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We present a unique case of symptomatic early neurosyphilis in a non-HIV-infected patient. A 47-year-old
man with a history of diabetes mellitus presented with generalized seizures. He did not manifest any
neurological deficits. At first, multiple brain tumors were suspected based on findings from magnetic
resonance imaging of the brain. However, serological and cerebrospinal fluid tests for syphilis yielded
positive results, and the masses were reduced using amoxicillin. Multiple cerebral syphilitic gummas were

therefore diagnosed. High-dose penicillin therapy was initiated and syphilitic gummas disappeared
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after five months. Treponema pallidum could invade the central nervous system at an early phase, and
sometimes may be difficult to distinguish from malignant brain tumor. If intracranial lesions are identified
in a syphilis-infected patient, cerebral syphilitic gumma should be considered as a differential diagnosis.
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Published by Elsevier Ltd. All rights reserved.

1. Introduction

Syphilis is caused by infection with Treponema pallidum and may
present as multiple symptoms. When T. pallidum invades the cen-
tral nervous system (CNS), patients may present with symptoms of
neurosyphilis such as meningitis, vasculitis and syphilitic gumma.
Neurosyphilis is typically thought to present as a tertiary syphilis,
but rarely may invade the CNS several months after infection. Here,
we present an uncommon case of multiple cerebral syphilitic
gummas initially mimicking malignant brain tumor.

2. Case report

The patient was a 47-year-old man with a history of type 2
diabetes mellitus treated by oral hypoglycemic medications
without complications. The T. pallidum hemagglutination assay
(TPHA) and serum rapid plasma reagin screening (RPR) yielded
negative results 6 months before this admission. He had engaged in
sexual intercourse at brothels 4 months before the ictus and
chancre appeared after 1 month, but he had been ignoring it. He
presented with sudden onset of generalized tonic-clonic seizures
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and was admitted to the emergency department. On admission,
level of consciousness was alert and no neurological deficits were
observed. He displayed no signs of meningeal irritation. Syphilitic
roseola was observed on the skin in the hypogastric region. Results
of blood cell counts and biochemical analyses were normal,
including for tumor markers and autoimmune antibodies. TPHA test
and RPR yielded positive results, but results were negative for hu-
man immunodeficiency virus (HIV) on admission. Magnetic reso-
nance imaging (MRI) of the brain revealed multiple mass lesions
that were enhanced and adjacent to the dura in the left cerebral
hemisphere (Fig. 1). Computed tomography (CT) of the thor-
acoabdominal region revealed no lesions such as syphilitic gummas.
Cerebrospinal fluid (CSF) examination showed: cell count, 199/uL;
glucose, 61 mg/dl; and protein, 116 mg/dl. Positive results were
obtained for TPHA and fluorescent treponemal antibody absorbed
(FTA-ABS) immunoglobulin G in CSF. CSF cultures were negative. No
abnormalities were identified on CSF cytodiagnosis. Consequently,
the patient was diagnosed with primary or secondary syphilis and
amoxicillin was administered orally at 1500 mg/day. Initially, the
intracranial lesions were considered as malignant brain tumors,
such as high-grade glioma, metastatic brain tumor or primary CNS
lymphoma, and were to be investigated. However, these lesions
reduced in size with only 14 days of amoxicillin (Fig. 2), so the final
diagnosis was multiple cerebral syphilitic gummas. He was hospi-
talized and penicillin G was administered intravenously at

1341-321X/© 2018 Japanese Society of Chemotherapy and The Japanese Association for Infectious Diseases. Published by Elsevier Ltd. All rights reserved.


mailto:mr.children2601@gmail.com
http://crossmark.crossref.org/dialog/?doi=10.1016/j.jiac.2018.08.010&domain=pdf
www.sciencedirect.com/science/journal/1341321X
http://www.elsevier.com/locate/jic
https://doi.org/10.1016/j.jiac.2018.08.010
https://doi.org/10.1016/j.jiac.2018.08.010
https://doi.org/10.1016/j.jiac.2018.08.010

R. Sasaki et al. / ] Infect Chemother 25 (2019) 208—211 209

Fig. 1. Brain MRI findings on admission. A, B) Fluid-attenuated inversion recovery (FLAIR) images show hypertense lesions in the cortical areas of the left frontal and temporal lobes.

C, D) Lesions show enhancement with gadolinium.

Fig. 2. Brain MRI after 14 days of treatment with low-dose amoxicillin. A, B) T1-weighted post-gadolinium images show reduction of enhancement.

24 x 108 U for 14 days, following CDC guidelines. The subsequent
course of the patient was uneventful, with no neurological deficits
(Fig. 3). Five months after starting administration, no intracranial
lesions were identifiable on brain MRI (Fig. 4).

3. Discussion
Recently, incidents of syphilis infection have been re-

appearing in developed countries [1]. In Japan, the number of
patients infected with syphilis has been increasing since around

2010, and 4557 patients had syphilis infection in 2016. Various
reasons have been proposed, including: 1) high risk sexual
behavior among men who have sex with men; 2) illicit drug use;
and 3) concomitant HIV infection [2,3]. The clinical manifestations
are typically divided into several distinct stages: primary,
secondary, latent and tertiary. Neurosyphilis can occur 1-30 years
following syphilis infection [4,5]. Syphilitic gummas can present
3—12 years following infection as inflammatory fibrous nodules
that are locally destructive [5]. These are typically seen in the
tertiary stage in any organ, including in the CNS [6]. Cerebral
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Fig. 3. Clinical course of our patient. After the treatment, CSF cytology was improved and the results of the RPR test was turned to negative. PCG: benzylpenicillin potassium, AMPC:
amoxicillin, CSF: cerebrospinal fluid, RPR: rapid plasma regain, TPHA: T. pallidum hemagglutination assay.

Fig. 4. Brain MRI after 5 months of treatment with high-dose penicillin. A, B) Fluid-attenuated inversion recovery (FLAIR) images show complete resolution of hypertense lesions.

syphilitic gumma is usually seen as a single lesion, but multiple
lesions are reported on rare occasions [7].

The possibility must be considered that infection with HIV
accelerate CNS infiltration of syphilis and increases the risk of
neurological complications [8]. Although early neurosyphilis of
patients without HIV infection has been reported, cerebral syphi-
litic gumma occurring early after syphilis infection is extremely
rare, as in our case [9]. To the best of our knowledge, this represents
the first report of multiple cerebral syphilitic gummas in early
neurosyphilis in a non-HIV-infected patient. Accelerated CNS
infiltration of syphilis has been presumed to be related to
concomitant diabetes mellitus in addition to HIV infection [10].
However, the underlying mechanisms remain unclear.

The diagnosis of cerebral syphilitic gumma is based on clinical
symptoms and CSF analysis [11]. Noticing that intracranial lesions
reduce with the use of penicillins may also be diagnostically helpful
[1]. The standard treatment for neurosyphilis and cerebral syphi-
litic gumma is high-dose penicillin therapy. Better outcomes are
obtained with shorter intervals from diagnosis to treatment.

Because cerebral syphilitic gummas reduced with low-dose
amoxicillin in this case, early neurosyphilis may show good ther-
apeutic response. T. pallidum seems to be rarely identified in cere-
bral syphilitic gumma, so craniotomy is not recommended [1].
When intracranial pressure shows acute increases or antibiotics do
not elicit a response, surgery should be considered as an exception.
However, sometimes patients are misdiagnosed with malignant
brain tumor and undergo unnecessary surgical treatment [12]. If
intracranial lesions are seen in a syphilis-infected patient, cerebral
syphilitic gumma should be considered among the differential
diagnoses.

Authorship statement
All authors meet the ICMJE authorship criteria.
Conflicts of interest disclosure

There are no conflicts of interest.



R. Sasaki et al. / ] Infect Chemother 25 (2019) 208—211 211

Informed patient consent [6] Yoon YK, Kim M]J, Chae YS, Kang SH. Cerebral syphilitic gumma mimicking a
brain tumor in the relapse of secondary syphilis in a human immunodefi-
. . L. i ciency virus-negative patient. ] Kor Neurosurg Soc 2013;53:197—200. https://
The patient/next of kin has consented to submission of this case doi.org/10.3340]jkns.2013.53.3.197.

report to the journal. [7] LiJ-c, Mahta A, Kim RY, Saria M, Kesari S. Cerebral syphilitic gumma: a case
report and review of the literature. Neurol Sci 2012;33:1179—81. https://

doi.org/10.1007/s10072-011-0878-8.
Dhasmana D, Joshi J, Manavi K. Intracerebral and spinal cord syphilitic gum-
mata in an HIV-negative man: a case report. Sex Transm Dis 2013;40:629—31.

References 8

[1] Fargen KM, Alvernia JE, Lin CS, Melgar M. Cerebral syphilitic gummata: a case https://doi.org/10.1097/01.0LQ.0000430779.41370.ba.
presentation and analysis of 156 reported cases. Neurosurgery 2009;64: [9] Ahsan S, Burrascano J. Neurosyphilis: an unresolved case of meningitis. Case
568—75. https://doi.org/10.1227/01.NEU.0000337079.12137.89. Rep Infect Dis 2015;2015:634259. https://doi.org/10.1155/2015/634259.
[2] Golden MR, Marra CM, Holmes KK. Update on syphilis: resurgence of an old [10] Yang T, Tong M, Xi Y, Guo X, Chen Y, Zhang Y, et al. Association between
problem. ] Am Med Assoc 2003;290:1510—4. neurosyphilis and diabetes mellitus: resurgence of an old problem. ] Diabetes
[3] Masahiro K;HNY, Hideko K, Masako OK. The re-emergence of early syphilis 2014;6:403—-8.
epidemics in developed countries, and possible reasons. Jpn Arch Sex Transm [11] Workowski KA, Bolan GA, Centers for Disease C. Prevention. Sexually trans-
Dis 2011;22:30-9. mitted diseases treatment guidelines, 2015. MMWR Recomm Rep 2015;64:
[4] Clark EG, Danbolt N. The Oslo study of the natural history of untreated 1-137.
syphilis: an epidemiologic investigation based on a restudy of the Boeck- [12] Peng Z, Tian D, Zhang S, Liu B, Xu Z, Wu L, et al. Cerebral syphilitic gumma
Bruusgaard material a review and appraisal. ] Chronic Dis Manag 1955;2: mimicking malignant brain tumor in a human immunodeficiency virus-
311-44. https://doi.org/10.1016/0021-9681(55)90139-9. negative patient. Int ] Clin Exp Med 2016;9:6720—3.
[5] French P. Clinical review: syphilis. BM] 2007;334:143—7. https://doi.org/

10.1136/bm;.39085.518148.BE.


https://doi.org/10.1227/01.NEU.0000337079.12137.89
http://refhub.elsevier.com/S1341-321X(18)30261-7/sref2
http://refhub.elsevier.com/S1341-321X(18)30261-7/sref2
http://refhub.elsevier.com/S1341-321X(18)30261-7/sref2
http://refhub.elsevier.com/S1341-321X(18)30261-7/sref3
http://refhub.elsevier.com/S1341-321X(18)30261-7/sref3
http://refhub.elsevier.com/S1341-321X(18)30261-7/sref3
http://refhub.elsevier.com/S1341-321X(18)30261-7/sref3
https://doi.org/10.1016/0021-9681(55)90139-9
https://doi.org/10.1136/bmj.39085.518148.BE
https://doi.org/10.1136/bmj.39085.518148.BE
https://doi.org/10.3340/jkns.2013.53.3.197
https://doi.org/10.3340/jkns.2013.53.3.197
https://doi.org/10.1007/s10072-011-0878-8
https://doi.org/10.1007/s10072-011-0878-8
https://doi.org/10.1097/01.OLQ.0000430779.41370.ba
https://doi.org/10.1155/2015/634259
http://refhub.elsevier.com/S1341-321X(18)30261-7/sref10
http://refhub.elsevier.com/S1341-321X(18)30261-7/sref10
http://refhub.elsevier.com/S1341-321X(18)30261-7/sref10
http://refhub.elsevier.com/S1341-321X(18)30261-7/sref10
http://refhub.elsevier.com/S1341-321X(18)30261-7/sref11
http://refhub.elsevier.com/S1341-321X(18)30261-7/sref11
http://refhub.elsevier.com/S1341-321X(18)30261-7/sref11
http://refhub.elsevier.com/S1341-321X(18)30261-7/sref11
http://refhub.elsevier.com/S1341-321X(18)30261-7/sref12
http://refhub.elsevier.com/S1341-321X(18)30261-7/sref12
http://refhub.elsevier.com/S1341-321X(18)30261-7/sref12
http://refhub.elsevier.com/S1341-321X(18)30261-7/sref12

	Multiple cerebral syphilitic gummas mimicking brain tumor in a non-HIV-infected patient: A case report
	1. Introduction
	2. Case report
	3. Discussion
	Authorship statement
	Conflicts of interest disclosure
	Informed patient consent
	References


