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Syphilis in the United States and Virginia
Introduction

Syphilis is a sexually transmitted 
infection (STI) caused by the bacterium 
Treponema pallidum. The disease is of 
public health importance because of its 
preventability, its effect on perinatal 
morbidity and mortality, its association 
with HIV transmission, and the serious-
ness of its consequences if untreated.

Although syphilis levels have been 
signiýcantly reduced in the U.S., local-
ized outbreaks continue to occur nation-
wide and in Virginia. Efforts to control 
syphilis have adapted to address the 
changing epidemiology of the infection. 

This article briefly 
reviews the clinical 
and epidemiologic 
features of syphilis, 
and highlights efforts 
being made to elimi-
nate syphilis.

T. pallidum 
Infection

Syphilis has often 
been called “the great imitator” because 
so many of the signs and symptoms are 
indistinguishable from those of other 
diseases. In the primary stage, one or 
more painless, indurated ulcers (chan-
cres) appear at the site of infection about 
three weeks (range: 10 days to three 
months) after exposure and resolve after 
one to ýve weeks. The chancre may go 
unrecognized in rectal, cervical, and 
oral infections.

The secondary stage of syphilis usu-
ally appears four weeks (range: zero to 

ten weeks) after the 
chancre has healed 
and is manifested by 
a skin rash (typically 
non-pruritic, rough, 
red or reddish brown 
spots both on the 
palms of the hands 
and the bottoms of 
the feet), mucocuta-
neous lesions, and/or 

condylomata lata. Lymphadenopathy, 
headache, myalgias, sore throat, hair 
loss, fatigue, fever, or other types of 
rashes (e.g., macular, papular, or squa-
mous) may sometimes occur. These 
symptoms disappear spontaneously 
within two to six weeks but may recur 
within the ýrst four years of latency.

Latent syphilis is the stage in which 
there are no clinical signs or symptoms 
but serologic tests for syphilis remain 
reactive. Patients with latent syphilis 
who are known to have been infected 
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within the preceding year are 
considered to have early latent 
syphilis.

óEarly syphilisô is deýned as 
primary, secondary, and early 
latent syphilis diagnosed within 
one year from the time of infec-
tion.

Tertiary (late) syphilis occurs 
ýve to twenty years after infec-
tion and is characterized by neu-
rosyphilis (including paralysis 
and/or dementia), cardiovascular 
syphilis, and gumma formation.

Transmission of syphilis is 
almost always by unprotected 
vaginal, oral, or anal sexual 
contact with an infectious person (i.e., 
direct contact with exudates from obvi-
ous or concealed moist lesions of skin 
and mucous membranes during the pri-
mary or secondary stages, or if there is 
a recurrence of mucocutaneous lesions 
during the ýrst four years of latency). 
Congenital transmission (transplacen-
tally or at delivery) can occur.

Testing and Treatment
Laboratory tests can conýrm the di-

agnosis of syphilis. Although serology 
testing is most often used, examination 
of the exudate from a lesion using a 
dark-ýeld microscope may show the 
organism.

following successful treatment, people 
are still susceptible to re-infection. 

Epidemiology
Nationally

The rate of primary and secondary 
(P&S) syphilis reported in the United 
States decreased during the 1990s and 
in 2000 the rate was the lowest since 
reporting began in 1941. Unfortunately, 
the number of cases of P&S syphilis 
reported to the Centers for Disease 
Control and Prevention (CDC) have 
increased each year from 2001-2004 
(Figure 1).

From 2004 to 2005 the number of 
cases of P&S syphilis reported to the 
CDC increased by 9.3% (from 7,980 
cases to 8,724 cases); in 2005, the 
overall incidence of P&S syphilis in 
the United States reached 3.0 cases per 
100,000 population (Figure 1). In ad-
dition, the number of reported cases of 
early latent syphilis increased by 5.3% 
(from 7,768 to 8,176). Reported cases of 
late and late latent syphilis decreased by 
7.2% (from 17,300 to 16,049).1

While males have a significantly 
higher disease risk compared with fe-
males, the rate of increase in females has 
been higher than that in males: during 
2004-2005, the rate of P&S syphilis 
increased 8.5% among men (from 4.7 
cases to 5.1 cases per 100,000 men) 
and increased 12.5% among women 
(from 0.8 cases to 0.9 cases per 100,000 
women). For women, the rate of P&S 
syphilis was highest in the 20-24 year-
old age group (3.0 cases per 100,000 
population) in 2005; among men, the 
highest incidence was in the 35-39 year-

Because syphilis sores can be hid-
den in the vagina, rectum, or mouth, it 
may not be obvious that a sex partner 
has syphilis. Therefore, anyone whose 
sexual behavior puts them at risk for 
STIs should be screened for syphilis 
on an on-going basis. In addition, due 
to the potential for congenital syphi-
lis, pregnant women are an important 
population for syphilis elimination and 
should be screened during the ýrst and 
third trimesters.

Syphilis responds readily to anti-
microbial therapy in its early stages 
and prevents further progression of the 
disease. Although communicability 
usually ends within 24-48 hours of treat-
ment, anyone treated for syphilis must 

abstain from 
sexual contact 
with new part-
ners until the 
syphilis sores 
are completely 
healed. A per-
son with syphi-
lis must also 
not i fy  the i r 
sex partners so 
that they can 
be tested and 
receive treat-
ment if neces-
sary. 

A p r e v i -
ous infection 
with syphilis 
does not pro-
tect a person 
from getting 
it again. Even 

 

Figure 2. Reported Cases of Total Early Syphilis in Virginia, 
 1981-2006

R
ep

or
te

d 
C

as
es

Year

0

200

400

600

800

1,000

1,200

1,400

1,600

1,800

1981 1986 1991 1996 2001 2006

Early Latent Syphilis
Primary & Secondary Syphilis



Epidemiology Bulletin		�

old age group (13.2 cases 
per 100,000 population).1 
Overall, the male-to-fe-
male (M:F) rate ratio for 
P&S syphilis has risen 
steadily from 1.2 in 1996 
to 5.7 in 2005 (Figure 
1).2

The rising incidence of 
syphilis in men who have 
sex with men (MSM) 
explains the increasing 
M:F rate ratios, and is in 
part attributable to recent 
increases in high-risk 
sexual behavior. High 
rates of new sex partner 
acquisition and partner 
change rates with rises 
in unprotected penetra-
tive sex have been 
documented across 
the United States. 
The reasons for the 
increases are com-
plex. However, HIV 
sero-sorting, safer sex 
fatigue, recreational 
drug use (especially 
crystal methamphet-
amine) ,  and HIV 
treatment optimism, 
combined with expan-
sions in venues and 
networks that facili-
tate risky behaviors, 
have been identiýed 
as important factors.2 

In 2005, 41.4% of reported cases of 
P&S syphilis occurred among African-
Americans. The rate of P&S syphilis 
reported among African-Americans (9.8 
cases per 100,000 population) was 5.4 
times higher than the rate among non-
Hispanic whites (1.8 cases per 100,000 
population). In comparison, in 1992 the 
African-American rate was 62 times the 
non-Hispanic white rate. This decrease 
in disparity during the last several years 
has been the result of the declining rate 
of P&S syphilis among African-Ameri-
cans and the increasing rate of infection 
among non-Hispanic whites. In 2005, the 
rate per 100,000 population among His-
panics was 3.3; it was 1.2 among Asian/
Paciýc Islanders; and it was 2.4 among 
American Indian/Alaska Natives.1

During 2004-2005, the M:F rate 
ratio for P&S syphilis increased among 
whites (from 10 to 11), African-Ameri-
cans (from 3.3 to 3.6), Asian/Paciýc 
Islanders (from 11 to 12), and American 
Indian/Alaska Natives (from 1.3 to 2.1), 
but decreased among Hispanics (from 
7.7 to 6.1).1

In 2005, the southern United States 
continued to have a higher rate of P&S 
syphilis (3.8 cases per 100,000 popula-
tion) than any other region in the United 
States; cases in the southern U.S. ac-
counted for 46.4% of total P&S syphilis 
cases reported.1

Virginia
Syphilis had decreased every year 

since 1994 in Virginia, reaching an all 
time low of 156 reported cases of early 

stage syphilis (P&S and 
early latent) in 2003. 
However, since 2003 
the number of reported 
cases has increased each 
year; in 2006, 353 cases 
of early stage syphilis 
were reported (Figure 
2). In 2005, Virginia 
ranked 21st among 50 
states, the District of 
Columbia, and three 
territories with 1.9 cases 
per 100,000 population 
compared to the U.S. 
rate of 3.0 cases per 
100,000 population (Fig-
ure 3). Ninety percent 
of cases were among 
persons 20-49 years of 

age.1 The situation 
is not improving: for 
2006 the number of 
cases of infectious 
syphilis reported in 
Virginia increased 
by 31% compared 
to 2005. As of early 
April 2007 a 39% 
increase in infectious 
syphilis compared to 
the same time period 
in 2006 has been re-
corded.

In Virginia in 2005 
the incidence of P&S 
syphilis among males 
was 3.4 per 100,000 

population compared to the national 
rate in males of 5.1 per 100,000. The 
rate among females was 0.5 per 100,000 
compared to the U.S. rate in females of 
0.9 per 100,000. Similar to the national 
pattern, 82% of cases since 2005 have 
been in males (M:F incidence ratio 
= 6.8), with most reporting MSM or 
bisexual risk behavior. Approximately 
30% of the reported cases in 2006 were 
co-infected with HIV.

The race/ethnicity adjusted rates per 
100,000 population were 1.0 among 
whites, 5.3 among African-Ameri-
cans, 2.3 among Hispanics, 0.3 among 
Asian/Paciýc Islanders, and <0.1 among 
American Indians/Alaska Natives in 
Virginia in 2005. The racial/ethnic 
distribution of reported syphilis varies 

 

Figure 3. Primary and Secondary Syphilis, Rates by State, 
U.S., 20051

 




