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A 37-year-old man with HIV infection (CD4+ cell count 
706 cells/µL, viral load undetectable) presented with a 
3-month history of cough, pharyngitis, low-grade fevers 

and dark black hemoptysis. A rash had also developed, originating 
at the left commissure of the mouth, that had spread to the fore-
head, back and thighs over the 3-month period; the rash was not 
painful or pruritic. The patient, who engages in receptive anal inter-
course, had recently had unprotected sexual contact with an indi-
vidual with an uncertain history of syphilis. The patient had re-
ceived treatment 3 years earlier for syphilis. 

On examination, we noted a well-circumscribed and erythema-
tous papular–nodular rash on his forehead, back and thighs, spar-
ing his palms and soles (Figure 1; Appendix 1, available at www.
cmaj.ca/lookup/suppl/doi:10.1503/cmaj.190495/-/DC1). Computed 
tomography of the chest was normal. The remainder of the hemop-
tysis work-up (including sputum acid-fast bacilli testing, hemoglo-
bin and platelet count) were normal, as were liver enzyme studies. 
The patient’s kidney function was mildly reduced.

We made a presumptive diagnosis of secondary syphilis with atyp-
ical papular–nodular skin lesions and pulmonary involvement. 
Empiric treatment for secondary syphilis was initiated with 2.4 million 
units of intramuscular penicillin G benzathine. Forty-eight hours later, 
the rash had substantially receded and the hemoptysis had resolved. 
All systemic symptoms completely resolved within 5 days. On the 
return of positive nontreponemal (rapid reactive plasma reagin 1:32 at 
a follow-up appointment) and treponemal (Venereal Disease Research 
Laboratory test [VDRL] 1:64 at the original appointment) serology, and 
a skin biopsy showing a mixed perivascular–interstitial infiltrate rich in 
plasma cells, the diagnosis was confirmed. In follow-up, the VDRL titre 
was 1:32 at 4 months, 1:4 at 7 months and 1:2 at 1 year.

Atypical presentations of syphilis are more common in individ-
uals with HIV infection, but pulmonary involvement is uncommon. 
Only 25 cases were identified in our literature search, and as of 
2006, only 6 cases were reported to have co-occurred with HIV.1 
However, given the increasing incidence of syphilis in Canada and 
the United States,2 the number of cases has probably increased.

The diagnosis of pulmonary syphilis is based on criteria pro-
posed by Coleman and colleagues in 1983: radiographic evidence 
of pulmonary involvement; historical, physical examination and 
serological findings typical of syphilis; the exclusion of other pul-
monary disease; and response to antisyphilis therapy.3

Although there were no radiographic findings in our case, this 
is likely because the rapid response to therapy obviated the need 

for repeated imaging. Urgent bronchoscopy was considered, but 
ultimately cancelled. As such, the diagnosis of pulmonary in-
volvement was based on serological evidence of syphilis infec-
tion, absence of an alternative explanation for the hemoptysis, 
and resolution of symptoms with appropriate therapy.
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Figure 1: Papular–nodular rash on the forehead of a 37-year-old man 
with a history of HIV infection and previously treated syphilis, presenting 
with fever and hemoptysis, consistent with secondary syphilis with atyp-
ical rash and pulmonary involvement. 
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