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A 60-year-old man living with HIV presented to his family 
physician’s office with a 3-month history of problems 
concentrating. For the past 2 weeks, he had noticed a 

spreading, painless rash involving his trunk, back and extremities 
(Figure 1). He had a history of crystal meth use disorder, but 
denied recent substance use. He had been having unprotected 
sex with casual male and female partners. It was difficult to follow 
his train of thought; his speech was rapid, he seemed distracted 
and he described grandiose and unrealistic plans inconsistent 
with his current situation. He had lost his business and housing. 
His CD4 T-cell count was 159 (488–1711) cells/µL or 0.16 (0.49–
1.71) × 109/L, and his HIV viral load was 301 108 RNA copies/mL. 

Because of his rash and sexual exposure, accompanied by 
behavioural changes, we suspected infectious neurosyphilis with 
hypomania. We diagnosed secondary syphilis by a positive trepo-
nemal screen with a serum chemiluminescent microparticle immu-
noassay (CMIA) test, an elevated rapid plasma reagin at 1:64 and a 
positive Treponema pallidum particle agglutination (TP-PA) assay. 
Examination of the patient’s cerebrospinal fluid, which is also 
required to diagnose neurosyphilis, showed elevated protein at 
1.01 (normal range 0.15–0.45) g/L and a positive Venereal Disease 
Research Laboratory (VDRL) titre of 1:1. We treated our patient with 
intravenous penicillin (4 million units every 4 h for 14 d).

The rate of syphilis in Canada has been increasing in the last 
decade.1 Outbreaks often disproportionately affect men who have 
sex with men, though outbreaks among heterosexual people have 
been documented in recent years in both urban and rural areas.1,2 
Neurosyphilis presents more frequently in people with concurrent 
HIV infection, particularly those with CD4 T-cell counts < 350 cells/µL 
(0.35 × 109/L).3 According to retrospective studies, 40% of patients 
have ocular involvement, including uveitis, retinal pathology and 
vision loss. A third of patients have cognitive impairment and a 
third have neurologic manifestations, such as headache, aphasia, 
auditory hallucinations and stroke.4,5 Psychiatric symptoms vary 
widely, when they occur. Hypomania is uncommon, affecting fewer 

than 10% of people with neurosyphilis.4 Neurological sequelae are 
often permanent, but our patient made a full recovery after outpa-
tient treatment with intravenous penicillin.3
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Figure 1: Photograph of the trunk of a 60-year-old man with syphilis. The rash 
was not painful or pruritic, and extended to both arms and legs bilaterally.
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