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disease.[1,2] It is an actively motile spirochete by means of  
flagella in the periplasmic space enabling to retain in joint, eye, 
and extracellular matrix of  skin. This is important in invasion 
and dissemination.[3] The site of  infection is usually the genitals 
in heterosexual patients, but 32–36% of  diagnoses in men 
having sex with men (MSM) + may be at other sites (i.e., oral, 
rectal, and anal).[4] Acquired syphilis is divided into two stages: 
Early and late. The early stage can be subdivided into primary 
syphilis, secondary syphilis, and early latent syphilis. The late 
stage can be subdivided into late latent and tertiary syphilis,[5] 
cardiovascular, and neurosyphilis. The primary syphilitic 
ulcer (chancre) usually starts as a single papule with regional 
lymphadenopathy. Multiple lesions are more common in 
patients who are coinfected with human immunodeficiency 
virus (HIV).[6] The ulcers usually resolve in 3–8 weeks.

Without treatment, one-third of  infected patients will go on to 
develop systemic symptoms representing secondary syphilis 

INTRODUCTION

Syphilis is a multisystem disease caused by spirochete Treponema 
pallidum. Syphilis, the great imitator,presents with a wide range 
of  mucocutaneous and systemic manifestations, which can 
mimic more diseases.Syphilis is transmitted through direct 
contact with an infectious lesion during sex. Other less 
common modes of  transmission are mother to fetus ,blood 
transfusion and sharing of  needles. Around a third of  sexual 
contacts with infectious syphilis will go on to develop the 
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Abstract
Introduction: Syphilis is a sexually transmitted disease (STD) caused by Treponema pallidum. Syphilis, the great imitator, 
presents with a wide range of mucocutaneous and systemic manifestations, which can mimic more diseases. Although there 
has been a rise in viral sexually transmitted infections (STI), syphilis still continues to remain a commonly diagnosed STI. It still 
remains a major public health problem with significant regional variations.

Aim: This study aims to study the rising trend of syphilis in a tertiary care center.

Materials and Methods: A 5-year retrospective study from January 2013 to December 2017 was conducted from the case 
records in the STD Outpatient Department, Coimbatore Medical College, Coimbatore. Patient’s data, clinical photographs, and 
laboratory results were compiled and studied.

Results: Of 14,229  cases studied, 414  cases were diagnosed as syphilis. Among 414 cases, 46  (11.11%) had primary 
syphilis, 83 (20.04%) had secondary syphilis, and 285 (68.84%) had latent syphilis. There were 246 males, 85 females, and 30 
transgender. Of 246 males, 104 had homosexual behaviors and 32 had bisexual behaviors. Of 85 females, 20 were antenatal 
cases. Syphilis and human immunodeficiency virus (HIV) coinfection were found in 89 cases.

Conclusion: Syphilis has shown a rising trend over the past 5 years. The major risk factors were increase in number of men 
having sex with men people having unprotected sexual intercourse and HIV coinfection.
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around 4–10 weeks after the initial chancre (ulcer).[7,8] This 
usually presents as a rash and widespread lymphadenopathy. It 
is most commonly diffuse, symmetrical; maculopapular rash 
involves the trunk and extremities (including the palms and 
soles). A pustular form can develop.[9] Mucosal surfaces may 
become involved, with large gray, highly infectious lesions 
(known as condyloma lata) developing in warm, moist areas 
such as the mouth and perineum. Secondary syphilis resolves 
in 3–12 weeks, at which point the disease enters the latent 
stage, defined as early latent within 2 years of  infection and 
late latent thereafter. Transgender persons are biological males 
who dress and socially behave as females often stigmatized 
and may use sex for a living. They also constitute an important 
group for the transmission of  syphilis.[10]

MATERIALS AND METHODS

A retrospective study was done with analysis of  the data 
collected from laboratory records in our sexually transmitted 
disease (STD) outpatient department (OPD) from January 2013 
to December 2017. This study was done in the Department 
of  Dermatology, Venereology, and Leprosy, Coimbatore 
Medical College, Coimbatore. It included all persons attending 
STD clinic, namely referral from Integrated Counseling and 
Testing Centre and Antiretroviral Therapy Centre, referral 
from target intervention non-governmental organization 
(NGO), and referral from antenatal clinic. Of  the total sexually 
transmitted infections (STI) patients, the records of  syphilis 
patients were analyzed thoroughly. The recorded clinical history 
(sociodemographic features - age, sex, occupation, education, 
and marital status) and clinical examination findings along with 
photographs of  chancre, secondary syphilis skin and mucosal 
manifestations, stage of  syphilis, and concomitant STI were 
analyzed in every case of  syphilis. The results of  rapid plasma 
reagin (RPR), T. pallidum hemagglutination assay (TPHA), 
and HIV coinfection were scrutinized in all cases. Latent 
syphilis was diagnosed by positive serology during screening. 
The various stages of  syphilis in different patient populations 
were obtained clinically and serologically, and the percentage 
positivity was calculated each year.

RESULTS

A total of  14,229 cases were studied in the 5-year study 
period from January 2013 to December 2017. Of  these, 
414 cases were positive for both RPR and TPHA [Table 1]. 
In the present study, the prevalence of  syphilis increased 
from 35 (1.91%) cases in 2013 to145 (2.78%) cases in 2017. 
The gender-wise distribution was analyzed in 414  cases. 
There were 246 males and 85 females, male-to-female ratio 
is (3.2:1) and 30 transgender [Table 2]. Of  246 males, 104 
had homosexual behaviors (MSM) and 32 had bisexual 
behaviors (homosexual and heterosexual). Of  85 females, 30 

were female sex workers. The association of  HIV confection 
and antenatal sera positivity was analyzed [Table 3]. Of  
414  patients, 89  patients were diagnosed to have HIV 
coinfection. Of  the 85 females, 20 of  them were antenatal 
patients. All the 20 antenatal cases had latent syphilis. 
The percentage of  various stages of  syphilis year wise 
was analyzed [Table 4]. There were 46 (11.11%) cases of  
primary syphilis, 83 (20.04%) cases of  secondary syphilis, 
and 285 (68.84%) cases of  latent syphilis. Primary syphilis 
presented with chancre in glans penis, shaft of  penis 
[Figure 1] with bilateral lymph nodes. Secondary syphilis 
presented with macules in trunk [Figure 2], palmoplantar 
papules and pigmentation [Figure  3], condyloma lata 
[Figure 4], and one patient with HIV coinfection presented 
with features of  malignant syphilis [Figure 5].

DISCUSSION

Syphilis has shown a rising trend at our institute from 
January  2013 to December 2017. Majority of  the cases 
found in our study were in the latent stage of  syphilis 
followed by secondary and primary stage of  syphilis. The 
increase in the number of  latent stage of  syphilis was due to 
inadequate antibiotic treatment and spouses of  those with 
active disease with lack of  barrier method of  contraception. 
In our 5-year study period from January 2013 to December 

Table 1: Total OP cases and seropositive cases of 
syphilis
Years 2013 2014 2015 2016 2017 Total
Total number of 
op. cases

1836 2054 1780 3344 5215 14229

RPR and TPHA 
positive

35 42 108 84 145 414

RPR: Rapid plasma reagin, TPHA: Treponema pallidum hemagglutination assay, 

Table 2: Male, female, and transgender distribution 
year wise
Years 2013 2014 2015 2016 2017 Total
RPR and TPHA positive 
cases

35 42 108 84 145 414

Male 19 25 39 57 106 246
Female 10 10 18 21 26 85
Transgender 6 7 11 2 4 30
RPR: Rapid plasma reagin, TPHA: Treponema pallidum hemagglutination assay

Table 3: HIV coinfection and antenatal seropositive 
cases
Years 2013 2014 2015 2016 2017 Total
RPR and TPHA positive 
patients

35 42 108 84 145 414

HIV coinfection 14 9 21 22 23 89
Antenatal seropositive 1 1 5 4 9 20
RPR: Rapid plasma reagin, TPHA: Treponema pallidum hemagglutination assay, 
HIV: Human immunodeficiency virus
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2017, the number of  syphilis cases with MSM behavior 
is particularly increased. Some of  the MSM groups were 
involved in exchange of  money for sexual gratification (both 
for oral and anal intercourse). Exchange of  money among 
MSM people has become a new trend. MSM people in the 
middle and higher socioeconomic status have easy access to 
internet, use internet chat rooms, and gay clubs to meet their 
partners.[11] A culture of  alcohol consumption also exposes 
sexual risk-taking behavior. Coinfection with syphilis and 
HIV is common due to shared risk factors related to sexual 
behavior.[12] The trend toward increasing cases of  coinfection 

may be a reflection of  increasing instances of  unsafe sexual 
practices.[13] Syphilis has shown a rising trend in a tertiary care 
center in North India, in 2015.[14] The study in Ireland by 
Muldoon and Mulcahy showed 118.9% increase in syphilis 
(2007–2009) over 3 years.[15] Another study, the USA[16] and 
Sweden,[17] also showed similar observation.

The study in West Bengal showed decrease in the prevalence 
of  syphilis during 2004–2008 from 10.8% to 3.6%.[18] An 
epidemiological study of  STD in the past 5 years from January 
2013 to December 2017 showed increase in percentage of  viral 
STI herpes [24.2%], wart [23.2%], and decrease of  syphilis cases 
[5.74%].[19] In our study, we found that there was increase in the 
STD OPD census and number of  syphilis cases increased from 

Table 4: Percentage of various stages of syphilis
Years 2013 (%) 2014 (%) 2015 (%) 2016 (%) 2017 (%)
Primary syphilis 7 (20) 8 (19.04) 10 (9.2) 7 (8.3) 14 (9.6)
Secondary syphilis 11 (31.4) 19 (45.2) 17 (15.7) 6 (7.1) 30 (20.6)
Latent syphilis 17 (48.5) 15 (35.71) 81 (75) 71 (84.52) 101 (70)

Figure 1: Primary syphilis-multiple well defined ulcer with clean 
floor and indurated base in penis -chancre and few ulcer with 

secondary bacterial infection.

Figure 2: Multiple hyperpigmented papules with few papules 
showing scales over the surface in arms and forearms 

(secondary syphilis)

Figure 3: Hyperpigmentation present over both palms

Figure 4: Condyloma lata - moist papules and plaques with 
broad base and flat top lesions
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35 (1.91%) in 2013 to 145 (2.78%) in 2017. The increasing trend 
of  syphilis in our study attributes to improved surveillance 
system, leading to increased case detection.

CONCLUSION

This 5-year retrospective study shows the resurgence of  
secondary and latent stages of  syphilis in the STD clinics. MSM 
group of  people is at increased risk. Most people approach 
quacks and private practitioners due to confidentiality 
concerns and stigma associated with STD clinics which, in 
turn, leads to increase in latent stage of  syphilis. Exchange 
of  money, access to internet, use of  internet chat rooms, and 
gay clubs to meet their partners among MSMs are the added 
causes for the resurgence of  syphilis. The efforts of  NACO 
and other NGOs should continue to improve the surveillance 
rates. It is also essential to further spread awareness of  the 
use of  barrier methods of  the contraception in prevention of  
STI transmission. Mobilizing the MSM community to take an 
active role in these efforts is crucial for their success. Training 
providers to improve their skills in diagnosing and treating 
syphilis, to screen sexually active MSM routinely for syphilis 
and other STDs, and to screen for STDs in conjunction with 
HIV counseling and testing is also critical for controlling 
syphilis among MSM.

LIMITATION

Since this is a retrospective study and conducted in a 
tertiary care center, it does not reflect the current situation 
in the community. These results do not indicate the exact 

prevalence of  syphilis in the community as it is a hospital-
based study.
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Figure 5: Papules and plaques with ulcer and central necrosis 
- malignant syphilis
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