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ABSTRACT 

TITLE: 

A STUDY OF  PREVALENCE AND CLINICAL PROFILE OF SYPHILIS 

AMONG MEN WHO HAVE SEX WITH MEN (MSM). 

BACKGROUND AND PURPOSE OF STUDY: 

Men who have sex with men(MSM) are high risk group typically because 

of their polygamous sexual lifestyle and the pattern and route of sex they engage 

themselves in. Therefore they are prone to acquire and transmit all sexually 

transmitted diseases including syphilis. Lately there is a resurgence of syphilis 

among these group of people. If left untreated, syphilis can practically involve 

any organ in the body causing various complications so a thorough study is 

needed to estimate the prevalence of syphilis among these men and treat 

accordingly. 

AIM:  

           To study the prevalence, epidemiology and various clinical features of 

syphilis in men who have sex with men (MSM). 

MATERIALS AND METHODS: 

50 male patients  above 18 years of age who have sexual intercourse with 

same sex  were selected from STD clinic, Dermatology Department Coimbatore 

Medical College Hospital over one year from June 2018 to May 2019. A written 

informed consent followed by detailed history including age, sex, education, 

occupation, marital status, sexual behaviours, previous venereal diseases and  



treatment taken were recorded. General and a thorough clinical examination was 

also done in all the patients. Any skin lesions or genital ulcers were also 

recorded. All patients were screened with ICTC and RPR. All RPR positive 

cases were confirmed with TPHA serology. 

RESULTS: 

Out of 50 MSM patients included in the study, 62% patients were in the 

age group of 20-30 years and 33 patients (66%) were diagnosed as a case of 

syphilis. The most common age group affected by syphilis was again in the age 

group of 20-30 years (75.7%). Students (63.6%) were the most common affected 

occupation with syphilis in the study. Among the MSM affected with syphilis, 

partner status was unknown in 66.7% of the cases and unprotected oro-

anoinsertive sex was found to be the most common route of sexual intercourse. 

Papular syphilide was also found to be the most common skin rash of secondary 

stage of syphilis in this study. 

CONCLUSION: 

Syphilis is on the rise among MSM and there is a need for breaking this 

chain by early diagnosis and treatment. Partner notification, consistent and 

proper use of condom, and avoiding multiple partners also play very important 

role in preventing transmission of the disease. Today, a treating physician should 

always keep in mind the high prevalence rate of syphilis among this group and 

necessary steps should be taken as and when needed. 

KEYWORDS : MSM, RPR, TPHA, ICTC  
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INTRODUCTION 

Men who have sex with men also called MSM are a group of males who 

have sexual contact with males irrespective of age and identity. The term 

‗MSM‘ was first used during the 1990s by epidemiologists to study the 

prevalence of sexually transmitted disease among these men. There is a rising 

trend in the prevalence of MSM over the years around the world and even in 

India.  

In India, MSM are classified into various categories depending on their 

type of sexual activity like panthis, kothis, bisexuals, double deckers, self-

identified gay men and transgenders. These MSM people are considered as 

high risk groups due to their sexual behaviour patterns which is different from 

heterosexual males. They are more prone for depression, suicidal tendencies, 

substance abuse and lack treatment seeking behaviour due to social stigma and 

discrimination they face. There is also higher prevalence of HIV, syphilis and 

other sexually transmitted diseases among this group compared to heterosexual 

men. 

Syphilis which is caused by Treponema pallidum is an infectious disease 

and is one of the major sexually transmitted diseases that is on the rise over the 

years across the world and a greater chunk of it is contributed by men who 

have sex with men. The exact prevalence of syphilis among MSM in India is 

unknown due to various factors like social discrimination and stigmata 
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associated with the disease as well as MSM, and poor health seeking behaviour 

among this group.  

According to recent Centre for Disease Control and prevention (CDC) 

statistics, more than half of syphilis cases occur among men who have sex with 

men and CDC statistics in 2015 showed that 82.9% of syphilis cases were seen 

in MSM. It Is important to study STDs among MSM because they act as a 

‗bridge‘ in transmitting sexually transmitted diseases between men who have 

sex with men and their female counterpart and also MSM who are infected 

with syphilis have higher risk of spread as well as acquisition of HIV.  

MSM who are untreated at early infectious stage of syphilis have higher 

risk of transmission of the disease and also can progress to tertiary or 

quaternary syphilis which can have cardiovascular and neurological 

complications. 
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REVIEW OF LITERATURE 

Human being is a sexual being and this sexual life of humans has many 

facets. From the day of birth a child is open to all types of sexual stimulus 

whether animate or inanimate and as a person matures, various events and 

environmental factors influence him or her. 

In the world today, heterosexual intercourse is the preferred mode of 

self-expression for most adults but many people also engage in other forms of 

sexual behaviour such as erotic attraction to a member of the same sex. Such 

men and women who habitually experience strong feelings of this kind are 

called homosexuals. 

Homosexuality is as old as the human race. It is found as much in 

advanced civilizations as in primitive cultures. Kamasutra, the ancient Hindu 

treatise on love, considered the world‘s first definitive manual on the art and 

science of sex, consists of an entire chapter on Auparishtaka meaning 

homosexual intercourse.  

Homosexual behaviour has existed at all times in all parts of the world. 

In classical Greece, homosexuality achieved social recognition as an accepted 

and expected form of love between normal males. Homosexuality to the Greeks 

was not merely a safety valve for excess lust, it was the highest and noblest 

passion. But the Hebrews condemned homosexuality from biblical times. 
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Church traditionally believed that homosexuality was contrary to the will of 

God as expressed in the scriptures.
1,2

 

The present day criminal law in India is a residue of the British law that 

was grafted into the Indian law system during the British nucleus of the code, 

originally drafted by Lord Macaulay. Homosexuality was a punishable criminal 

offence under section 377 of Indian penal Code after British rule until 2018 

when supreme court declared homosexuality as legal.
3
 

The term homosexual is derived from Greek word  ―hom‖ meaning ―the 

same‖, rather than from the latin word ―homo‖ meaning man. This term was 

first coined by Karoli Maria Kertbery, a Hungarian physician in1869. 

The thought of intimate physical contact with a person of one‘s own sex 

disgusts most people. A person can have homosexual experience without being 

predominantly homosexual and such an experience may range from a thought 

or a dream to actual sexual contact. One homosexual experience does not 

determine that a person is homosexually oriented. A person may be 

predominantly heterosexual, bisexual, or homosexual in his or her 

orientation.
4,5

 

Those who feel a strong sexual urge towards persons of their own sex 

and participate in mutual sexual fondling or other forms of sexual stimulation 

are known as ―overt‖ or ―practising‖ homosexuals. And those in whom erotic 

feelings for the opposite sex are absent altogether or slight in comparison to 
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their homosexual feelings are called ―exclusive‖ or  ―obligatory‖ homosexuals. 

This condition is considered more or less permanent and unchangeable. These 

exclusive homosexuals especially male homosexuals are appalled by the 

prospect of relations with the opposite sex. Even in such cases where women 

provoke no positive revulsion, the exclusively homosexual man finds that 

feminine charm and attraction leave him quite cold and unaroused sexually or 

emotionally. Therefore he would probably be impotent if he tried to have 

sexual relations with a woman.  

Apart from this ―exclusive‖ type, there are those who take 

homosexuality only on odd occasions usually when deprived of contact with 

the opposite sex like during imprisonment. They are called ―facultative‖ 

homosexuals. Such person use homosexual outlet only as a convenient 

substitute without interfering with their normal heterosexual capacity or 

feeling. These people are able to find full erotic satisfaction with either sex. 

They are termed bisexuals.
6,7

 

Bisexuals usually have a permanent need for relations with both sexes. 

They are classified in the middle range of Kinsey‘s homosexual-heterosexual 

scale. Because of their dual orientation, bisexuals are sometimes called ―AC-

DC‖  literally meant  ―alternating‖ and ―direct current‖ and may sometimes 

even show conflicts over their ambivalent sexuality.  
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Heterosexuality, homosexuality and bisexuality cover the complete 

range of sexual patterns among males and females. In reality, one can 

encounter various behaviours ranging from absolutely strict heterosexuals at 

one end of the scale to exclusive ―overt‖ homosexuals at the other extreme.
8
 

On the other hand, many female homosexuals or lesbians are able to 

give a man the satisfaction of intercourse, though they themselves obtain little 

or no sexual excitement. In some way, this physiological difference between 

the sexes contributes to some extent to account for the observation that female 

homosexuals tend to be less frequently ‗exclusive‘ in their sexual behaviour.
9
 

Homosexuals are widely distributed in every society and are found in all 

socio-economic strata. Dr Alfred Kinsey, an American biologist published his 

studies on human sexual behaviour in the male and female, that not only one 

out of every 25 males between the ages of 16 and 60 is exclusively homosexual 

throughout his life but that one out of every 13 is also exclusively homosexual 

for at least three years during his adult life. These implies that homosexuality is 

a much more widespread phenomenon than most people are accustomed to 

think.
10

  

The homosexuals may be of any age ,of either sex, living anywhere and 

from any class or occupational section of the population. However, various 

studies reveal that they tend to concentrate in big cities because of greater 

opportunities to make contact with others like themselves. Certain occupations 
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like the stage, cinema, catering, modelling and hairdressing are reputed to 

attract more homosexuals but there are also numerous homosexuals among bus 

and truck drivers, engineers, lawyers, factory workers, policemen and they are 

less noticeable because they must exist and try to survive in a less acceptable 

atmosphere which makes it more necessary for them to conceal their emotional 

attitudes and sexual orientations. It is a well known fact that many decent, 

intelligent, moral, and normal people find their own sex more exciting than the 

opposite one and they are found in all walks of life and in all professions.
11,12

 

Homosexuals can be divided into two categories, ―active‖ and 

―passive‖. Active homosexuals are forceful type who is masculine while 

passive is gentle and yielding and it is the active partner who penetrates the 

passive during sexual intercourse. While studies have shown that many 

homosexuals prefer mutually reciprocated sex activity where neither partner 

dominates and adopts either active or passive roles depending on occasions.  

One of the most common sexual activities among male homosexuals 

includes hugging and kissing and mutual masturbation. They may sometimes 

indulge in mutual fellatio-orogenital contact, in American slang this is called a 

―blow job‖. Sometimes men may indulge in what is popularly known as ―69‖ 

where they lie in such a way that they can simultaneously engage in oral-

genital contact. Another common activity among men is anal intercourse. They 

may engage in various other activities of fondling and petting as there is no 

definite set pattern of sexual behaviours.
13
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Self-acceptance among homosexuals is particularly a challenge as they 

face the hurdle of being an outcast in society. To be a homosexual in any 

society is to be constantly aware that one bears a stigma. Despite recent 

advances in the sociology of homosexuality, there is  still little genuine 

acceptance of it as a valid sexual and social lifestyle as seen in the jokes and 

caricatures of theatre and cinema. All homosexuals need to come to terms with 

the burden which the rest of society imposes on them, being the handicap of 

belonging to a minority for which not merely is there no social acceptance but 

is positively disliked and persecuted by the majority.
14 

MEN WHO HAVE SEX (MSM) WITH MEN IN INDIA 

According to the United Nations General Assembly 2011, there are 

about 3.1 million MSM living in India.
15

 MSM have existed in India for 

thousands of years where homosexuality have been depicted in temple carvings 

and treatises of ancient times. Even today they still face a lot of discrimination 

and  challenges in their social ,psychological and professional lives in India.  

Due to cultural norms and social pressure, MSM people  in India  marry 

women and have children and therefore play a ―bridging role‖ in transmitting 

sexually transmitted diseases due to unprotected sex  with both men and 

women
16

 . There are different MSM  groups  in India who have been named 

according to their sexual behaviour . 
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They are: 

 KOTHIS: These group of MSM are receptive partners during sexual 

intercourse either ano-receptive or oro-receptive or both. They usually 

have a feminine character. Some of them may be married to women and 

have children. 

 PANTHIS: These group of people are insertive male partners during 

sexual intercourse like ano-insertive or oro-insertive and usually are 

more masculine compared to kothis. They also maybe or may not be 

married to a woman. 

 DOUBLE DECKERS: They are both insertive and receptive during 

sexual intercourse. They either have a feminine or masculine physique. 

 TRANSGENDERS: also known as Indian hijra, and globally called by 

the name ‗‘the Third Gender‖. Most of them are castrated and dress like 

women who are still largely stigmatized and socially outcast. 

 SELF IDENTIFIED GAY MEN: These group of people are usually 

middle and upper class men, educated, and identify themselves as ―gay‖ 

like in Western countries.
17

 

  However, these people may not be exclusively homosexuals and may 

have sex with women and also may have traditional marriage. Some of these 

people change their perception on sexual behaviour over a period of time 
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depending on situations, so at times it becomes difficult  to strictly categorise 

them into a particular group. There are also a group of men who have sex with 

other men for cash and are called Male sex workers (MSWs). 

TYPES OF PARTNERS AMONG MSM 

Different types of partners among MSM are: 

 Regular/main partner: who indulge in sex regularly with a single known 

partner. 

 Irregular partner: indulge in sex irregularly with a  known partner and 

may have multiple sexual partners. 

 Casual partner: on casual basis with strangers 

PROTECTIVE BEHAVIOURS AMONG MSM 

Protective behaviour includes regular and correct use of condom, a 

single partner and avoiding multiple partners, avoidance of substance abuse. 

There is lack of protective behaviour among MSM like irregular use of condom 

and unprotected sex. This increases the risk of sexually transmitted infections 

like HIV, Syphilis and others. Certain factors leading to lack of protective 

behaviours and high risk behaviour among MSM are substance abuse like 

alcohol and IV drug abuse, use of illicit drugs like cocaine and 

methamphetamine, failed relationships, depression resulting from social 

discrimination and violence.
18
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FACTORS AFFECTING SEXUALLY TRANSMITTED DISEASES 

AMONG MEN WHO HAVE SEX WITH MEN 

 Higher chance of trauma to anal mucosa during intercourse 

 The anatomy of penis designed as a penetrative structure 

 Semen and seminal fluid is directly transmitted by penis  

 More injury from other columnar epithelial sites like oropharyngeal 

mucosa, urethral meatal mucosa, and inner surface of prepuce. 

 Some MSM believes that STDs are transmitted through heterosexual 

contact only and men to men sex is safe. 

 There is no question of pregnancy among MSM  so they avoid condom 

use 

 Social discrimination and stigma discourage open expression of love, 

open relationship, or sexual behaviour. 

 Higher prevalence rates of multiple partners, contact with strangers, 

unprotected sex, substance abuse among MSM. 

 Use of internet and gay clubs to meet partners
19

 

  



 

 

12 

 

GAY BOWEL SYNDROME(GBS) 

It was first described by Henry L. Kazal and colleagues in 1976. It refers 

to all sexually transmitted diseases in and around the anus and rectum in gay 

men who practice anal sex. It is a misnomer since it is not a syndrome but 

comprises of spectrum of diseases like gonorrhoea, syphilis, chlamydia, warts, 

herpes simplex, girdia lamblia, entamoeba histolytica , shigella, salmonella etc. 

Anorectal chancre usually has atypical presentation with multiple painful ulcers 

mimicking anal fissure. perianal condylomata must be differentiated from 

anogenital warts.
20,21

 

PREVENTION OF SEXUALLY TRANSMITTED INFECTIONS IN 

MSM 

 Consistent use of condoms during anal intercourse 

 Male circumcision 

 HIV testing and counselling  

 Avoidance of alcohol and other substance abuse 

 MSM living with HIV should have access to ART 

 Prompt treatment of other sexually transmitted diseases 

 Behaviour interventions on avoiding multiple partners 

 Syndromic management  

 Periodic serological testing for syphilis and other infections
22
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DEFINITION OF SYPHILIS 

Syphilis was defined by Stokes as ―an infectious disease due to 

Treponema pallidum; of great chronicity; systemic from the outset; capable of 

involving practically every structure of the body in its course, distinguished by 

florid manifestations on one hand and years of completely asymptomatic 

latency on the other, able to simulate many diseases in the field of medicine 

and surgery ,transmissible to offspring in man, transmissible to certain 

laboratory animals, and treatable to the point of presumptive cure‖.
23,24

 

HISTORY OF SYPHILIS 

In 1521,  Girolamo Fracastorius wrote a famous poem called ―Syphilis 

sive Morbus Gallicus‖ .In this poem, Syphilus was a shepherd who was 

supposedly the first person infected with syphilis punished by Apolo God for 

spurning Sun. Thus, syphilis derived its name from this poem.  

In 1905, Schaudinn and Hoffmann of Hamburg were the first people to 

discover the causative agent of syphilis and they named it as Spirochaeta 

pallida. Later they changed the name to Treponema pallidum. In 1906, 

Wassermann of Berlin described the first diagnostic blood test called the 

Wassermann reaction (WR). Following this great discovery, many advances in 

the treatment of syphilis occurred.  

In 1909, Ehrlich of Frankfurt discovered an effective drug called ‗606‘ 

or ‗Salvarsan‘ which is an organic arsenical preparation given intravenously. 
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The drug was named so because it was his 606
th

 experiment with drugs of this 

group. Its generic name is arsphenamine. Later, in his 914
th

 experiment he 

produced neo-arsphenamine. In 1921, Sazerac and Levaditi introduced bismuth 

intramuscular injection which was more effective and less toxic as compared to 

mercury. 

The greatest advance in the treatment of syphilis was the discovery of 

penicillin by Alexander Fleming derived from a mold penicillium notatum in 

1928.  In 1943, It was successfully used in the treatment of syphilis by 

Mahoney and his colleagues in New York. In 1948, Nelson and Mayer 

introduced the first specific blood test for syphilis called the Treponema 

pallidum immobilization test (TPI).
25,26

 

EPIDEMIOLOGY OF SYPHILIS 

During the industrial revolution there was a decline in the morbidity of 

syphilis due to better socio-economic conditions. In in the past there have been 

increase in incidence of syphilis following wars, political unrest, and 

movement of population. After 1940s , there was a decline in new cases of 

syphilis  due to widespread use of penicillin whereby asymptomatic and 

undiagnosed cases of syphilis were made non infectious by chance ,the so 

called ―Happenstance treatment‖.  
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But in 1970s  and 1980s, there was an increase in the incidence of 

primary and secondary syphilis mainly contributed by homosexuals. This was 

followed by its virtual eradication as endemic disease in mid 1980s and re-

emergence in late 1990s by gay men.
27 

According to WHO, 5.6 million new cases of syphilis have been 

detected worldwide in 2012 with a global incidence rate of 1.5 cases per 1000 

population. Recent studies have shown that sero-prevalence of syphilis among 

MSM range from 0.3% to 32.2% and syphilis epidemic is largely concentrated 

among MSM in Brazil and rise in syphilis cases seen in western Europe, USA, 

India and China among MSM. According to CDC 2017, 68% of primary and 

secondary syphilis cases was seen in MSM in USA.  

The risk of acquiring HIV among syphilis infected individuals is 3 to 5 

times higher than others. The exact prevalence of syphilis among MSM in 

India is not known due to social stigma associated with STDs, asymptomatic 

cases being treated by syndromic management, lack of voluntary screening and 

lack of proper records in STD clinics.
28,29

 

BACTERIOLOGY OF SYPHILIS: 

ORDER: Spirochaetales 

FAMILY: Spirochaetaceae, Treponemataceae 
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GENERA: 1)Treponemata  comprises of pathogenic,saprophytic and special 

strains 

            2) Borrelia 

            3) Leptospira 

The pathogenic strains of treponemata causes syphilis, yaws, bejel , 

pinta and various various locally occurring treponematoses .All these species 

are morphologically and serologically identical and is not possible to grow in 

artificial media. They are Treponema pallidum subspecies pallidum of venereal 

syphilis, subspecies pertenue causing yaws, subspecies endemicum causing 

endemic syphilis. Treponema carateum causative agent is pinta is considered a 

separate species due to lack of genetic information. 

Saprophytic strains are found in the oral cavity and associated with 

dental sepsis. They are Treponema microdentium and Treponema 

macrodentium. 

Special strains consists of Nichols strain which is pathogenic and Reiters 

strain, non-pathogenic strain which can be preserved in artificial media for 

many years. 

Borrelia consists of borrelia gracilis, borrelia refringens, borrelia 

balanitidis which are found in subpreputial discharge. 
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Leptospira consist of leptospira icterohaemorrhagiae and leptospira 

canicola.
30

 

MORPHOLOGY OF TREPONEMA PALLIDUM 

Treponema pallidum is a slender, motile, regularly coiled, spiral 

organism of 6 to 15 μm length and 8-24 coils with 1 μm distance between each 

coil, its width 0.1-15 μm. The wavelength of the organism is 0.9 μm with 

amplitude of 0.2 μm. The central cytoplasmic body is covered by an outer 

membrane.  This outer membrane contains less proteins compared to other 

gram negative bacteria which helps the organism to evade host immune 

response during chronic infection. It multiplies by tranverse fission every 30 

hours. Three or four endoflagella are present on the tapering ends of the 

organism which is responsible for its characteristic motility.
31 

MOTILITY OF TREPONEMA PALLIDUM 

Movements of Treponema pallidum is divided into: 

 Locomotion: Rotation (corkscrew movement) and propulsion  

 Shape   : Angulation, buckling, undulation, coil compression, coil 

expansion, looping 

The most typical movement of this organism is angulation in which 

there is bending at acute or obtuse angle.
32
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ANIMAL INOCULATION 

Laboratory animals are rabbits and hamsters. Intratesticular and 

intradermal inoculation is possible in rabbits. Infection of Apes with syphilis 

also produces similar clinical signs seen in humans.
33

 

Viability 

This organism is rapidly destroyed by heating and drying or by 

antiseptics. Washing hands with soap and water also destroys the organism. 

Studies have shown that steroid containing topical formulations can actually 

increase the number of treponemes in the lesional sites. It can be preserved for 

several years at -78 °C but survive for only few days under ordinary 

refrigeration. 

Immunology  

Experimental work have shown organism specific IgG and IgA 

antibodies. Specific IgM antibodies to Treponema palliduma are produced 

during the early stages but such antibodies disappear and mainly non specific 

IgG antibodies are seen in the late stages of infection. Non-specific IgA 

antibodies increases significantly in untreated syphilis. 
34,35 

Cell mediated immunity plays more important role in syphilis than 

humoral immunity. Cell mediated immune response leads to either clinical 

manifestations or clearing of treponemes. Main cellular infiltrates in syphilitic 
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lesions are lymphocytes, macrophages, and plasma cells. There is Th1 profile 

cytokines following T cell activation. Dendritic cells play important role in 

presenting the organism to naïve T cells in the lymph nodes which leads to 

activation, proliferation and migration of T cells to the site of infection. 

Primary syphilis lesions are infiltrated by CD4+ helper T cells and secondary 

syphilis lesions by cytotoxic CD8+ cells. These T cells activate macrophages 

and B cells to produce antibodies against Treponema pallidum which 

eventually leads to tissue damage and clinical manifestations.
36,37,38 

However recent experimental studies have shown that humoral 

immunity also plays major role against Treponema pallidum. This includes 

immune serum which play various roles like inhibiting adhesion and invasion 

of the organism , offering passive protection and stimulates phagocytosis of 

Treponema pallidum. Levene et al found that there is a factor in the serum of 

patients with secondary syphilis which causes immunosuppression in the early 

stages of infection by inhibiting transformation of normal lymphocytes through 

phytohaemagglutinin.  

Occasionally there is a chance of superinfection in late acquired and 

congenital syphilis if there is a large inoculum. Reinfection is also possible 

after successful treatment of the first attack of the disease. A person infected 

with other treponemal disease like yaws at childhood can also develop venereal 

syphilis in later years. 
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Chancre immunity was a phenomenon described in 20
th

 century in 

experimental animals where a second primary lesion cannot be produced on re-

infection shortly after primary lesion is produced. However human 

experimental inoculation showed that a new chancre can be produced even 

when the first chancre is progressing, and inoculation during secondary stage 

produces papules and during tertiary stage produces gummata.
39

 

Two main factors by which immune evasion occurs in Treponema 

pallidum are poorly exposed immunogenic proteins on the organism surface 

and complex system of antigenic variation. Treponema pallidum has highly 

immunogenic lipoproteins like T. pallidum rare outer membrane proteins ( 

TROMPs) on the cytoplasmic membrane but are protected by less 

immunogenic outer membrane. The role of genetic factors are still not clear.
40

 

Culture 

Treponema pallidum cannot be cultured in vitro. But it has been grown 

successfully in mammalian tissues culture cells. It can be inoculated and 

cultured in rabbit testes for practical purposes. For this, treponemal suspension 

is injected into the testes. After a week , testes becomes firm and enlarge 

rapidly producing orchitis. 3% oxygen concentration is also needed for its 

optimum growth. The metabolic activities of Treponema pallidum are limited 

due to absence of many netabolic and biosynthetic pathways. It is also sensitive 

to high temperature, detergents and dessication.
41
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PATHOGENESIS OF SYPHILIS 

EARLY PHASE OF INFECTION: 

In acquired syphilis, the organism enters the body through minor 

abrasions or small breaks in the skin or mucosa during sexual contact. The 

organism multiplies inside the host and incubation period may vary with the 

initial size of inoculum. As the organism multiply ,it creates a tissue reaction 

which is infiltrated by lymphocytes and plasma cells mainly around the 

lymphatics and vessel walls. There is proliferation of small vessels and 

infiltration of plasma cells in the lesion of syphilitic chancre.  The organism 

resides in between the capillary endothelium and surrounding perivascular 

tissue and proliferates. 

Treponemes also spread to lymph nodes through lymphatics causing 

enlargement of lymph nodes before the primary lesion develops and through 

hematogenous spread to other tissues and organs at the same time. There is 

endarteritis of small blood vessels leading to endothelial proliferation which 

obliterates the vessel lumen, the so called ―endarteritis obliterans‖. This leads 

to loss of blood supply, tissue ischemia, necrosis and erosion of the surface of 

the lesion. The classical induration in syphilis is due to presence of plasma 

cells, mucopolysaccharides or mucin and hyaluronic acid. 
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After 6 to 8 weeks following the primary stage, there is multiplication of 

treponemes in the disseminated tissues leading to secondary stage. During this 

stage, the local treponemes over the primary lesion disappear and fibroblasts 

appear causing healing by scar formation. Likewise the secondary lesion also 

regress and disappear without scarring but new lesions can develop upto a 

period of 9 months. 

After secondary stage, patient goes into stage of latency with no signs 

and symptoms of the disease. Sometimes immune system fails to control the 

infection at this stage and the treponemes starts multiplying at the site of 

primary lesion producing a recurrent lesion or disseminate to other tissues 

producing recurrent secondary syphilis lesions. Infectious lesions can appear, 

disappear and reappear over a period of 2 years.
42,43

 

LATE PHASE OF INFECTION: 

Late phase can continue for many years where treponemes lie dormant 

and produce no tissue reaction despite the presence of antibodies in the patient 

serum. During this phase, trauma can trigger gummatous reaction of tertiary 

syphilis infiltrated by lymphocytes and plasma cells with endarteritis of small 

blood vessels resulting in tissue necrosis which can be very severe and 

destructive. The original lesion heals slowly with fibrous tissues but there is 

peripheral spreading of new lesions over a period of many years. These lesions 

are first found after 3 to 10 years of initial infection or longer.  
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Dissemination of treponemes to cardiovascular and nervous systems 

also can produce chronic tissue reactions but gross necrosis is uncommon due 

to sparse treponemes except general paresis where treponemes are in 

abundance in cerebral tissues. The progression of the disease in these systems 

are very slow and tissue destruction, scarring and degenerative changes takes 

several years. 

The pathogenesis of latent syphilis is more of immunological 

mechanisms than direct injury. The tissue reaction seen in tertiary syphilis 

resembles a delayed type of hypersensitivity reaction.  About two-thirds cases 

of latent stage continues for the rest of patient‘s life without any clinical 

manifestations.
44

 

CLASSIFICATION OF SYPHILIS 

It is classified into congenital syphilis and acquired syphilis. Congenital 

syphilis is further classified into:
45

 

EARLY: Mainly infectious and develop within the first two years of life. It 

resembles secondary stage of acquired syphilis. 

LATE: Develops after two years of life and include gummata which resembles 

tertiary stage of acquired syphilis. 

THE STIGMATA: Permanent scars and deformities produced by early and late 

congenital syphilis. 
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Acquired syphilis is divided into: 

EARLY INFECTIOUS STAGE:  It is seen in the first two years of infection 

according to World health organisation (WHO). It comprises of primary 

syphilis, secondary syphilis, early latent syphilis 

LATE NON-INFECTIOUS STAGE: It is diagnosed after 2 years of infection 

(WHO). It includes late latent syphilis, and tertiary syphilis involving skin, 

mucous membrane, subcutaneous tissue, bones, muscles, viscera. 

QUATERNARY SYPHILIS: It includes cardiovascular syphilis and 

neurosyphilis.  

INCUBATION PERIOD OF SYPHILIS 

It ranges from 9-90 days after initial infection with a mean primary 

incubation period of 25 days. However most cases the IP varies from 3-4 

weeks. The primary chancre heals on an average duration of 12 days but 56 to 

63% men have chancre during the appearance of secondary syphilis rash. 

Virtually all infected persons develop secondary syphilis but sometimes the 

manifestations are so mild that they go unnoticed. 

The average period between sexual contact and appearance of secondary 

syphilis rash is 8 weeks but some people develop rash later within 6 months. 

The symptoms of secondary syphilis can last for a period of 1 to 12 months. 

Relapse of secondary syphilis can occur upto 5 years.
46,47 
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TRASMISSION OF SYPHILIS 

Different modes by which syphilis is transmitted:
48

 

 Direct Contact with infectious lesions or body fluids 

 Direct sexual contact with an infected person 

 Vertical transmission from mother to foetus 

 While performing baby care and handling children –‗Syphilis 

brephotrophica‘ 

 Kisses when syphilitic lesions are present on lips and oral cavity 

 Parenteral transmission via blood components and injection drug use  

Blood transfusion transmitted syphilis only produces secondary syphilis 

bypassing primary stage known as ―syphilis d‘emblee‘‘
49

 

The various risk factors that influences the transmission are: 

 Number of exposures with the infected person 

 Type of sexual activity 

 Distribution of lesions in infected partner or partners. 

Recent Studies have shown that  following sexual contact with a 

homosexual with primary or secondary syphilis ,almost half can get infected.  
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Breast feeding per se does not transmit syphilis but infectious lesion on the 

breast can transmit the disease.
50,51

 

Natural course of Syphilis in untreated patients: 

Exposure to Treponema pallidum 

 

                     (9-90days)  

  

                                               Primary chancre 

                      (2-12 weeks) 

 

Secondary syphilis (mucocutaneous lesions/organ involvement) 

 

                       (2-12 weeks) 

 

Early latent (25% have relapses, 1-2 years from contact) 

 

Late latent ( more than 2 years) 

 

                     Remission (2/3)       Tertiary syphilis(1/3 cases) 

 Late benign(16%) 

 Cardiovascular(10.4%) 

 Neurosyphilis (6.4%) 
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After sexual contact with an infected person, 30% person of people can 

develop primary chancre after about 3 weeks. Chancre heals spontaneously in 3 

to 8 weeks. After 2 to 12 weeks of appearance of primary chancre, clinical 

manifestations of secondary syphilis develops.  

About 25% of patients can develop secondary syphilis without 

developing primary chancre. Almost all infected patients goes through 

secondary syphilis stage, though in some cases it may be mild and subtle to 

notice. The skin lesions of secondary syphilis heals in about 3 months but a 

patient can have waxing and waning for up to 9 months before complete 

resolution.
52 

Thereafter the patient enters into latency stage when the signs and 

symptoms of secondary syphilis have gone. Early latent stage persist upto two 

years from initial infection and late latent stage thereafter. There are no skin 

lesions at this stage.  

About 25% of patients can have self limiting relapses during this latent 

phase in the absence of treatment or if treatment is inadequate. Oslo study 

showed that these relapses are associated with mouth, throat and anogenital 

lesions. About 75% cases had relapse within 6 months and 93% within one 

year of infection. No relapses were seen after 5 years of follow up. 

 



 

 

28 

 

About two thirds of latent syphilis remit spontaneously or persist in 

latent phase without signs and symptoms throughout their lives. The remaining 

one third progress to tertiary syphilis including late benign, Cardiovascular and 

neurosyphilis.
53,54

 

In oslo study, 16% of total syphilitic patients develops late benign 

syphilis and majority of cases was seen within first 15 years of infection. 

Clinical manifestations of cardiovascular syphilis was seen in 10-40 

years of initial infection and neurosyphilis  in 3-35 years. 

In the Oslo study, cardiovascular syphilis was seen in 10.4% and 

neurosyphilis in 6.4%  of total syphilitic patients. Untreated syphilis was the 

cause of death in 11% of total patients and around 60-70% patients lived 

without any major problem attributable to syphilis.
55 

CLINICAL FEATURES 

Syphilis is an extremely variable disease and clinical description of its 

different stages only cover the likely course in majority of cases. Clinical 

manifestations of syphilis are classified and described separately based on the 

stage of the disease. They are: 

 Primary syphilis with primary or hard chancre 

 Secondary syphilis includes skin and visceral involvement  
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 Latent syphilis with relapse or without skin lesions 

 Late syphilis with Gumma 

 Quaternary syphilis including cardiovascular and neurosyphilis 

PRIMARY SYPHILIS 

It starts as a small pea sized dull red macule which increases in size to 

form a papule. This papule ulcerates to form primary chancre which is the 

characteristic lesion of primary syphilis. The classical primary chancre is also 

called hunterian chancre or hard chancre or hard sore. It is usually a single well 

defined round painless ulcer with clean or ―ham colored‖ floor and indurated 

base. Sometimes the floor is covered with yellowish slough or greyish/ 

hemorrhagic scab. The size of chancre varies from 0.3cm to 3cm. The chancre 

on the genitalia is most commonly located on coronal sulcus(35%),followed by 

glans (29%),shaft (22%), prepuce (19%), frenulum (10%).  Any manipulation 

of the ulcer or friction of its surface produces serous exudates which contains 

numerous treponemes and is very infectious. If untreated, the chancre heals 

spontaneously in 3 to 10 weeks leaving a thin, atrophic scar. However this 

classical chancre has a sensitivity of only 31% and specificity of 98%.
56,57

 

 Different types of induration seen in primary syphilis are: 

 Button hole induration most common type 

 Browny induration 
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 Parchment or visiting card induration 

  Rubber ball type 

 Factitious 

 Dory flap 

 Indolent 

Regional lymph nodes becomes enlarged in 50% of cases within a week 

of appearance of primary chancre which are usually multiple, painless , 

discrete, firm, shotty, and rubbery in consistency often bilateral but may be 

unilateral in extragenital chancre and resolves spontaneously in 4-6 weeks. 

Extragenital chancres are seen in 12-14% of patients with primary 

syphilis usually acquired from contact with genital or extragenital lesions of the 

partner during sexual foreplay, anal or oral sex. They are very rarely seen with 

direct inoculation of infected syringes , tattoo needles, or human bite. 

Anorectal chancres are more common in homosexual men who practice 

receptive anal intercourse. They are mostly asymptomatic and mimics anorectal 

cancer or anal fissures when associated with pain. In a large study, anorectal 

chancre were found in 34% of homosexual men and 7% of women and oral 

lesions involving lip, tongue, the tonsils  were seen in 1-3% of homosexuals. 

Oral lesions can have subclinical presentation so they are underdiagnosed.  
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Other sites of syphilitic chancre are seen on the arms and hands 

presenting as paronychia, eyelid and nipple. The intrameatal chancre which 

occurs inside the urethra presents with scanty serous urethral discharge which 

is diagnosed by palpation or urethroscopy. 

Syphilitic chancre present on under surface of prepuce gives a 

characteristic flaps on retraction due to button induration like retracting the 

tarsal plate of upper eyelid. This is called dory flop sign. Sometimes kissing 

ulcers are also seen on urethral meatus and coronal sulcus.
58

 Studies have 

reported multiple chancres in one third of HIV negative patients and two thirds 

of those infected with HIV. Chancres are multiple, large in size and painful in 

HIV patients. 

Painful chancres are uncommon but can be seen in HIV infected patients 

or when there is secondary infections or lesions are manifested extra-genitally 

and seen in 25% of primary syphilis. Atypical lesions are also seen in mixed 

infections with haemophilus ducreyi and herpes simplex virus.
59

 

Some other chancres seen in primary syphilis are Mixed chancre, 

condom chancre when lesions involves proximal shaft of penis or pubes 

sparing the distal part of the penis , amygdaloid chancre over the tonsillar 

fossa, chancre galeuse over the scabitic lesions. 

The follman balanitis or syphilitic balanitis of follman is an 

inflammation of glans penis which can present as a sole manifestation of 
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primary syphilis without a primary chancre. It can also be seen before, after or 

simultaneously with the classical primary chancre. These lesions are infectious 

and temed with numerous treponemes. 

When primary stage of syphilis is absent due to deep inoculation of 

treponemes following needle injury or blood transfusion of infected blood, it is 

called Syphilis D‘emblee. These patients present with signs and symptoms of 

secondary syphilis.
60

 

Complications of primary syphilis: 

 Edema of penis 

 Erosive balanitis 

 Lymphangitis 

 Thrombophlebitis 

 Phagedenic chancre with necrotising perforation and gangrene of 

prepuce 

 Proctitis in homosexuals 

SECONDARY SYPHILIS 

The secondary stage occurs 2-12 weeks after the appearance of primary 

chancre. Commonly affected tissues are skin, mucous membranes and lymph 

nodes. Other uncommon sites involved are bones, eyes, nervous system and 

abdominal organs but can practically involve any organ.Many patients 
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develops prodromal symptoms like low grade fever, malaise, headache , weight 

loss, myalgia, anorexia or arthralgia. If there is severe persistent headache, it is 

most likely due to meningeal involvement. Sometimes initial complaint is hair 

fall. 

      Skin rash and lymphadenopathy are the most common clinical 

manifestations of secondary syphilis  which are seen in 67-92% and 63-100% 

cases respectively and skin rash being the most common presenting feature . 

However up to 60% of patients may not complain of any signs and symptoms 

of early syphilis  and the rash may be so subtle, having only one or two lesions 

which may go unnoticed. 

Skin rash takes different forms and may be macular or roseolar,  

papular, maculopapular,  papulosquamous,  psoriasiform,  annular, pustular, 

follicular, nodular, lichenoid, lenticular, corymbose. 

These eruptions are discrete, sharply demarcated lesions 

characteristically described as non-vesicular, non-pruritic, widespread, 

distributed symmetrically and bilaterally, more prominent on upper extremities 

than trunk. On the trunk it follows lines of cleavage and have a coppery hue. 

These skin eruptions have special predilection for palms and soles. Most skin 

eruptions are indolent and persist for weeks to months if left untreated, on the 

other hand some may have transient rash. 
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An individual may have polymorphic lesions at a time. Pruritus is seen 

in follicular and lichenoid forms. Slight to moderate anaemia is common in 

secondary syphilis. 

Macular or maculopapular is the most common syphilitic rash seen in 

50% of patients. They are also known as roseola syphilitica characterised by 

0.5cm to 2cm, discrete, round or oval, coppery colored or ―raw ham‖ macules 

on dark skin or rose pink in colour on light skin present on the trunk, flexor 

aspect of upper limbs, palms and soles in bilaterally symmetrical distribution 

sparing the face. The classical colour is usually not seen in dark skinned 

patients. Rose pink colour is due to engorgement of blood vessels without 

cellular infiltrates. 

 Papular and papulosquamous rash develops from macules characterised 

by discrete dull red papules symmetrically distributed on the trunk, arms, legs, 

palms and soles, face, genitalia. Papules present over the forehead and neck 

hairline have a crown like pattern known as corona veneris. When the rash 

becomes predominantly scaly, they mimic psoriasis or lichen planus. 

     On applying pressure over the syphilitic papule with a blunt needle or pin, 

deep dermal tenderness can be elicited, known as  Buschke Ollendorf sign 

which is pathognomic of syphilis. Resolution of papular rash leads to 

depigmented patches on the back and sides of the neck known as necklace of 

venus or leukoderma syphiliticum. 
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Nodular lesions in secondary syphilis is rare and less than 20 cases have 

been reported in literature characterised histologically by presence of atypical 

lymphoid hyperplasia resembling cutaneous pseudolymphoma. 

Lichenoid syphilis is characterised by maculopapular rash with 

violaceus hue associated with HIV infection. Previously it had been described 

in pre-penicillin era. 

Annular syphilid manifest as annular patch or plaques on the face, 

genitalia, axillae, palms and soles. It is more common among black patients. 

Central regression of a large papule give rise to annular syphilid. 

Lenticular rash is characterised by pin head to lentil or bean shaped 

papules present on the face and genitalia. 

Corymbose or bombshell-like eruptions are very rare and characterised 

by a large central plaque with surrounding smaller satellite papules.
61

 

Condylomata lata of secondary syphilis is characterised by multiple soft 

fleshy or greyish white flat topped papules and plaques with broad based filled 

with numerous treponemes over the intertriginous areas like groin, web space, 

perineum, angle of mouth,under breasts, axillae. They are seen in 25-60% of 

patients with secondary syphilis. They are called split papules when it involve 

labial commissures and nasolabial folds. 



 

 

36 

 

Mucosal involvement in secondary is common and manifested by 

whitish patches, erosions ,papules ,plaques and serpiginous ulcers called snail 

track ulcers and severe pharyngitis. Some lesions resemble oral hairy 

leukoplakia. Oral lesions are seen over the palate, buccal mucosa, gingiva, 

tongue, lips, pharynx, larynx, tonsils, epiglottis and genital mucosa. All these 

moist lesions on the skin and mucosa are highly infectious with large number 

of treponemes. 

Follicular syphilid  are follicular pointed papules, on the scalp can lead 

to ―moth eaten‖ alopecia over the sides and back of scalp characterised by 

irregular non-scarring patchy hair loss. They are rarely seen over the beard 

area, eyebrows and legs. Telogen effluvium can also occur in secondary 

syphilis. Sometimes Clusters of minute dull red pointed papules are seen over 

the hairy areas of trunk. 

    Pustular syphilide may present as papule with central necrotic core 

resembling pustule due to endarteritis obliterans. Occasionally pustular lesions 

are seen along with papular and paulosquamous syphilid. Pustular lesions with 

limpet like crusts  are called ―rupia‖ or rupioid syphilid seen in malnourished 

patients mostly on the face 

Vegetative or hypertrophic lesions are called fram-boesiform syphilide. 

Syphilitic cornee can present as localised hyperkeratosis of palms and 

soles.
62,63
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Nail involvememt is rare and includes pitting, onycholysis, 

onychodystrophy, and beau‘s lines when nail matrix is involved. Nail also 

becomes lustreless and brittle.
64 

Systemic involvement of secondary syphilis includes: 
65,66,67

 

 Constitutional symptoms: malaise, fever, headache 

 Eye changes: Anterior uveitis, iritis, and rarely acute choroido-retinitis. 

 Liver: mild hepatitis with elevated liver enzyme, hepatomegaly(4-23%), 

jaundice(12%) 

 Pulmonary changes 

 Neurological involvement: common but asymptomatic. Sometimes with 

acute or subacute meningitis,raised intracranial pressure with headache, 

vomiting and papilloedema, cranial nerve palsies.nerve deafness in 

homosexuals. Reactive CSF VDRL and raised cell counts and proteins. 

Concurrent HIV infection has greater risk of CSF abnormalities. It 

respond well to anti-syphilitic treatment. 

 GIT: Anorexia, nausea and occasional vomiting. Syphilis of stomach 

can present with mucosal erosions, rugal hypertrophy or shallow ulcers 

on the antral and pyloric areas. 
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 Musculoskeletal : bone pain, joint effusion, bursitis, arthralgia, rarely 

arthritis and periostitis are seen. 

 Renal : extremely rare and may due to immune complex deposition. 

Asymptomatic proteinuria, nephrotic syndrome, rapidly progressive 

glomerulonephritis, and renal failure can be seen. 

 Cardiovascular:  rare, myocarditis, ventricular arrhythmia seen. 

 Lymph nodes: seen in 60% -100% of patients, they present as painless, 

discrete, rubbery enlarged nodes most commonly involve occipital, 

axillary, inguinal, and epitrochlear group of nodes.  

LUES MALIGNA OR MALIGNAT SECONDARY SYPHILIS 

It Is a severe widespread nodulo-ulcerative form of secondary syphilis 

with prodromal symptoms of fever, headache, arthralgia, photophobia, myalgia 

followed by development of papules and pustules rapidly progressing into  

sharply defined necrotic ulcers with an erythematous halo and covered with 

haemorrhagic brown crusts resembling oyster shells or rupiod layers. It is seen 

in chronic alcohol misuse, malnourished patients and HIV infection.  

The four clinical characteristics of lues maligna described by Niesser are 

its short incubation period, presence of prodromal symptoms, pleomorphic skin 

lesions, and nodulo-ulcerative lesions of skin and mucosae. Oral lesions are 
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just mucosal patches but sometimes present with widespread atypical ulcerative 

lesions or palatal perforation in HIV infection.
68

 

  The four diagnostic criteria of lues maligna by Fisher et al
69

 are: 

a) Presence of Compatible gross and microscopic morphology 

b) A high titre positivity with RPR/VDRL tests 

c) Jarisch-Herxheimer reaction following treatment 

d) Dramatic response to anti-syphilitic treatment. 

Relapse of secondary syphilis can occur in 20-25% of patients with 

asymmetrically distributed rash which are fewer in number and smaller in size 

with less severity when compared to initial episode and can also involve the 

mouth, throat and perianal region or other organs like eye, bones, viscera or 

nervous system. 

Relapse can also be purely serological when previously negative reagin 

test becomes positive or quantitative tests shows progressive rise in titre from a 

decline  with no clinical signs and symptoms. 

LATENT SYPHILIS 

A positive serological test in the absence of clinical signs and symptoms 

defines latent syphilis with early latent been within two years of infection and 

late latent after 2 years. Early latent syphilis can present with relapse of 
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primary or secondary syphilis and is infectious while late latent syphilis is a 

continuation of early latent syphilis, non-infectious with no relapse but requires 

longer duration of treatment. 

Many patients are diagnosed only during routine serological screening 

without any history of primary or secondary syphilitic lesions probably due to 

antibiotics use for other diseases. Many patients may have CSF findings 

abnormalities. If the duration of disease is unknown, these patients should be 

considered as late latent syphilis irrespective of VDRL/RPR titres. 

Syphilis incognito is a subtype of early or late latent syphilis with 

subclinical course from the time of infection until its diagnosis by routine 

screening. It may be due to inadequate or inadvertent use of antibiotics or 

lesions occur at inaccessible sites like anal canal.
70,71,72 

LATE BENIGN SYPHILIS 

Lesions of tertiary syphilis starts appearing by 3-10 years after initial 

infection. The characteristic lesion of late syphilis is gumma. It is a 

hypersensitivity reaction to treponemes. Gummatous lesions on the skin can 

present as multiple pinhead to pea-sized deep indurated nodules arranged in 

arciform pattern on the face, scapular region, interscapular areas and 

extremities. These nodules break down to form ulcerative lesions that heals 

with atrophic non-contractile scar.  
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Psoriasiform lesions with waxy scales are seen on the palms and soles. 

Subcutaneous gumma present with single or multiple painless subcutaneous 

lesions with dull red hue surface which breaks down to form puched out ulcers 

with polycyclic margins with wash leather slough on floor and walls seen on 

legs, scalp and face. Healing of these ulcers leads to tissue paper scarring.
73

 

Mucosal lesions can be localised or diffused with involvement of mouth, 

throat, palate, pharynx, larynx, or nasal septum with punched out ulcers and 

palatal perforations. Diffuse granulomatous involvement of tongue can lead to 

chronic superficial glossitis which is a precancerous condition. 

Gummatous involvement of long bones ,skull and shoulder girdle due to 

increased cellular infiltrates and osteoblastic activity presents with periosteitis, 

periosteal thickening, syphilitic osteomyelitis and sclerotic lesions. The 

gummatous osteoperiosteitis of skull bones is termed as worm eaten skull . 

Muscles, joints, bursae and tendon sheath can be involved with hard 

fibrous nodules found along tendon sheaths or near the joints. 

Liver is the most common abdominal organ involved with focal 

gummatous lesions or diffuse interstitial cirrhosis or irregular fibrosis called 

hepar lobatum . They manifests as weight loss, jaundice, tenderness in right 

hypochondrium, ascites, vomiting and hematemesis due to portal hypertension. 

Abnormal LFT and positive serology for syphilis confirms the diagnosis. 

Gummatous spleen is extremely rare with splenomegaly.
74,75
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Gummatous lesions seen in other organs are stomach with peptic ulcers 

and chronic indigestion, myocardium, gummatous lung mimicking malignant 

tumor, urinary tract involving kidney, bladder, and prostate. Occasionally 

Gummatous testes with diffuse gummatous infiltration presents with ‗billiard 

ball testis‘ characterised by smooth regular swelling of testis with loss of 

testicular sensation but  patient feels a dragging sensation.
76 

CARDIOVASCULAR SYPHILIS  

It manifest late after 10 to 40 years from onset of infection with male to 

female ratio of 3:1. About 60% of patients with cardiovascular syphilis can 

develop clinical signs within 20 years and 40% of cardiovascular syphilis have 

associated nervous system involvement. 

Cardiovascular syphilis can be divided into three categories; syphilis of 

the heart, syphilis of great vessels and syphilis of medium sized arteries. 

Syphilis of the heart presents with diffuse myocarditis or gumma. 

Gummatous involvement of interventricular septum and bundle of his can 

produce bundle branch block or complete heart block. 

Syphilis of great vessels can affect aorta, pulmonary artery or great 

vessels arising from aorta. Syphilis of aorta is the most common where 

treponemes reach by vasa vasorum. Patient can have uncomplicated aortitis, 

coronary ostial stenosis, aortic regurgitation or aortic aneurysm. 
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Uncomplicated aortitis usually have minimal symptoms but can present 

with retrosternal aching pain and a loud tambour-like second sound called 

‗bruit de tabourka‘. Aortic ejection sound and soft systolic ejection murmur is 

heard on auscultation. 

Coronary ostial stenosis can affect right or left or both coronary arteries 

and may cause sudden death. The main clinical symptom is angina pectoris 

which can have referred pain over the face and epigastrium. Electrocardiogram 

shows a typical ST segment depression and T wave inversion. 

Aortic regurgitation(AR) due to dilatation of aortic ring or cusps is 

commonly symptomless but late stages can have dyspnoea on exertion and 

paroxysmal nocturnal dyspnoea due to left heart failure which can eventually 

progress to right heart failure.  

Different types of murmurs heard in AR are blowing aortic diastolic 

murmur, to and fro type of systolic and diastolic murmur, Austin flint mid-

diastolic murmur when there is severe regurgitation, loud musical or ‗dovecote‘ 

diastolic murmur. Pistol shot sound also heard over femoral arteries. Corrigan 

pulse is the typical pulse which is collapsing type.
77

 

Aneurysm is due to marked dilatation of aorta and may be fusiform or 

saccular in shape. Aneurysm of the ascending aorta is known as aneurysm of 

signs and is the commonest aneurysm in syphilis. Clinically there is parasternal 

dullness on percussion and pulsation in 2
nd

 and 3
rd

 right intercostal spaces. 
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They maybe have loud aortic second sound, loud aortic systolic murmur and 

systolic thrill. Rupture of the ascending aorta aneurysm can cause sudden death 

due to cardiac tamponade or haemothorax or severe haemotypsis or rupture 

through the skin of anterior chest wall. 

Aneurysm of the Arch of aorta is also called aneurysm of symptoms 

manifested by a pulsating mass in the suprasternal notch. When it compress the 

trachea, it produce stridor and brassy cough. Involvement of left recurrent 

laryngeal nerve can cause hoarseness of voice, displacement of esophagus 

cause dysphagia, pressure on left bronchus produces tracheal tug sign.Horner 

syndrome is also seen with enophthalmos and small pupil when aneurysm 

compress cervical sympathetic chain.  

Cyanosis, edema, and dilatation of superficial veins of arms, upper 

chest, and neck is seen when there is pressure on superior vena cava. Pressure 

upon innominate or left common carotid arteries can produce dizziness due to 

cerebral anoxia, due to occlusion of left subclavian artery known as steal 

syndrome. Pressure on nerve roots may cause severe nerve root  pain. Death 

may occure due to rupture of aneurysm into trachea,bronchus, mediastinum, or 

superior vena cava with severe haematemesis, severe dyspnoea, and cyanosis 

due to cardiac overload. 

Aneurysm of descending aorta is also known as ‗aneurysm of no signs 

and no symptoms‘ which is rare and usually asymptomatic. Aneurysm 
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compressing on the 7
th

 to 11
th

 thoracic vertebral bodies can produce deep 

seated continuos pain on the back. Rupture of aneurysm is rare at this site. 

Aneurysm of abdominal aorta is less common where patient may 

complain of pain in the abdomen or back mainly at night which is relieved by 

changing position. On examination, there is expansile mass with pulsations, 

thrill and audible murmur. 

Aneurysm of other sites includes the innominate, left common carotid 

and left subclavian arteries, commonest being innominate aneurysm which may 

compress arch of aorta and push trachea to the left.
78,79

 

Syphilis of medium sized arteries involves the cerebral and spinal 

arteries and rarely the carotid, hepatic, renal and femoral arteries. All these 

vessels can have thrombosis in the lumen.
80 

NEUROSYPHILIS 

Neurosyphilis is divided into early and late forms. Treponema pallidum 

invades the central nervous system at early stage of syphilitic infection. Early 

neurosyphilis is commonly associated with CSF changes, cerebral vessels and 

meningeal involvement. Central nervous system invasion in the early syphilis 

may resolve spontaneously without treatment or lead to asymptomatic or 

symptomatic acute syphilitic meningitis. 
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    If left untreated, late neurosyphilis develops mainly involving meninges, 

brain, spinal cord parenchyma manifesting as meningovascular 5-12 years later 

or general paresis and tabes dorsalis after 18 to 25 years.  

    Most of the time there is no history of primary or secondary stage of 

syphilis. However HIV infected patients develop neurosyphilis at an early stage 

due to inability of the CNS to control the invasion of treponemes initially.
81,82

 

The following chart indicates the possible sequence of events in neurosyphilis: 

                Early syphilis                              Late syphilis 

 

Asymptomatic neurosyphilis             asymptomatic neurosyphilis          Tabes dorsalis 

 

Invasion of CNS                          Regression  

  

 

Acute syphilitic meningitis             Meningovascular syphilis               General paresis 

Classification of neurosyphilis:
83

 

 Asymptomatic (20%) 

 Meningeal(15%) including cerebral and spinal 

 Vascular (5%) includes cerebral and spinal 

 Parenchymatous(60%) with cerebral(15%) and spinal(45%) 

 Gumma consist of cerebral and spinal- very rare 
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Asymptomatic neurosyphilis has changes only in cerebrospinal fluid 

without neurological signs and symptoms associated with 5 or more 

lymphocytes per cu.mm and total protein above 40mg% and reactive reagin 

tests(VDRL/RPR/TPHA). 

    Meningeal involvement of brain can occur at any stage of the disease 

and sometimes occur along with parenchymatous neurosyphilis. When 

meninges of vertex and cortex are involved there is headache, convulsions, 

aphasia, monoplegia, hemiplegia, papilloedema. When basal meninges are 

involved there is cranial nerve palsies mainly cranial nerves 3
rd

, 6
th

, 7
th

, and 8
th

. 

Argyll Robertson pupil and hydrocephalus are also seen with meningeal 

involvement.  

    Vascular involvement of brain manifests with prodromal headache, 

giddiness, mental disturbances or paraesthesia, followed by sudden motor 

paralysis. Middle cerebral artery is the most common artery involved which 

presents with contralateral hemiplegia, aphasia, and hemianaesthesia.  

    Anterior cerebral artery involvement lead to mental 

deterioration,motor aphasia,contralateral hemiplegia and loss of sensation over 

leg. Posterior cerebral artery involvement lead Dejerine-Roussy syndrome 

characterised by contralateral sensory loss, hemiathetosis, contralateral 

homonymous hemianopia. 
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     Cerebellar artery involvement can produce Walkenberg‘s syndrome 

where there is contralateral loss of pain and temperature sensation over the 

body. There can be vertigo, vomiting, cerebellar ataxia, horner‘s syndrome and 

loss of pain and temperature sensation over the face. 

Basilar artery involvement can lead to weber‘s syndrome characterised 

by partial 3
rd

 cranial nerve palsy and crossed hemiplegia of face and leg and 

benedikt‘s syndrome when red nucleus is involved. Pontine arteries 

involvement can lead to Millard-Gubler syndrome with 6
th

 and 7
th

 cranial nerve 

palsies and crossed hemiplegia and sometimes conjugate deviation of eyes to 

one side known as Florel‘s syndrome.
84 

    Parenchymatous involvement of brain can present with General 

Paresis of Insane (GPI) manifesting with lost of drive at work, less interest in 

personal affairs, easily irritable, loss of concentration, personality and 

behavioural changes, headache, insomnia. cerebral attack or congestive attack 

of GPI can present with sudden onset convulsions, aphasia, 

confusion,monoplegia and hemiplegia. Following a bout of drinking and 

convulsions, patient can develop sudden onset fully developed psychosis. 

Psychosis can have various manifestations like delusion of grandeur 

where patient is euphoric and over self-inflated with power or money falsely, 

deteriorated demented type, labile mood, depression, impaired judgement, 

confusion, mania and paranoid psychosis. Late stages patient can have gross 
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dementia or memory loss, status epilepticus, emaciated and bed ridden with 

bed sores.  

Death may result due to secondary infections in the form of pneumonia 

or renal infection. Untreated patients die within 5 years of development of GPI.  

Neurological signs of GPI includes Argyll Robertson pupil, taboparesis, 

dysarthria with slurring of words, impairment of handwriting, tremor of lips or 

tongue on protrusion of tongue known as trombone tremor, spastic paraplegia 

with increased knee and ankle jerks, loss of abdominal reflexes and extensor 

plantar responses. Lissauer‘s type of GPI present with hemiparesis, convulsions 

and aphasia. 

Gumma of the brain is very rare developing as an extension from the 

overlying skull bone compressing the brain parenchyma giving a picture 

similar to intracranial space occupying lesion. Patient presents symptoms like 

headache, nausea, vomiting, convulsions, decrease vision, papilloedema, 

cranial nerve palsies, and hemiplegia.
85

 

Meningeal involvement of spinal cord can involve meninges of cervical 

and dorsolumbar region separately or together. Three clinical syndromes seen 

are dorso-lumbar meningitis presenting with erb‘s spastic paraplegia due to 

pyramidal tracts involvement, cervical meningitis with syphilitic hypertrophic 

cervical pachymeningitis due to spinal nerve roots and spinal tracts 

involvement, and syphilitic amyotrophy . 
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Erb‘s spastic paraplegia presents with gradually progressive stiffness of 

the legs and dragging of feet while walking. Urinary bladder involvement is 

common. There is Irritable bladder with increased frequency of micturition, 

hypertrophy of leg muscles, ankle clonus, bilateral extensor plantar response, 

paraplegia of extensor type.  

Hypertrophic cervical pachymeningitis is gradual in onset and presents 

with headache, pain over the neck, shoulders, and upper extremities. Horner‘s 

syndrome, loss of reflexes and wasting of shoulder girdle and arms, spastic 

paraplegia, sensory loss below the level of lesion are seen. 

Syphilitic amyotrophy can also have lower motor neuron lesions of 

shoulder girdle, arms, and small muscles of hands associated with pain.
86 

Vascular involvement of spinal cord is due to thrombosis of 

anterior(one) and posterior(two) spinal arteries with thoracic or lumbar regions 

most commonly affected. There is sudden onset paralysis of legs, fecal and 

urinary incontinence, loss of pain and temperature sensation, atonic areflexic 

spinal shock followed by spastic paralysis, mass reflex with involuntary 

contractions of flexor muscles of abdomen, trophic ulcers. Finally there is 

paraplegia in flexion. 

Parenchymatous involvement of spinal cord present with tabes dorsalis 

characterised by triad of  lightning pains over the legs, ataxia and bladder 
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dysfunction. There may be paraesthesia where patient feel like they are walking 

on cotton wool or snow, muscle cramps like rheumatism, constipation.  

Patient can have gastric crisis with sudden abdominal pain and severe 

persistent vomiting and electrolyte imbalance, laryngeal crisis with 

stridor,rectal crisis with tenesmus and renal crisis. Patient may also have 

impotence, blindness due to optic atrophy. 

    Neurological signs of involvement of spinal cord parenchyma or tabes 

dorsalis includes tabetic facies where there is ptosis and wrinkling of the brow 

due to paralysed facial muscles and compensatory over action of frontalis 

muscle. There is small pinpoint pupils not reacting to light with normal 

accommodation reflex known as Argyll Robertson pupil, areflexia and atonia 

of lower limbs with loss of tendon reflexes, ataxia with positive Romberg‘s 

test. 

There is sensory changes in the form of loss or diminution of sensations to pin 

prick or light touch over the central area of face, nipple area, ulnar borders of 

forearms, peroneal borders of legs and perianal region called the Hitzig‘s 

zones. 

     Trophic changes includes ‗mal perforans‘ where there is indolent circular 

ulcer over the ball of great toe and charcot‘s arthropathy with loss of pain 

sensation over the joints leading to sclerotic degenerative changes, rapid 
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destruction, subluxation, dislocations, fractures ,deposition of loose bodies, 

angulation and deformity of joints.
87,88,89 

    Other neurological features associated with tabes dorsalis are atonic bladder 

due to involvement of afferent parasympathetic fibres of sacral nerve roots 1 

and 2. There is also 3
rd

, 4
th

 ,6
th

,8
th

 cranial nerve palsies and postural 

hypotension due to autonomic involvement.
90 

DIAGNOSIS OF SYPHILIS 

Diagnosis of syphilis consists: 

1) Skin biopsy from lesions of primary or secondary syphilis. 

 Stains used are warthin stain, fontana levaditi stain, silver 

impregnation, steiner stain, krajian silver stain 

2) Laboratory diagnosis of syphilis 

 Direct detection methods including dark field microscopy and 

direct fluorescent antibody test, direct antigen detection tests and 

polymerase chain reaction(PCR) 

 

 Non-treponemal  non-specific tests for screening includes 

Venereal Disease Research Laboratory(VDRL), Rapid plasma 

reagin test (RPR), Toluidine Red Unheated serum test(TRUST). 
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 Specific confirmatory Treponemal tests includes treponemal EIA 

tests, Treponema pallidum particle agglutination Assay (TPPA) , 

Treponema pallidum immobilization test(TPI), Fluorescent 

treponemal antibody Absorption test(FTA-Abs), Treponema 

Pallidum haemagglutination assay (TPHA), 

Microhaemagglutination Treponema pallidum test(MHA-TP).        

 Lumbar puncture and CSF examination with cell count and 

proteins, CSF VDRL/TPHA, TPHA  index, CSF IgG index, 

colloidal gold curve for diagnosis of neurosyphilis. 

Histopathology of primary syphilis shows mainly endarteritis and 

periarteritis in early stage. Histology of primary chancre shows absent 

epidermis and surface of ulcer is covered with fibrin, necrotic debris, and 

neutrophils. The adjacent epidermis shows epidermal hyperplasia with 

acanthosis, spongiosis, exocytosis of neutrophils and lymphocytes. There is 

dermal edema with perivascular lymphohistiocytic and plasma cell infiltrates 

mainly involving papillary dermis. There is swelling and endothelial 

proliferations due to endarteritis obliterans. Treponema pallidum is 

demonstrated using silver stains where they are seen at dermoepidermal 

junction and within and around blood vessels.
91

 

Histological changes of secondary syphilis varies with clinical pattern of 

skin rash. The changes are similar to changes seen in primary syphilis with 
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epidermal hyperplasia, spongiosis, exocytosis of lymphocytes and perivascular 

lymphocytic infiltrates. The organism can be demonstrated with silver stains. 

Condylomata lata shows marked epidermal hyperplasia with intraepithelial 

microabscess.
92

 

Specimen collection for direct identification of Treponema pallidum:  

the lesion is first cleaned gently with saline soaked gauze piece and then 

squeezed with index finger and thumb to yield serous exudates. Blood 

contamination should be avoided. The exudates are then collected on a thin 

glass slide by pressing it on the lesion. The specimen is immediately observed 

under dark field microscope for motility of  treponemes. 

 Lymph node aspiration can be done when there is no mucocutaneous 

lesions or chancre is present at inaccessible site. For this, infiltrate the 

overlying lymph node skin with 1% lidocaine and then the overlying skin is 

made taut with one hand and around 0.2ml normal saline is injected into the 

lymph node, lymph node is massaged gently and fluid is aspirated and spread 

over a clean glass slide and observe under dark field microscope for its 

characteristic corkscrew movements.
93

 

Treponema pallidum cannot be visualised under ordinary light 

miscrocope due to its slender thin structure. Dark field microscope work on the 

principle that presence of dark field condenser allows the light rays to hit the 

object or organism in the field at an oblique angle in such a way that only light 
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rays which are reflected from the organism enter the microscope objective and 

not the direct light so that the organism appears bright against a dark 

background. The organism appear silver white on a black background with 

rotation, bending, twisting, increasing and decreasing in size movements. 

The collected exudates on the slide can also be air dried and fix with 

acetone for 10 minutes and stain with fluorescein-labelled anti Treponema 

pallidum globulin followed by incubation, washing and observed under 

fluorescent microscope giving an apple green fluorescence. This method also 

can examine tissue sections biopsy from early syphilis.
94.95

  

Serological tests includes non-treponemal or standard tests which 

detects the presence of non-specific anti-cardiolipin antibodies called the 

reaginic antibodies in the serum while specific or treponemal tests detects 

antibodies which are specific to pathogenic Treponema pallidum in the serum. 

The two most commonly used non-treponemal tests are Venereal 

Disease Research Laboratory (VDRL) test and Rapid Plasma regain(RPR) test. 

These two tests uses same standardized cardiolipin antigen in an alcoholic 

solution consisting of lecithin (0.21%), cholesterol(0.9%), cardiolipin of 

mammalian cell membranes/beef heart(0.03%). In case of VDRL, the antigen 

must be prepared freshly every time of the test. They have similar sensitivity 

and specificity but RPR is widely used because its reagent is easily available 

and the test is easy to read. 
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VDRL test and RPR test are based on the principle of slide flocculation 

test where antibodies from an infected serum reacts with the cardiolipin antigen 

leading to aggregation and formation of clumps. They can be used as both 

qualitative and quantitative tests. Serial dilutions of quantitative test can be 

done when qualitative test is positive. 

 VDRL test needs heating at 56 degree Celsius for 30 minutes and is 

read microscopically. While RPR can be read with the naked eye without 

microscope or without heating the serum and by addition of charcoal particles 

as colored substance which produces flocculation with charcoal particles. 

Antigen used in RPR is stabilized and cards are used instead of slides as 

compared to VDRL. Some modifications of RPR test are RPR tear drop test 

and toluidine red unheated serum test(TRUST) where it uses toiludine red 

particles instead of charcoal. 

 Specific Treponemal tests are based on the principle that specific 

antigen in the form entire Treponema pallidum or its fragments reacts with 

specific antibodies in the serum that are directed againsts treponemal cellular 

components leading to agglutination. These specific treponemal tests cannot be 

used for monitoring disease activity or treatmet response since they remain 

positive for lifelong in most cases.These specific tests uses virulent Nichols 

strain of Treponema pallidum as the antigen.
96,97 
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Treponema pallidum immobilization test(TPI) is based on the principle 

antibody and complement in the patient‘s serum immobilize the living 

treponeme(Nichols strain) which is grown in rabbit testes and observe under 

dark field microscope. 

In Fluorescent treponemal antibody absorption test (FTA-Abs), non- 

specific treponemal antibodies are removed from patient‘s serum using non-

virulent strain Reiter treponeme, After this, the serum is added to a glass slide 

containing Nichols strain and then fluorescent antibody is added and observe 

under fluorescent microscope. 

Treponema pallidum particle Agglutination assay(TPPA), Treponema 

Pallidum Hemagglutination (TPHA) Test and Microhemagglutination 

Treponema pallidum test (MHA-TP) all uses the ultra-sonicated Nichols strain 

of Treponema pallidum. This strain is absorbed onto gelatin micro-particles 

surface as in TPPA or coated on formalinized tanned sheep erythrocytes as in 

TPHA and MHA-TP. During the test Patient serum is first diluted in sorbent to 

remove non-specific antibodies and then mixed with sheep erythrocytes or 

micro-particles. If antibodies are present in patient‘s serum, they react with the 

Nichols strain(antigen) present on the micro-particles or sheep erythrocytes 

forming agglutination. 

Direct detection methods like dark field microscopy, direct fluorescent 

antibody test can detect Treponema pallidum before the serological tests 
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become positive. FTA-Abs is the first serological test to become positive. FTA-

ABs becomes positive after one week of infection, followed by TPHA which 

becomes positive after two weeks of infection and may remain positive 

lifelong. VDRL/RPR becomes positive after 4-6 weeks of infection or 2 weeks 

after the appearance of primary chancre.  

The most specific test for diagnosis of syphilis is Dark field microscopy 

but the most specific serological test is TPHA or TPPA. The most sensitive test 

is IgM-FTA-Abs or enzyme immunoassay(EIA) and test for monitoring disease 

activity and treatment is VDRL or RPR. CSF VDRL is investigation of choice 

for Neurosyphilis. Confirmatory test for neurosyphilis is CSF VDRL/TPHA. 

To monitor efficacy of treatment, non-treponemal tests like RPR and 

VDRL should be done in serial dilutions (quantitative test) at 3 month interval 

for at least one year. Following adequate therapy there is at least fourfold 

decrease in titre by 3
rd

 or 4
th

 month and eightfold decrease in titre by 6
th

 to 8
th

 

months in primary and secondary syphilis.  

One of the causes for false negative result for VDRL/RPR test is 

prozone or postzone phenomenon. When there is excess antibody in the 

patients serum, optimal ratio of antibody and antigen reaction cannot take place 

leading to false negative reaction so serial dilution of patient‘s serum is needed 

to bring to zone of equivalence to make the test positive. Likewise when there 

is antigen excess, it is called post zone phenomenon.  
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However patient in latent stage, tertiary syphilis or who had multiple 

episodes of syphilis may have a gradual decline in titre and such patients may 

remain serofast even if they are retreated again. The failure of RPR/VDRL 

titres to decline after a standard treatment has been seen in HIV negative 

patients treated during latent or late stages of syphilis or in person treated for 

reinfection so a failure in the titre to fall may be related to stage of syphilis 

infection and not HIV per se.
98,99,100 

TREATMENT OF SYPHILIS: 

The primary goal of treatment is to prevent transmission and avoid 

complications associated with late syphilis. The standard treatment 

recommended for infectious syphilis:
101 
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TABLE 1: TREATMENT OF SYPHILIS 

STAGE 

STANDARD 

TREATMENT 

ALTERNATIVES 

Primary, secondary 

and early latent 

syphilis 

Single dose Benzathine 

penicillin 2.4 million units 

deep I.M ,1.2 million units in 

each buttock 

Doxycycline 100mg 

orally twice daily for 14 

days or ceftriaxone 1gm 

IM/IV daily for 10-14 

days 

Late latent syphilis Benzathine penicillin 2.4 

million units intramuscularly 

weekly for 3 weeks OR 

procaine penicillin 1.2 

million units IM daily for 14 

days 

Doxycycline 100mg 

orally twice a day for 28 

days or ceftriaxone 2gm 

IM/IV daily for 10-14 

days 

Neurosyphilis  Aqueous crystalline penicillin G 

3-4 million units every 4 hourly 

IV For 10- 14 days or procaine 

penicillin 1.8 to 2.4 million 

units intramuscularly per day 

combined with probenecid 

500mg, 4 times daily for 14 

days. 

Doxycycline 200mg 

twice daily orally for 28 

days or ceftriaxone 2gm 

IM/IV for 10-14 days. 

 



 

 

61 

 

In case of penicillin allergy in early syphilis:
102 

 Desensitization to penicillin or 

Alternative drugs are: 

 Tetracycline 500mg orally four times daily for 14 days 

 Erythromycin 500mg four times daily for 14 days 

 Azithromycin 500mg daily for 10 days 

 Ceftriaxone 1g IM or IV for 10-14 days 
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AIM AND OBJECTIVES 

AIM: 

The aim of the study is to estimate the prevalence of syphilis among 

men who have sex with men and the different patterns of syphilis among MSM. 

OBJECTIVES OF THE STUDY: 

1) To study the epidemiology of syphilis among MSM 

2) To study the prevalence of syphilis among MSM 

3) To find out primary, secondary and asymptomatic latent syphilis among 

MSM. 
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MATERIALS AND METHODS 

 

STUDY DESIGN 

This is a prospective observational study 

STUDY POPULATION AND PERIOD OF STUDY 

A total of 50 MSM attending the STD clinic at Department of 

Dermatology, Coimbatore Medical College Hospital during the period of  June  

2018 to May 2019 were included in the study. 

INCLUSION CRITERIA: 

 Age 18 years and above 

 Male patients who have had sexual relationships with other male(s) in 

the form of anal or oral sex or both. 

 MSM who have been diagnosed with syphilis 

EXCLUSION CRITERIA: 

 Age less than 18 years 

 MSM patients who do not give consent for this study 

 Forced sex among males 

 Transgenders 
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METHODOLOGY 

A total of 50 patients who had history of sexual contact with other males 

were enrolled in this study. Informed written consent was taken for all the 

patients. Demographic data including age, sex, occupation, education and 

marital status were recorded in all the patients. A detailed history regarding 

chief complaints, sexual contact history, type of MSM, pattern of sexual 

intercourse, risk factors, treatment history and other associated co-morbidities 

were also recorded.  

    All the patients underwent complete general and dermatological 

examination for the presence of any genital ulcer and other mucocutaneous 

lesions. 

And all the patients were screened for syphilis and HIV. 

RPR was done in all the cases and reactive cases were confirmed with 

TPHA serology. 

Three tests Kits using HIV1+2 Immunodot Test, Immunofiltration HIV-

1/2 Trispot test and lateral immunochromatography Meriscreen HIV1-2 WB 

test was done for HIV screening. 
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OBSERVATION AND RESULT 

Total number of MSM patients attended our STD clinic during the study 

was 50. Out of 50 patients, 33 patients (66%) were RPR/TPHA  positive  and 

diagnosed as syphilis. 

Demographic data: 

TABLE 2: AGE DISTRIBUTION AMONG MSM 

AGE NUMBER OF MSM PERCENTAGE 

<20 4 8% 

20-30 31 62% 

31-40 13 26% 

>40 2 4% 

TOTAL 50 100% 

 

  Out of 50 patients, 31 patients belongs to age group 20-30 years, 13 

patients belong to 31-40 age group,  4 patients below 20 years and 2 patients 

above 40 years of age. The maximum age was 52 years and minimum 19 years. 

High risk age group belong to 20-30 years of age. 
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TABLE 3: EDUCATION STATUS 

LITERACY NUMBER OF MSM PERCENTAGE 

ILLITERATE 2 4% 

PRIMARY EDUCATION 

(<8
TH

 STD) 

8 16% 

8-12
TH

 STD 34 68% 

DEGREE 6 12% 

TOTAL 50 100% 

 

Out 50 patients, 34 patients had completed either secondary or higher 

secondary school, 6 patients completed degree, 8 patients completed primary 

school and 2 patients were illiterate. 

TABLE 4: OCCUPATION STATUS AMONG MSM 

OCCUPATION NUMBER OF MSM PERCENTAGE 

STUDENT 31 62% 

MALE SEX WORKER(MSW) 5 10% 

PROFESSIONAL (engineer, 

photographer) 

4 8% 

OTHERS(coolie, painter, 

shopkeeper) 

10 20% 

TOTAL 50 100% 

Out of 50, students were the major group with MSM behaviour . 
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TABLE 5: MARITAL STATUS AMONG MSM 

MARITAL STATUS NUMBER OF MSM 

UNMARRIED 43(86%) 

MARRIED 7(14%) 

TOTAL 50 

 

MSM was more prevalent among unmarried individuals. 

 

CHART 1: TYPE OF MSM 

 

Panthis was the most common type of MSM (46%) followed by kothis 

(38%) and double deckers(16%). 

 

46%(23) 

38%(19) 

16%(8) 

PANTHIS

KOTHIS

DOUBLE DECKERS
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CHART 2: RISK FACTORS AMONG MSM  

 

22(44%)  MSM patients did not have any history of substance abuse like 

alcohol intake, smoking or drug abuse. Alcohol intake seen in 15 patients 

(30%), smoking in 8 patients (16%), 5 patients had IV drug abuse 

(10%).Therefore, a total of 28(56%)  had substance abuse in the form of 

alcohol, smoking, IV drug abuse. 
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CHART 3: RECENT EXPOSURE 

 

Out of 50 patients, 18 patients (36%) had sexual contact in the last 3 to 6 

months, 17 patients (34%) in less than 3 months and 15 patients (30%) in more 

than 6 months ago. 

TABLE 6: STATUS OF PARTNER AMONG MSM 

PARTNER STATUS NUMBER OF MSM PERCENTAGE 

KNOWN 14 28% 

UNKNOWN 36 72% 

TOTAL 50 100% 

 

Out of 50, 36 MSM patients had sexual contact with unknown multiple 

partners and 14 patients had contact with known partners regularly. 

34%(17) 

36%(18) 

30%(15) 

RECENT EXPOSURE 

<3 MONTHS

3-6 MONTHS

>6 MONTHS
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TABLE 7: CONDOM USE AMONG MSM 

CONDOME USAGE NUMBER OF MSM 

NEVER 13 

RARELY 12 

MOSTLY 23 

ALWAYS 2 

TOTAL 50 

 

Among 50 patients, 23 patients mostly use condom.13 patients never 

used condom, 12 patients rarely used condom and 2 patients always used 

condom during anal intercourse and 2 patients paid for sex. 

CHART 4: PATTERN OF SEXUAL INTERCOURSE AMONG MSM 

 

Of total, 36% of patients had oro-anoinsertive sex followed by oro-

anoreceptive(28%), oro-insertive(20%), and ano-insertive(16%). 
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CHART 5: REASON FOR VISIT 

 

Out of 50 MSM, 25 patients (50%) were brought by NGO (Imayam), 18 

patients (36%) had symptoms and 7 patients (14%) came for self-screening. 
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CLINICO-EPIDEMIOLOGY OF SYPHILIS IN MSM 

Out of 50 MSM patients examined clinically and screened for syphilis, 33 

cases were found to be positive for RPR and TPHA, and diagnosed as syphilis. 

TABLE 8: AGE GROUP OF MSM WITH SYPHILIS 

AGE GROUP NUMBER OF SYPHILIS PERCENTAGE 

<20 2 6.1% 

20-30 25 75.7% 

>30 6 18.2% 

TOTAL 33 100% 

 

Out of 50 patients, 33 patients were diagnosed with syphilis. Most common age 

group affected with syphilis was 20-30 years of age with 75.7%. 

TABLE 9: EDUCATION STATUS OF MSM WITH SYPHILIS 

EDUCATION 
NUMBER OF 

SYPHILIS 

PERCENTAGE 

PRIMARY EDUCATION 

(<8
TH

 STD) 

7 21.2% 

8
TH

-12
TH

 STD 23 69.7% 

DEGREE 3 9.1% 

TOTAL 33 100% 

Syphilis was most common among MSM who completed secondary and 

higher secondary school (69.7%). 
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TABLE 10: OCCUPATION OF MSM WITH SYPHILIS 

OCCUPATION 

NUMBER OF 

SYPHILIS 

PERCENTAGE 

STUDENT 21 63.6% 

MALE SEX WORKERS (MSW) 5 15.2% 

PROFESSIONALS (ENGINEER, 

PHOTOGRAPHER) 

3 9.1% 

OTHERS(COOLIE, PAINTER, 

SHOPKEEPERS) 

4 12.1% 

TOTAL 33 100% 

Out of 33 MSM patients, students were the most commonly affected 

group with syphilis (63.6%) and professionals being the least affected 

group(9.1%). 

TABLE 11: MARITAL STATUS OF MSM WITH SYPHILIS 

MARITAL STATUS 

NUMBER OF 

SYPHILIS PATIENTS 

PERCENTAGE 

UNMARRIED 29 87.9% 

MARRIED 4 12.1 

TOTAL 33 100% 

Maximum patients infected with syphilis were unmarried with 29 cases 

(87.9%) out of total 33. 
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TABLE 12: RISK FACTORS AMONG MSM WITH SYPHILIS 

RISK FACTORS 

NUMBER OF 

SYPHILIS 

PERCENTAGE 

SMOKING 5 15.1% 

ALCOHOL 10 30.3% 

IV DRUG ABUSE 2 6.1% 

NONE 16 48.5% 

Out of 33 MSM patients, 16 cases (48.5%) did not have any history of 

substance abuse, followed by alcohol intake in 10 cases(30.3%).Smoking in 5 

patients (15.1%), IV drug abuse in 2 patients (6.1%). Hence, A total of 17 

patients (51.5%) had substance abuse in the form of alcohol, smoking, IV drug 

abuse. 

TABLE 13: TIME OF LAST SEXUAL CONTACT 

LAST CONTACT 

NUMBER OF 

SYPHILIS 

PERCENTAGE 

<3 MONTHS 11 33.3% 

3-6 MONTHS 12 36.7% 

>6 MONTHS 10 30.3% 

 

Maximum number of syphilis cases (36.7%) were seen in patients who 

had last sexual contact within 3-6 months. 
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TABLE 14:  PARTNER STATUS AMONG MSM WITH SYPHILIS 

PARTNER STATUS 

NUMBER OF 

SYPHILIS CASES 

PERCENTAGE 

KNOWN 11 33.3% 

UNKNOWN 22 66.7% 

TOTAL 33 100% 

 

Syphilis cases were higher among MSM who had sex with unknown 

partners (66.7%). 

TABLE 15: CONDOM USE AMONG MSM WITH SYPHILIS 

CONDOM USAGE 

NUMBER OF 

SYPHILIS CASES 

PERCENTAGE 

REGULAR 7 21.2% 

IRREGULAR 26 78.8% 

 

Syphilis was more common among MSM who use condom irregularly 

(78.8%). 
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TABLE 16: PATTERN OF SEX AMONG MSM WITH SYPHILIS 

ROUTE 

NUMBER OF 

SYPHILIS 

PERCENTAGE 

ORO-ANO INSERTIVE 16 48.5% 

ORO-ANO RECEPTIVE 7 21.2% 

ORO-INSERTIVE 2 6.1% 

ANO-INSERTIVE 8 24.2% 

 

CHART 6: PATTERN OF SEX AMONG MSM WITH SYPHILIS 

 

Maximum number of syphilis cases were seen among MSM who 

practice oro-ano insertive sex (48.5%) and minimum among patients with oro-

insertive sex (6.1%). 

48.50% 

21.20% 

6.10% 

24.20% 

ROUTE



 

 

77 

 

CHART 7: PRESENTING  COMPLAINTS AMONG MSM  

WITH SYPHILIS 

 

 

Out of 33 patients infected with syphilis, 15 patients (46%) were 

asymptomatic. Out of 15 asymptomatic patients, 14 patients were in latent 

syphilis and one patient had primary syphilis. 12 (36%) had skin lesions on the 

trunk or palms and soles suggestive of secondary syphilis, 6 patients (18%) had 

primary chancre suggestive of primary syphilis. 
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complaints 
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CHART 8: INCIDENCE OF DIFFERENT STAGES OF  

SYPHILIS AMONG MSM 

 

Out of 33 patients, 12 patients (33.7%) presented with secondary 

syphilis, 9 patients (27.3%) with early latent syphilis, 7 patients (21.2%) with 

primary syphilis and 5 patients (15.2%) with late latent syphilis. 
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TABLE 17: MORPHOLOGICAL PRESENTATIONS OF SECONDARY 

SYPHILIS AMONG MSM 

CLINICAL TYPE NUMBER OF CASES 

MACULAR SYPHILIDE 4 

PAPULAR SYPHILIDE 5 

LICHENOID SYPHILIDE 1 

CONDYLOMATA LATA 2 

Papular syphilide involving palms and soles was the most common 

presentation with 5 cases followed by macular syphilide (4), condylomata lata 

(2) and lichenoide syphilide (1). 
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TABLE 18: BASELINE RAPID PLASMA REAGIN (RPR) TITRE 

AMONG MSM WITH SYPHILI 

BASELINE 

TITRE 

NUMBER 

OF CASES 

PERCENTAG

E 
STAGE 

≤1:8 19 57.6% PRIMARY SYPHILIS AND 

LATENT SYPHILIS 

1:16 3 9.1% PRIMARY SYPHILIS  AND 

SECONDARY SYPHILIS 

1:32 6 18.2% SECONDARY SYPHILIS 

1:64 3 9.1% SECONDARY SYPHILIS 

1:124 2 6.1% SECONDARY SYPHILIS 

TOTAL 33 100%  

 

The highest RPR titre of 1:124 dilution at the time of presentation was 

seen in 2 cases with secondary syphilis while the lowest titre (≤1:8) were seen 

in primary, early and late latent syphilis. Primary, early and late latent syphilis 

also constitute the majority of the cases.  
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COLOUR PLATES 

FIGURE 1: PRIMARY CHANCRE 

 

 

FIGURE 2: PAPULAR SYPHILIDE 
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FIGURE 3 : MACULAR SYPHILIDE 

 

FIGURE 4: LICHENOIDE SYPHILIDE 
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FIGURE 5: CONDYLOMATA LATA 
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DISCUSSION 

This study highlights the common risk factors among Men who have sex 

with men (MSM) and the high rates of syphilis infection among them. In our 

study the most common age group of MSM belongs to 20 to 30 years of age 

(62%). Other studies also showed that most MSM belong to this age 

group.
103,104

  These age group are more prone for high risk behaviours with 

multiple sexual partners, unprotected sex and substance abuse.  

    With advancing technologies, they find their sexual partners through 

the internet and gay clubs further increasing the risk of sexually transmitted 

diseases.
105

 Almost all the patients included in this study showed high risk 

behaviour. In our study most of the MSM were unmarried(86%). 

    In our study, most patients completed their secondary schooling 

(68%). They are able to read and write so efforts should be made through 

media, awareness programmes, and campaigns regarding changing their high 

risk behaviours and adopting a healthy sexual lifestyle. Being a high risk group, 

special focus on awareness of  HIV/AIDS and other sexually transmitted 

diseases and their behavioural modifications also would play important role for 

this community. Five patients (10%) in our study were male sex workers 

(MSWs) who had multiple partners, both known and unknown and are 

particularly at higher risk of  contracting and transmitting infections to others. 
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Our study found that only two patients (4%) used condom on regular 

basis during any form of sexual contact while others use condom irregularly or 

never used one. This shows the high prevalence of syphilis and other sexually 

transmitted diseases among this group. So a good counselling regarding correct 

and regular use of condom and benefits of using condom must be encouraged. 

Studies have shown that condomless sex among MSM is more common among 

concordant as well as discordant couples as well as fear of rejection from their 

partners. Other studies also found inconsistent use of condom due to substance 

abuse or unawareness.
106,107

 

     We found that, oro-ano insertive sex (36%) which involves both oral 

and anal penetrative sex was the most  common pattern of sexual intercourse  

and syphilis was more common among this group in our study. Also, panthis 

who practice penetrative sex was found to be the most common class among 

MSM in this study. A study conducted by Thomas B et al also found that 

panthis were more common followed by double deckers among MSM in 

India.
108

 

    In our study 7 patients (14%) were bisexuals who were already 

married to a female partner and had children. They had multiple male partners 

which place them at higher risk of transmitting STDs to their life partners. 

Their high risk behaviour could be attributed to higher rates of depression that 

is prevalent among this group . 
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SYPHILIS AMONG MSM 

Most of the syphilis cases (75.7%) were seen among 20 to 30 years of 

age who completed higher secondary school and were pursuing degree or at 

college. The high prevalence of syphilis among this group could be due to 

multiple partners, different pattern of  intercourse, unprotected sex, 

embarrassed to purchase condoms at their age, insufficient knowledge 

regarding syphilis.
109

 

    Our study also found that syphilis was more common among patients 

who have history of substance abuse (51.5%)  in the form of acohol, smoking, 

IV drug abuse(cocaine and heroine) which was similar to literature.
110

 Alcohol 

intake was seen in 30.3% of patients who had syphilis in our study. Due to loss 

of inhibition following alcohol intake they are prone for high risk behaviours. 

A study done by MJ Mimiaga et al found that alcohol was the most common 

substance abused.
111

 

    In our study, 50% of MSM group of people came for screening from 

the NGO (Imayam). This shows the importance of involving different 

organisations both private and government in early diagnosis, treatment and 

preventing the transmission of the disease.  

    Syphilis was more prevalent among patients who had sex with 

unknown partners (66.7%). These patients tend to have multiple sexual partners 

and practice unprotected sex. 
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    Majority of syphilis cases were asymptomatic at the time of 

presentation (45.2%) which were detected through screening followed by skin 

rash in 36.4% as the second most common presentation in our study. In this 

study, Secondary syphilis was the most common stage of syphilis (33.7%) with 

papular syphilide being the most common subtype which is in contrast to 

literature, where macular or roseolar syphilide is the most common skin rash of 

secondary syphilis.
112 

 The papular syphilide was most commonly seen on palms and soles in 

this study. One patient who had lichenoid syphilide was also positive for HIV 

which was present over the genitalia. Lichenoid syphilide  is classically seen in 

HIV patients .
112

 Other types of skin rash seen were macular syphilide and 

condylomata lata in this study.  

   High RPR titre was associated with secondary syphilis in this study. 

The highest titre seen in the study was 1:124 dilution  in two cases of 

secondary syphilis(6.1%) while low titre was seen mainly in primary syphilis 

and latent syphilis (≤1:8 dilution) . More number of syphilis cases were 

associated with low RPR titre in this study due to detection at too early or late 

stage of the infection. 

    All the primary, secondary and early latent syphilis were treated with 

benzathine penicillin 2.4 million units IM  and late latent syphilis cases were 
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treated with same benzathine penicillin 2.4 million units weekly for 3 

consecutive weeks and were asked for follow up after 3 months. 

    All the patients were counselled and asked to bring the partner as a 

form of contact tracing and partner notification.  It is a challenge to treat 

partners among MSM because of unknown multiple partners and even if 

known, the hesitancy to reveal their partners is always there. 
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SUMMARY 

Syphilis is an infectious disease caused by Treponema pallidum with 

varied manifestations. Recent studies have shown a drastic increase in the 

prevalence of syphilis among men who have sex with men (MSM). 

50 cases of MSM over a period of one year from June 2018 to May 

2019 were included in the study. 

Under this study most MSM were in the sexually active group of 20 to 

30 years. 

High risk MSM group was most commonly seen among students than 

other strata of people. 

Insertive sexual intercourse was most the common pattern among the 

MSM and most of them kept multiple partners and engaged in unsafe sex. 

In our study, latent syphilis was high followed by secondary syphilis and 

primary syphilis. 

More than half of the MSM patients screened were diagnosed to have 

syphilis (66%). Mainly students in the age group of 20-30 years were 

diagnosed with syphilis. Unprotected Oro-ano insertive sex was the main route 

of transmission of syphilis in this study.  
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 Six patients had ulcer in genital region and diagnosed as primary 

chancre and 12 patients had secondary syphilis. The various clinical types of 

secondary syphilis seen in this study includes papular syphilide, macular 

syphilide, lichenoide syphilide and condylomata lata. Out of which, papular 

syphilide was found to be the most common type. 

 High titre RPR was seen in secondary syphilis and low titres were seen 

in primary and latent syphilis. 
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CONCLUSION 

 MSM are highly vulnerable group in acquiring and spreading sexually 

transmitted diseases. 

 Most common age group affected are young people who are in their 20s. 

 Since MSM is common in young age groups, awareness programmes on 

safe sex practices and other behavioural modifications should be carried 

out in schools and colleges. 

 Syphilis is on the rise among MSM. 

  MSM group infected with syphilis in this study was 66%. 

 There is higher rates of syphilis among unmarried MSM and who 

practice unsafe sex. 

 Highest prevalence rate of syphilis among MSM was seen among oro-

anoinsertive type and without condom usage during intercourse. 

 Substance abuse was the major risk factor for transmission of syphilis in 

this study. 

 Most common morphological type of secondary syphilis rash was 

papular syphilide in this study. 
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 To reduce stigma and discrimination on MSM, sensitization programs 

should be conducted at various levels in both private and government set 

up. 

 MSM partners should be notified, get tested and treated early. 

 Counselling on proper and consistent use of condom for all types of 

sexual acts should be emphasised among MSM. 
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PATIENT PROFORMA 

STD OP NO.              : 

NAME                        : 

AGE                            : 

SEX                             : 

ADDRESS                   : 

PHONE NO.                : 

OCCUPATION           : 

EDUCATION              : 

MARITAL STATUS   : 

MODE OF SCREENING :  reffered/self screening/symptomatic 

Chief Complaints            :  skin rash/ genital ulcer/ others 

      Duration  

      Site 

Sexual contact history: 

• Last contact: 

• MSM activity: 



 

 

 

 

Premarital contact: 

Extramarital contact: 

H/O Previous venereal disease history with date: 

Past history: 

H/O smoking/alcohol/ IV Drug use: 

H/O previous surgery: 

H/O Blood transfusion: 

Other co-morbidities: 

GENERAL EXAMINATION 

Pallor/Pedal edema/icterus/cyanosis/clubbing/ 

Lymphadenopathy 

SYSTEMIC EXAMINATION 

CNS: 

CVS: 

RS : 

P/A: 

  



 

 

 

 

DERMATOLOGICAL EXAMINATION: 

GENITAL EXAMINATION: 

Circumcised/uncircumcised : 

 Ulcer   : 

Skin rash : 

SCALP: 

ORAL CAVITY:  

TRUNK/LIMBS: 

PALMS AND SOLES: 

NAILS: 

Provisional diagnosis: 

BLOOD INVESTIGATIONS: 

RAPID HIV TEST KITS 1,2,3 

RPR 

TPHA 

DIAGNOSIS: 

COUNSELLING AND TREATMENT: 



 

 

 

 

CONSENT FORM 

 

I Mr                                       hereby volunteer to participate in the study  

“A STUDY OF PREVALENCE AND CLINICAL PROFILE OF 

SYPHILIS AMONG MEN WHO HAVE SEX WITH MEN”. I was 

explained about the nature of the study by the Doctor, knowing which I fully 

give my consent to participate in this study. I also give consent to take clinical 

photographs for the purpose of the study. 

 

Date: 

Place:                                           

                                                                                 Signature of the patient 

 

 

  



 

 

 

 

              

 

         :                                                   : 

       : 

       : 

 

 

                                          

                                            

  .                                    "            

                                              

      "                           

                                  

                      . 

                                              

          ,                            . 

                                          

                                  ,       

                                        

                                     

                     . 

                                       

                                       

      .  

 

     : 

      :                                                  

            

 

 



 

 

 

 

KEY TO MASTER CHART 

EDU Education  deg Degree  

OCCUP Occupation  dip Diploma 

M/S Marital status tech Lab technician 

TOM Type of MSM UM Unmarried  

PVD Previous venereal disease M Married 

SMOK Smoking  uk Unknown 

ALCO Alcohol  K Known 

IVDU Intravenous drug use eng Engineer  

BT Blood transfusion phtg Photographer  

PS Partner status pnt Painter 

CNDM Condom usage spk Shopkeeper 

OAI Oro-anoinsertive col Coolie 

OAR Oro-anoreceptive PSY  Primary syphilis 

OI Oroinsertive  SY2 Secondary syphilis 

AI Anoinsertive ELS Early latent syphilis 

CMPT Complaint  LLS Late latent syphilis 

D/E Dermatological exam. SCR Screening  

DX Diagnosis  asymp Asymptomatic  

RPR Rapid plasma regain chnr Chancre  

TPHA T.pallidum haemagglutination 

assay  

MS Macular syphilide 



 

 

 

 

PAS Papaular syphilide HS Herpes simplex 

CONL Condylomata lata WRT Wart 

LS Lichenoide syphilide MC Molluscum contagiosum 

Neg Negative NVR Never  

Pant Panthis RRL Rarely 

Kot Kothis MSL Mostly  

DD Double deckers ALW Always  

Std Student MSW Male sex worker 

SLS Skin lesions dil dilution 

pos Positive    

 

 

 

 

 

 



 

 

 

 

 

MASTER CHART 

S. NO. AGE EDU OCCUP M/S TOM PVD SMOK ALCO IVDU BT LC PS CNDM OAI OAR OI AI CMPT D/E DX HIV RPR TITRE TPHA 

1 19 10th Msw UM DD NO NO YES NO NO 10days uk NVR YES NO YES NO ulcer Chnr PSY neg 1:16dil pos 

2 31 12th Spk M pant NO YES YES NO NO 18 mnths K RRL NO YES NO NO asymp N LLS neg  1:4dil  pos 

3 22 12th Std UM pant NO NO NO NO NO 2wks uk NVR NO YES NO NO asymp N SCR neg Neg neg 

4 20 11th Std UM pant NO NO NO NO NO 8 mnths uk ALW YES NO NO NO asymp N ELS neg 1:4dil pos 

5 20 12th Std UM pant NO YES YES NO NO 14days uk NVR YES NO YES NO ulcer chnr PSY neg 1:2dil pos 

6 22 Btec Std UM DD HS NO NO NO NO 1day K MSL NO YES NO NO asymp N SCR neg Neg neg 

7 22 12
th

 Std UM pant NO NO NO NO NO 6mnths uk NVR NO NO NO YES asymp N ELS neg 1:2dil pos 

8 33 10
th

 Col M pant NO NO NO NO NO 28days uk RRL YES NO YES NO SLS CONL SY2 neg 1:64dil pos 

9 24 BSC Std UM pant NO NO NO YES NO 14mnths uk MSL YES NO NO NO asymp N LLS neg 1:4dil pos 

10 19 10
th

 Std UM kot NO NO YES NO NO 20 days uk MSL YES NO NO NO ulcer chnr PSY neg 1:8dil pos 

11 23 Dip Std UM DD HS NO NO NO NO 2years uk MSL NO NO YES NO asymp N LLS neg 1:4dil pos 

12 37 Deg Phtgh M pant NO NO NO NO NO 6mnths uk RRL YES NO NO NO asymp N ELS neg 1:4dil pos 

13 21 8
th

 Col UM kot NO NO NO NO NO 2days K MSL NO YES NO NO asymp N SCR neg Neg neg 

14 38 Deg Eng M kot NO NO NO NO NO 3mnths K MSL YES NO NO NO SLS MS SY2 neg 1:32dil pos 

15 24 9
TH

 Col UM pant NO NO NO NO NO 1wk uk NVR NO NO NO YES asymp N SCR neg Neg neg 

16 20 12
th

 Std UM pant NO NO YES NO NO 22days uk MSL YES NO YES NO ulcer chnr PSY neg 1:8dil pos 

17 42 7
th

 Col UM DD NO NO NO NO NO 8mnths uk RRL YES NO NO NO asymp N ELS neg 1:4dil pos 

18 25 8
th

 Spk UM kot NO NO NO NO NO 2wks uk MSL NO YES NO NO asymp N SCR neg Neg neg 

19 27 10
th

 Std UM pant NO YES NO NO NO 2mnths K MSL NO YES NO NO SLS PAS SY2 neg 1:32dil pos 

20 25 Deg Std M Kot NO NO YES NO NO 4wks K NVR YES NO YES NO ulcer chnr PSY neg 1:4dil pos 

21 23 12th Std UM pant NO NO NO YES NO 2mnths uk MSL NO YES NO NO asymp N SCR neg Neg neg 

22 21 12th Std UM Kot NO NO NO YES NO 4mnths K NVR YES NO NO NO SLS MS SY2 neg 1:124dil pos 

23 22 10th Std UM kot NO NO NO NO NO 2wke uk MSL NO NO NO NO asymp N SCR neg Neg neg 

24 25 Dip Std UM kot NO NO NO NO NO 45days uk NVR YES NO NO NO asymp N PSY neg 1:4dil pos 

25 24 12th Std UM pant NO NO NO NO NO 20days uk MSL NO NO YES NO asymp N SCR neg Neg neg 

 

 



 

 

 

 

 

 

SL NO. AGE EDU OCCUP M/S TOM PVD SMOK ALCO IVDU BT LC PS CNDM OAI OAR OI AI CMPT D/E DX HIV RPR TITRE TPHA 

26 22 BA Std UM kot WRT YES NO NO NO 9mnths k MSL NO YES NO NO asymp N ELS neg 1:2dil pos 

27 21 11th Std UM kot NO NO NO NO NO 3mnths k RRL NO NO YES NO SLS PAS SY2 neg 1:124dil pos 

28 40 6
th

 Msw UM pant NO NO NO NO NO 10mnths uk MSL NO YES NO NO asymp N ELS neg 1:4dil pos 

29 23 12
TH

 Std UM DD NO NO YES NO NO 5days uk ALW YES NO YES NO asymp N SCR neg Neg neg 

30 20 11
th

 Std UM kot NO NO NO NO NO 45days uk NVR NO YES NO NO SLS PAS SY2 neg 1:32dil pos 

31 39 7
th

 Pnt M pant NO NO NO NO NO 8mnths k RRL NO YES NO NO asymp N ELS neg 1:2dil pos 

32 28 Dip Std UM kot NO NO NO NO NO 1wk uk MSL NO YES NO NO asymp N SCR neg Neg neg 

33 24 B.ED Std UM kot NO YES YES YES NO 2mnths uk RRL NO NO NO YES SLS CONL SY2 neg 1:32dil pos 

34 32 Deg Eng UM kot NO NO YES NO NO 10days uk MSL NO YES NO NO asymp N SCR pos Neg neg 

35 22 10
th

 Msw UM pant NO NO NO NO NO 9mnths uk NVR NO NO NO YES asymp N ELS neg 1:4dil pos 

36 21 10
th

 Msw UM DD HS YES NO NO NO 30days k RRL NO NO NO NO SLS LS SY2 pos 1:64dil pos 

37 30 Dip Tech UM kot NO NO NO NO NO 5days uk NVR NO NO NO NO asymp N SCR neg Neg neg 

38 20 12
th

 Col UM kot NO NO NO NO NO 7mnths uk MSL NO NO NO YES asymp N ELS neg 1:8dil pos 

39 21 10
TH

 Std UM pant NO NO NO NO NO 2wks uk RRL NO NO NO YES asymp N SCR neg Neg neg 

40 24 Bcom Std UM pant MC YES YES NO NO 5mnths uk NVR NO NO NO NO SLS MS SY2 neg 1:64dil pos 

41 20 12 Std UM kot NO NO NO NO NO 1wk uk MSL NO NO NO YES asymp N SCR neg Neg neg 

42 23 BA Std UM DD NO NO NO YES NO 4wks k RRL YES NO YES NO SLS PAS SY2 neg 1:32dil pos 

43 22 12
th

 Std UM pant NO NO NO NO NO 3wks uk MSL NO NO NO NO asymp N SCR neg Neg neg 

44 24 Btec Std UM kot NO NO YES NO NO 2wks k NVR NO NO NO YES asymp PAS SY2 neg 1:16dil pos 

45 25 12th Std UM kot NO NO NO NO NO 2mnths uk RRL YES NO NO NO asymp N LLS neg 1:2dil pos 

46 19 10
th

 Std UM pant NO NO NO NO NO 2mnths uk MSL NO NO NO NO asymp N SCR neg Neg neg 

47 42 7th Col M DD NO NO NO NO NO 4wks k RRL NO NO NO YES SLS MS SY2 neg 1:16dil pos 

48 20 12th Std UM kot NO YES YES NO NO 12days uk MSL NO YES NO NO asymp N SCR neg Neg neg 

49 29 9
th

 Msw UM pant NO NO YES NO NO 9mnths uk RRL YES NO NO NO asymp N LLS neg 1:2dil pos 

50 32 7
th

 Col UM DD NO NO NO NO NO 10 days uk MSL YES NO NO NO ulcer chnr PSY neg 1:8dil pos 

 


