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S
INTRODUCTION

 	
			   yphilis is a sexually transmitted infection  
			   caused by the spirochete treponema palli- 
			   dum and humans are the only natural host1. 
The patients with this intermittently active disease 
may present with various stages such as primary 
syphilis characterized by one or more chancres,  
secondary syphilis which may be localized or diffuse 
mucocutaneous lesion such as maculopapular 
rash2, roseola syphilitica, lichenoid syphilitic erup-
tion, or patchy nonscarring aloplecia described as 
moth-eaten and generalized lymphadenopathy. 
Both primary and secondary syphilis is indicated 
by the presence of laboratory evidence from tissue 
or serum consistent with syphilis. Latent syphilis 
is an asymptomatic stage which has no clinical 
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ABSTRACT

     	 Multistage and reinfection of syphilis, which developed genital chancre after secondary syphilis is an 
uncommon manifestation. Among HIV-positive MSM, concurrent primary chancres with secondary syphilis are 
common. The Jarisch-Herxheimer reaction (JHR) is a transient immunological phenomenon and increases in inci-
dence among HIV patients. This report demonstrates a case of secondary syphilis and reinfection in a 19-year-old 
Thai male who presented with multiple erythematous maculopapular rashes on trunk, extremities, palms and soles 
for 5 days and then had multiple painless genital ulcers 2 days later.  He developed Jarisch-Herxheimer reaction 
after the treatment.
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finding. The seroactivity is by definition the only 
evidence of infection. Tertiary syphilis diagnosed 
using CSF examination is an inflammatory lesion 
of neurological system, cardiovascular system, 
skin, or bone.3

		  Recently, an increase in the rate of syphilis 
has been observed in men who have sex with men 
(MSM) who have HIV coinfection4. In Thailand, 
syphilis has been considered to be a major sexu-
ally transmitted infection. Prevalence of syphilis 
in MSM is significantly associated with younger 
age and HIV infection. Moreover, in the early 
stage of syphilis, VDRL titer is higher than 1:325. 
Men infected with HIV and genital ulcers resulting 
from syphilis may have secondary syphilis with 
concurrent primary chancres, and also have  
multiple chancres3. 

CASE REPORT
          
		  A 19-year-old Thai male presented at the 
Dermatologic clinic, Faculty of Medicine Siriraj 
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Hospital with multiple non itching erythematous 
maculopapular lesions on trunk, extremities, 
palms and soles which had appeared for 5 days. 
Two days later, he developed multiple painless 
ulcers on his genitalia. He ha had sexual relation-
ships with men over the past few years. Physical 
examination revealed generalized discrete ery-
thematous maculopapular rash on his trunk, both 
upper and lower extremities including his palms 
and soles. He also had multiple painless shallow 
ulcers on the penile shaft and glans penis and 
multiple bilateral painless inguinal lymphadeno-
pathy. Examination on his cardiovascular and 
neurological system was within a normal limit. 
Dark field microscopy of secretion from base of 
genital ulcers demonstrated spirochetes. Tzanck 
smear and gram’s stain revealed negative findings. 
Blood test for VDRL was positive with titer of 
1:32 and TPHA titer was less than 1:80. Blood 
test for anti-HIV was positive. 
		  The treatment in this case was benzathine 
penicillin G 2.4 million units administered intra-
muscularly in a single dose and 4 hours later he 
developed fever with chill, headache, hypotension 
and flare of erythematous maculopapular rash on 
trunk and extremities. He came to a community 
hospital and the basic laboratory tests were nor-
mal, (complete blood count and platelet count, 
blood urea nitrogen, creatinine, electrolyte, liver 
function test, urine analysis). He received symp-
tomatic and supportive treatment.

DISCUSSION

		  Multistage and reinfection of syphilis is an 
uncommon manifestation of syphilis. Secondary 
syphilis with concurrent primary chancre is more 

likely to develop in HIV-infected men than men 
without HIV infection6. This may be due to more 
rapid progression of the disease from primary 
to secondary stage in HIV infected patients or 
delayed healing of genital ulcer7.
		  However, in this case, the genital chancre 
was developed after secondary syphilis and his 
history of unsafe sex was about 20 days before 
the chancre was developed. It was more likely to 
be secondary syphilis with reinfection because 
he always checked his whole body when he took 
a bath every morning and detected the genital  
ulcer after the rash. The other causes for developing 
chancre after secondary syphilis are chancre 
redux8, concurrent infection of primary with secon- 
dary syphilis that is asymptomatic and often is 
unnoticeable. There has been data report for the 
same disease pattern like this patient.
		  In this case, the patient had complication 
of the treatment. The reaction occurred within 
4 hours after the administration of benzathine 
penicillin G. He had fever with chill, headache, 
hypotension and exacerbation of existing cuta-
neous lesions. The Jarisch Herxheimer reaction 
(JHR) is a self-limited clinical syndrome which 
occurs within 3-12 hours and resolves within 
24-36 hours. The pathogenesis of JHR is still 
unknown. It has been proposed that endotoxin-
like materials (lipoprotein) from degenerating  
T. pallidum following treatment of syphilis with the 
sensitized syphilis tissue can cause aggravation 
of the lesion9. Another proposed etiologic theory 

Fig 1 A, B. generalized discrete erythematous maculo-
papular rash on both legs and palms C) multiple painless 
shallow ulcers on the penile shaft and glans penis.

A B C
Fig 2. Dark-field microscopy of penile ulcer: Trepo-
nema pallidum move with a characteristic forward and 
backward motion with rotation.
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of the JHR involves massive phagocytosis by 
mononuclear cells which results in the release 
and transient elevation of pyrogenic cytokines, 
such as TNF-alpha (first to rise), IL-6 (rises at 
the onset of symptoms), and IL-8 (last to rise) in 
different stages of JHR, thus causing the different 
symptoms of the reaction10. The symptoms of 
JHR are strongly associated with these cytokine 
elevations. The JHR must be differential diagnosis 
from a drug reaction, especially to penicillin. Risk 
factors of JHR are early syphilis patients who 
have high RPR titers10, secondary and latent 
syphilis treated11. This case was also early syphilis 
and high VDRL titer. The treatment of JHR is 
symptomatic such as complete bed rest, fluids 
resuscitation and antipyretic drugs. The JHR can 
be prevented with TNF-alpha antibodies and in 
some case, steroids. Other premedications such 
as acetaminophen and meptazinol may reduce the 
symptoms or duration of the JHR10.
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