate
training is provided, internal and external quality
standards are used and selected samples are validated in a reference laboratory.39–41
. Local rules and regulations should be followed for
storage of plasma/serum samples (IV, C).
. Laboratories should provide their latest external
quality control scores to their users upon
request (IV, C).

Interpreting HIV test results

anxious and seek further reassurance, where there
is impaired ability to develop antibodies and where
there is microbiologically proven simultaneous acute
infection with another viral pathogen, such as
human cytomegalovirus or hepatitis C virus.2,44–46
In this case, the ﬁnal testing time may be 12 weeks
after exposure (IV, C).
. For individuals presenting for PEP in the occupational setting, local professional regulations often
recommend that HIV testing is postponed, and
that a baseline venous blood sample should be
stored at start of prophylaxis for retrospective testing in case follow-up testing is positive. Patients presenting for PEPSE however should be tested at the
start of PEPSE. Due to reduced sensitivity, rapid
HIV tests are not recommended as the sole mode
of HIV testing in the context of PEP/PEPSE (II, B).
. If a patient presents with clinical symptoms suggestive of HIV infection or AIDS and the HIV screening
tests are repeatedly negative, then referral of the specimen to a specialized laboratory for analysis using
alternative tests to exclude uncommon HIV strains is
recommended (IV, C).

Interpreting positive HIV test results

The health-care provider should be aware of
. the HIV testing algorithm used in their laboratory;
. the HIV screening test (third or fourth generation)
used in their laboratory;
. capability of their laboratory to distinguish between
HIV-1 and HIV-2 infections.

Interpreting negative HIV test results
. Individuals whose specimens test negative on the initial HIV screening should be considered noninfected unless the patient presents with symptoms
of primary HIV infection or has a history of recent
(6 weeks for fourth generation assays, 12 weeks
for other assays) high-risk exposure (IV, C). In the
case of recent exposure, the tests should be repeated
at 6 weeks to 12 weeks (according to the test to be
used) from the time of exposure31,36,42 (IIb, B).
. Individuals with a high-risk exposure to HIV should
not be fully reassured until the test process is completed43 (IV, C).
. When using fourth generation assays, individuals
who have a negative screening test after 6 weeks of
exposure may be recalled for a follow-up in speciﬁc
circumstances, e.g. if post-exposure prophylaxis
(PEP) was given for any reason (e.g. occupational
or sexual exposure), with patients who are very

. A person should not be informed that he/she is HIVpositive based on an initial result of screening tests
alone without a conﬁrmatory test (IV, C).
. Attention should be paid whether HIV-1 or HIV-2
(or both) has been diagnosed as it has important
prognostic and treatment implications.

Interpreting indeterminate and unconfirmed
HIV test results
HIV screening tests occasionally produce indeterminate
or weakly reactive results that usually do not prove to
be consistent with HIV infection.
. In cases where the initial reactive screening
test cannot be conﬁrmed, the result is reported
as ‘indeterminate’ and a second blood sample
should be requested (IV, C). The ﬁrst and second
blood sample should be separated by at least
one week.2
. An indeterminate screening test may indicate a possibility of recent infection. The best strategy in this
situation is to obtain a follow-up specimen one week
later for repeat testing (IV, C). If on the follow-up
sample the fourth generation test is clearly positive
then a diagnosis of recent seroconversion can be
made. Alternatively, where there are other
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indications of a possible recent infection, the initial
specimen can be tested for HIV-1 RNA (or in some
cases p24 antigen) to diagnose early infection.46,47 In
all cases seroconversion should be conﬁrmed on a
follow-up specimen (IV, C).
. Weakly reactive screening results that do not become
more strongly reactive and cannot be conﬁrmed on a
subsequent appropriately timed sample are highly
likely to indicate a non-speciﬁc reaction, i.e. falsepositive result (IV, C).

Point-of-care testing
Rapid, point-of-care tests facilitate access to HIV testing and ensure results are returned and are acted upon
immediately. It is recommended that health-care providers familiarize themselves with the performance
characteristics of the test adopted as these inform use
and counselling (III, B). Health-care providers should
be aware that rapid HIV tests (including combined
antibody/antigen tests) oﬀer reduced sensitivity
relative to laboratory-based tests and may therefore
give false negative results in early HIV infection.39,40,48–51 Reduced sensitivity has also been
reported in advanced disease/AIDS.52 In addition, as
with all tests, the positive predictive value of a reactive
test is reduced in low prevalence settings meaning that
false positive results will occur to a diﬀerent extent
depending on the setting and population undergoing
screening.53
Point of care tests that use sample types other than
blood, such as oral ﬂuid, may be subject to more variation in assay performance and sensitivity.54 Obtaining
a blood sample for laboratory testing is recommended
in all patients with reactive or indeterminate results and
in patients with a negative test if recent infection is
suspected (II, B).
Sites using POCTs should be overseen by the local
laboratory and have a robust quality assurance programme39,48 (III, B).
Self-testing for HIV55 – a procedure in which all
stages of the HIV test take place outside the clinical
setting and without the direction of trained personnel
– is only recommended where validated tests are available with appropriate support and access to clinical
care. It may become an option in the future for persons
seeking anonymity and privacy, if evidence substantiates the practice56–58 (IV, C).

Post-test issues
Health-care providers should take care that the
HIV test result and its delivery should remain conﬁdential (IV, C).

Post-test discussion for individuals who are negative
. Face-to-face post-test discussion is generally preferred for providing results, but alternative methods,
such as telephone, letter or texting, may be appropriate in some instances (IV, C). If alternative methods are used a standard procedure should be
developed to ensure that the information is received
by the tested individual (IV, C).
. Discuss the window period and address the need for
a repeated test in those with high-risk behaviour
within the last 6–12 weeks (according to the test
used).
. Encourage safe sex behaviour, particularly addressing behaviour change regarding unsafe sex or the
maintenance of safer sexual practices; provide and
demonstrate how to use condoms if necessary.
. Use the opportunity to refer persons with particular high-risk behaviours to HIV and other
prevention services, e.g. drug-dependency treatment, support schemes, needle exchange programmes, etc.

Post-test discussion for individuals with inconclusive
test results
. Post-test discussion for individuals with inconclusive
test results should be done face-to-face whenever
possible (IV, C).
. An explanation should be provided on the signiﬁcance and possible reasons for an inconclusive HIV
test result.
. The nature of the additional tests that are required
to resolve the inconclusive result should be
explained.
. The importance of ongoing follow-up until the
inconclusive result is resolved should be stressed.
. Discuss safer sex and safe drug-use behaviour until
the indeterminate result is resolved.
. For persons reporting high-risk behaviour, discuss
the possibility of acute HIV infection and consider
additional NAAT or HIV-1 p24 antigen testing, particularly for pregnant women who have not been
tested previously.

Post-test discussion for individuals who are positive
HIV-positive results should be given in a conﬁdential
environment and in a clear and direct manner.1 Patients
are often very distressed when ﬁrst informed about a
positive HIV test result. They are faced with major
adaptive challenges, such as accepting to live with a
chronic condition, being subject to intense stigma and
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discrimination and developing and adopting strategies
for maintaining physical and emotional health.1,59
Appropriate support should be available on site or
through referral to address the behavioural, psychosocial and medical implications of HIV infection. The
following issues should be covered.1
. Inform the patient straightforwardly that the HIV
test was positive and make sure that the patient
has understood the implications of a positive test.
. Plan for repeat serology or HIV-1 RNA testing of a
second sample to rule out mislabelling and to conﬁrm patient identity.
. Discuss the importance of partner notiﬁcation.
. Address the question of whom the patient wants to
inform, now and later, e.g. partner(s), friends,
family.
. Discuss what will happen next and clarify whether
the client wants to talk further at this stage or not.
Experience has shown that even when the patient
expected a positive result, there is still a powerful
emotional reaction. Hence, it may be wise to postpone some of the information giving to subsequent
consultations.1
. Schedule a new consultation in the near future, e.g.
next day.
. Inform them that treatment is available and discuss
current treatment options. Discuss antiretroviral
drugs and emphasize their ability to control HIV
disease eﬀectively. Inform them that mortality rates
for HIV-infected persons have become much closer
to general mortality rates since the introduction of
ART.60
. Assess the need for psychological support or contact
with other services, e.g. drug-dependency and refer
as necessary.
. Discuss prevention methods such as safe sex, use of
condoms, not sharing needles, etc. to reduce transmission to others and transmission of other STIs to
the patient.
. Encourage partner notiﬁcation for providing testing
and medical care if needed for the partner.
Regarding the seropositive woman, the following
should be included in the counselling at an early
stage.1
. Discuss the implications for possible future pregnancy such as the risks for the child and the need
for ART during pregnancy. Inform that antiretroviral treatment if administered to women during
pregnancy and to the newborn child for a short
period can signiﬁcantly reduce this risk of motherto-child transmission.61,62
. If already pregnant, discuss the implications.
Further guidance should be sought from relevant
national guidelines or, if not available, from

the CDC (www.cdc.gov/hiv)
(www.bhiva.org).

or

the

BHIVA

Following a positive HIV diagnosis, a newly diagnosed individual should be immediately referred to an
appropriate specialist HIV treatment centre for further
management and care. However, it should be stressed
that after HIV diagnosis it is important to oﬀer not
only continuous monitoring of viral and immunological
parameters for HIV infection, but also regular, comprehensive and easily accessible monitoring of other STIs
and repeated sexual risk reduction counselling in a context of sympathetic, non-judgemental sexual historytaking.63

Non-attendance for positive results
. An agreed recall process following failure of a
patient to return for an HIV-positive result
should be established and contact options should
be discussed with the patient at the ﬁrst testing
visit (IV, C).
. Attempts should be made to contact the patient if
they test positive and fail to collect the result (IV, C);
this may include making telephone calls, sending
emails or text messages, sending letters or making
home visits.

Voluntary disclosure, partner notification and contact
tracing
Partner notiﬁcation or partner referral is a cornerstone
of STI programs worldwide.64 The rationale for partner
notiﬁcation is that early diagnosis and treatment of HIV
infection may signiﬁcantly reduce morbidity and mortality, and provides the opportunity to reduce high-risk
behaviour.1 All patients should be strongly advised to
disclose their HIV infection status to their regular, previous and new sexual or injecting partner(s) and those at
risk to be tested for HIV1,59 (IV, C). In addition, testing
of all children of HIV-positive women is recommended
as HIV transmission has been documented from breastfeeding from mothers who acquired their infection postnatally, and vertically acquired HIV infection can present in adolescence (IV, C). Further information can be
found in the 2013 European Guideline on the
Management of Partners of Persons with Sexually
Transmitted Infections at www.iusti.org.
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Appendix 2
The system for describing levels of evidence and grading of recommendations is available at: http://www.
iusti.org/regions/Europe/pdf/2013/Levels_of_Evidence.
pdf

Appendix 1
Search strategy
Evidence for this guideline was provided by review of
the Medline/Pubmed, Embase, Google, Cochrane
Library and relevant guidelines up to March 2013. A
Medline/Pubmed and Embase and Cochrane Library
search Cochrane Database of Systematic Reviews,
Database of Abstracts of Reviews of Eﬀects and
Cochrane Central Register of Controlled Trials was
carried out from January 2013 to March 2013, looking
for the following terms in the title or abstract: ‘HIV
testing’, ‘HIV guideline(s)’ and ‘recommendation(s)’;
2337 citations were identiﬁed. For some speciﬁc recommendations, additional Medline/Pubmed search was
performed when necessary. Google scholar search was

Appendix 3
Contributing organisations
A list of the organisations that contributed to the production of this guideline can be found at: http://
www.iusti.org/regions/Europe/euroguidelines.htm

Appendix 4
A list of the members of the European STI Guidelines
Editorial Board is available at: http://www.iusti.org/
regions/Europe/pdf/2013/Editorial_Board.pdf
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