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Objectives. We assessed the epidemiology of primary and secondary syphilis
in the United States and estimated the percentages of cases occurring among men
who have sex with men (MSM).

Methods. We reviewed US syphilis surveillance data from 1990 through 2003.
We estimated the number of cases occurring among MSM by modeling changes
in the ratio of syphilis cases among men to cases among women.

Results. During 1990 through 2000, the rate of primary and secondary syphi-
lis decreased 90% overall, declining 90% among men and 89% among women.
The overall rate increased 19% between 2000 and 2003, reflecting a 62% increase
among men and a 53% decrease among women. In 2003, an estimated 62% of
reported cases occurred among MSM.

Conclusions. Increasing syphilis cases among MSM account for most of the re-
cent overall increase in rates and may be a harbinger of increasing rates of HIV
infection among MSM. National efforts are under way to improve monitoring of
syphilis trends, better understand factors associated with the observed increases,
and improve efforts to prevent syphilis transmission. (Am J Public Health. 2007;
97:1076–1083. doi:10.2105/AJPH.2005.070417)
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Syphilis is an ulcerative genital disease that
facilitates transmission and acquisition of HIV
infection and provides a marker of behaviors
associated with HIV infection.1 Although
syphilis is uncommon in much of the US pop-
ulation, several groups are disproportionately
affected, including African Americans, His-
panics, and men who have sex with men
(MSM).2–4 During the 1980s, the incidence
of primary and secondary syphilis increased
54%, and racial/ethnic and regional dispari-
ties became more pronounced.3,5

However, the rapid decline in the rate of
syphilis infection and the increasing concen-
tration of cases in a small proportion of US
counties during the early to mid-1990s led
to optimism that syphilis could be eliminated
in the United States. The National Plan to
Eliminate Syphilis was announced in October
1999, with elimination defined as the ab-
sence of sustained transmission of syphilis.6

Healthy People 2010 objectives calling for de-
creases in rates and disparities in occurrence
of disease among racial and ethnic groups
were developed along with the syphilis elim-
ination plan.7

During the 1990s, the overall incidence of
syphilis and racial/ethnic disparities in the oc-
currence of disease declined; however, the
rate of primary and secondary syphilis has
increased each year since 2001. Although
syphilis cases among MSM accounted for a
small proportion of cases between the mid-
1980s and the late 1990s, cases among
MSM have been increasing in recent years.
Increases in high-risk sexual behavior among
MSM have been documented since the mid-
1990s,8–10 and there have been reports of
syphilis outbreaks among MSM in a number
of US cities,11–20 Europe,21–28 and the United
Kingdom29–32 since the late 1990s. We exam-
ined gender, racial/ethnic, and geographic
trends in the incidence of primary syphilis
and secondary syphilis (hereafter combined
as “syphilis”) in the United States during

1990 through 2003, with particular attention
to the reemergence of syphilis among MSM
since the late 1990s.

METHODS

Between 1990 and 2003, the years exam-
ined in this study, state health departments
submitted syphilis case report data to the
Centers for Disease Control and Prevention
(CDC) on monthly, quarterly, and annual re-
porting forms or weekly electronic case-
specific records. Monthly reports included ag-
gregate syphilis case data by county and state.
Quarterly reports included aggregate case
data by gender, stage, and source of report
for each state and for the 63 large US cities
in which cases and rates have been moni-
tored by the US Public Health Service since
1941. Annual reports included aggregate data
by age group, race/ethnicity, and gender for
each state.

As of December 2002, all states were re-
porting case-specific syphilis data electroni-
cally. We analyzed data on reported cases of
syphilis in the primary and secondary stages,
which have been summarized in annual

sexually transmitted disease (STD) surveil-
lance reports,3,33,34 because these cases best
represent the incidence of syphilis. Cases re-
ported from public and private sources were
combined.

We calculated incidence rates (new cases
per 100000 population) on an annual basis
using US Census Bureau population estimates
for 1990,35 US Census Bureau 1991 through
1999 postcensal population estimates based
on the 1990 census, and 2000 census popu-
lation estimates with race and ethnicity
bridged to match 1990 through 1999 pop-
ulation race/ethnicity categories.36 Rates for
2000 through 2003 were postcensal popula-
tion estimates based on the 2000 census.
National, regional, and state incidence rates
were determined from aggregate county age,
gender, and race/ethnicity data. Incidence
rates for cities were estimated from county-
level data.

In the absence of national data on sexual
orientation or gender of partners, we as-
sumed that increases in male–female case ra-
tios (MFCRs) of syphilis reflected, in part, in-
creases in cases among MSM. We estimated
the number of cases occurring among MSM
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TABLE 1—Primary and Secondary Syphilis Cases and Incidence Rates (per 100000 Population),
by Gender, Race/Ethnicity, and Region: United States, 1990, 2000, and 2003

1990, No. (Rate) 2000, No. (Rate) 2003, No. (Rate)

Men Women Total Men Women Total Men Women Total

Race/ethnicity

White 2 983 (3.3) 1 910 (2.0) 4 893 (2.6) 698 (0.7) 385 (0.4) 1 083 (0.5) 2 783 (2.8) 227 (0.2) 3 010 (1.5)

African American 22 821 (165.8) 18 791 (122.0) 41 612 (142.8) 2 369 (14.2) 1 864 (10.1) 4 233 (12.0) 2 005 (11.5) 805 (4.2) 2 811 (7.7)

Hispanic 2 366 (20.8) 1 109 (10.1) 3 475 (15.2) 405 (2.2) 162 (0.9) 567 (1.6) 1 001 (4.9) 159 (0.8) 1 160 (3.0)

Asian/Pacific Islander 76 (2.1) 37 (1.0) 113 (1.6) 29 (0.5) 8 (0.1) 37 (0.3) 119 (1.9) 8 (0.1) 127 (1.0)

American Indian 50 (5.2) 57 (5.8) 107 (6.0) 26 (2.2) 26 (2.2) 52 (2.2) 50 (4.2) 19 (1.5) 69 (2.8)

Regiona

Northeast 6 354 (25.9) 5 014 (19.0) 11 368 (22.3) 278 (1.1) 93 (0.3) 371 (0.7) 1 014 (3.8) 122 (0.4) 1 137 (2.1)

Midwest 2 585 (8.9) 1 875 (6.1) 4 460 (7.5) 682 (2.2) 592 (1.8) 1 274 (2.0) 813 (2.5) 232 (0.7) 1 045 (1.6)

South 15 844 (38.0) 12 944 (29.3) 28 788 (33.6) 2 098 (4.3) 1 606 (3.1) 3 704 (3.7) 2 514 (4.9) 699 (1.3) 3 214 (3.1)

West 3 707 (14.0) 2 255 (8.5) 5 962 (11.2) 474 (1.5) 154 (0.5) 630 (1.0) 1 615 (4.9) 164 (0.5) 1 781 (2.7)

Total 28 490 (23.4) 22 088 (17.3) 50 578 (20.3) 3 532 (2.6) 2 445 (1.7) 5 979 (2.1) 5 956 (4.2) 1 217 (0.8) 7 177 (2.5)

aNortheast: Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, New York, Pennsylvania, Rhode Island, and Vermont. Midwest: Illinois, Indiana, Iowa, Kansas, Michigan, Minnesota, Missouri,
Nebraska, North Dakota, Ohio, South Dakota, and Wisconsin. South: Alabama,Arkansas, Delaware, District of Columbia, Florida, Georgia, Kentucky, Louisiana, Maryland, Mississippi, North Carolina,
Oklahoma, South Carolina, Tennessee, Texas,Virginia, and West Virginia.West: Alaska,Arizona, California, Colorado, Hawaii, Idaho, Montana, Nevada, New Mexico, Oregon, Utah,Washington, and Wyoming.

each year during 2000 through 2003 using
a model based on changes in the syphilis
MFCR during 1998 through 2003. We esti-
mated numbers of syphilis cases occurring
annually among MSM during 2000 through
2003 using the following formula: MSM
cases = ([annual MFCR − 1998 MFCR]/
annual MFCR)× (annual number of cases
among men). In this estimate, we assumed
that (1) no cases of syphilis occurred among
MSM when the MFCR was at or below the
1998 level of 1.26 and (2) any increase in
the MFCR for nationally reported syphilis
cases after 1998 could be attributed to cases
occurring among MSM.

We selected the year 1998 as a baseline
because surveillance data indicated that
MFCRs had remained relatively constant for
the previous 5 years. Although cases of
syphilis occurred among MSM in 1998 and
in other years during which the MFCR was
at or below 1.26, we were not able to quan-
tify them, and thus we made the conserva-
tive assumption that no cases occurred
among MSM during these years. A study
conducted to validate the model showed
that the number of syphilis cases among
MSM estimated using the model was similar
to the number of cases among MSM deter-
mined with data, including partner gender,

collected from 14 states or large cities during
1999 through 2002.37

RESULTS

Between 1990 and 2003, the incidence of
syphilis in the United States declined 87.7%,
reflecting decreases of 82% and 95% among
men and women, respectively (Table 1). Dur-
ing these years, rates decreased in all racial/
ethnic groups, declining 95% among African
Americans, 81% among Hispanics, 53%
among American Indians, 42% among
Whites, and 38% among Asians. Rates also
decreased in all US regions, declining 91% in
the Northeast, 91% in the South, 79% in the
Midwest, and 76% in the West. In 1990,
cases of syphilis were reported by 42% of US
counties, and 26 counties accounted for half
of all reported cases; in 2003, only 19% of
counties reported cases, and 18 counties and
1 independent city accounted for half of all
reported cases.

Between 1990 and 2003, the age groups
with the highest rates of syphilis changed in
the case of men but not women. In 1990,
rates were highest among men aged 20 to 24
years (56.3 cases per 100000 men) and 30
to 34 years (56.2 cases per 100000 men)
and among women aged 20 to 24 years

(61.4 cases per 100000 women). In 2003,
rates were highest among men aged 35 to 39
years (12.0 cases per 100000 men) and
women aged 20 to 24 years (2.4 cases per
100000 women).

Syphilis rates declined consistently during
the 1990s. From 1990 to 2000, rates among
both men and women declined each year,
and the overall rate in 2000 was the lowest
at that point since the initiation of national 
reporting in 1941. Also during that period,
overall rates of infection declined in all racial/
ethnic groups and all regions of the United
States, and rates decreased each year among
African Americans and in the South. Over
these years, rates decreased in 49 states and
the District of Columbia and increased in 1
state. However, between 2000 and 2003,
the overall syphilis rate increased 19%, with
rates growing among men but continuing to
decline among women.

Between 2000 and 2003, the rate
among men increased 62%, and rates in-
creased across all racial and ethnic groups
with the exception of African Americans.
The rate among women declined 53%, and
rates declined among all racial and ethnic
groups other than Asian women, among
whom the rate did not change. Rising cases
among White men accounted for most of
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FIGURE 1—Reported primary and secondary syphilis rates (per 100000 population), by state, among (a) men in 2000, (b) men in 2003,
(c) women in 2000, and (d) women in 2003: United States.

the rate increase among men, whereas de-
clining cases among African American
women accounted for most of the rate de-
crease among women. Over these years, the
increase in cases among White men (2085
cases) accounted for 86% of the overall in-
crease among men (2424 cases), and the
decrease in cases among African American
women (1059 cases) accounted for 86% of
the overall decrease among women (1228
cases).

There were substantial geographical
changes in syphilis rates during 2000
through 2003. Rates tripled in the Northeast
and increased 170% in the West but declined
by 20% and 16% in the Midwest and South,
respectively. Rates increased in 30 states, de-
clined in 18 states, and remained unchanged
in 2 states (Figure 1). Among men, rates in-
creased in all regions and in 36 states, de-
clined in 13 states, and remained unchanged
in 1 state. Among women, however, rates in-
creased in the Northeast and 14 states; de-
clined in the Midwest, the South, and 24

states; and remained unchanged in the West
and 12 states.

The ratio of syphilis cases reported among
men to cases reported among women began
to change in the late 1990s. The MFCR was
low and relatively stable during the early to
mid-1990s but increased more than 4-fold
(from 1.2 to 4.9) between 1997 and 2003,
growing most sharply after 2000. Between
2000 and 2003, MFCRs increased in all ra-
cial and ethnic groups and in all US regions.
Ratios increased almost 7-fold among Whites,
more than 4-fold among Asians, almost 3-fold
among American Indians, almost 3-fold
among Hispanics, and almost 2-fold among
African Americans. Ratios increased approxi-
mately 3-fold (range: 2.7–3.2) in each of the
4 US regions.

Rapid and dramatic changes in syphilis pro-
files occurred in large US cities, as reflected
by the increases in MFCRs that occurred dur-
ing 2000 through 2003. MFCRs increased in
52 (82%) of the 63 large US cities in which
cases and rates have been monitored for the

past 6 decades. In these cities, the aggregate
MFCR increased from 1.5 to 5.9. In 2000,
only 26 cities had MFCRs of 2 or greater,
and they accounted for 25% of the 3265
cases reported in large cities that year; only
2 cities had case ratios above 10. By 2003,
48 cities had MFCRs of 2 or greater, ac-
counting for 85% of the 4334 cases reported
in large cities; furthermore, 19 cities had case
ratios greater than 10.

Nine large cities reported an increase of
more than 50 cases between 2000 and 2003;
these cities accounted for 11% of all cases re-
ported in 2000 and 32% of all cases reported
in 2003. During the same period, there were
substantial and approximately simultaneous in-
creases in cases among men in the 9 cities
(Figure 2), and the aggregate MFCR in these
cities increased from 3.3 to 14.1. Increases in
MFCRs were not confined to large urban areas
during these years, however. When cases from
the 63 large cities were excluded, there was
still an increase from 1.3 to 3.8 in the MFCR
for the remainder of the nation.
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FIGURE 2—US cities with increases of more than 50 reported primary and secondary syphilis cases, by number of cases and gender, in (a) Los
Angeles, Calif, (b) San Diego, Calif, (c) San Francisco, Calif, (d) San Jose, Calif, (e)Miami, Fla, (f) Atlanta, Ga, (g) New York, NY, (h) Columbus,
Ohio, and (i) Houston, Tex: United States, 2000–2003.

As mentioned, we estimated the number of
cases of syphilis occurring among MSM using
a model based on changes in the MFCR over
time. The model estimated that syphilis cases
occurring among MSM increased from 441 in
2000 to 4387 in 2003 (Table 2); the esti-
mated percentage of all reported cases occur-
ring among MSM in 2003 was 62%. During
2000 through 2003, there was an estimated
increase of 2298 cases among White MSM
(data not shown). The model estimated that
cases among heterosexual men and women
(total number of cases minus number of cases
occurring among MSM) decreased 50% (from
5532 to 2790) between 2000 and 2003.

DISCUSSION
Although syphilis rates in the United States

declined steeply between 1990 and 2003,
syphilis cases among MSM rose sharply after

2000, accounting for the overall increase in
syphilis during 2000 through 2003. National
case report data do not contain information
on partner gender or other behavioral fac-
tors; however, according to investigations of
syphilis infections conducted in the early to
mid-1990s38–40 (and consistent with the low
MFCRs over that period), heterosexual trans-
mission was responsible for most of the cases
that occurred during these years. In contrast,
by 2003, it appears that the majority of syph-
ilis cases reported annually were occurring
among MSM, as evidenced by declines in
rates among women, increasing rates among
men, estimates of cases among MSM derived
from our study’s modeling of changes in
MFCRs, and recent reports of syphilis out-
breaks among MSM.11–20

During the syphilis epidemic that occurred
between the late 1980s and early 1990s, the

rate of syphilis peaked in 1990, with a rate
higher than that in any year since 1949.4 This
epidemic, which predominantly involved het-
erosexual men and women, is thought to have
been fueled by the use of crack cocaine and
the exchange of sex for drugs or money.6,41–45

The reasons for the rapid decline in the syphilis
rate after 1990 are unclear but may reflect a
refocusing of prevention efforts to address
syphilis and increased resources provided to
STD-control programs after recognition of the
epidemic.45 During this period, STD-control
programs used a combination of traditional
(e.g., partner notification) and new (e.g., coun-
seling and education to promote risk reduction
and targeted screening and prevention efforts)
approaches.43,45–47 A decrease in the number
of people using crack cocaine in the late 1980s
and early 1990s48,49 may also explain some of
the decline in syphilis rates after 1990.
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TABLE 2—Numbers of Primary and Secondary Syphilis Cases Among Different Groups, Along
With Male–Female Case Ratios: United States, 2000–2003

Cases Cases Cases Cases Among 
Total No. Among Among Male–Female Among Heterosexual Men 

Year of Cases Men Women Case Ratio MSMa and Womenb

2000 5973 3528 2445 1.44 441 5532

2001 6100 4132 1968 2.10 1653 4447

2002 6862 5268 1594 3.30 3257 3605

2003 7177 5959 1218 4.89 4424 2753

Note. MSM = men who have sex with men.
aEstimated by assuming that a male–female case ratio at the 1998 level (1.26) indicates that no primary and secondary
syphilis cases occurred among MSM and that the number of cases occurring among MSM can be calculated according to the
formula described in the text.
bCalculated by subtracting estimated cases among MSM from the total number of cases.

Throughout the 1990s, rates of syphilis
declined in all regions of the United States,
and cases became concentrated in a small
percentage of counties. Although the rate of
decline was steepest in the Northeast during
these years, the reduction in numbers of
cases was largest in the South. Rates of dis-
ease declined among all racial and ethnic
groups during the 1990s, particularly African
Americans and Hispanics, but rates remained
substantially higher among members of racial
and ethnic minority groups than among
Whites at the end of the decade. In the mid-
1990s, in part because of the large racial dis-
parity in syphilis rates, initial syphilis elimina-
tion efforts focused on syphilis among
minority populations and in the South.4

The disparity in rates of syphilis infection
between African Americans and Whites has
decreased because of the continued decline in
the rate of infection among African Americans,
particularly African American women, and the
increased rate of infection among White men.
Rates of syphilis remain higher among African
Americans than among Whites; however, in
2003, for the first time since the initiation of
race/ethnicity-specific case reporting in 1981,
more cases were reported among Whites than
among African Americans.3,33,34,50

The geographic pattern of syphilis infection
has also shifted. Although the rate of syphilis
and the number of cases reported annually
have been consistently higher in the South
than in other US regions, the South has ac-
counted for a declining proportion of overall
annual cases each year since 1997.3,51 During

2000 through 2003, syphilis rates increased
substantially in the Northeast and West but
declined in the South and Midwest; large in-
creases in cases among men accounted for
most of the growth in rates in the Northeast
and West, whereas decreasing numbers of
cases among African American women ac-
counted for most of the decline in rates in the
South and Midwest.

Between 2000 and 2003, the largest in-
crease in cases, by gender and race/ethnicity,
occurred among White men. The substantial
increases in cases among White men and esti-
mates of MSM cases based on the steep rise in
the MFCR among Whites suggest that cases
among White MSM account for most of the re-
cent national increase in syphilis cases among
men. However, cases have been increasing
among men from all racial/ethnic groups other
than African Americans, and MFCRs have
been increasing among all racial and ethnic
groups, indicating that cases have been in-
creasing among MSM in each of these groups.

The dramatic increases since 2000 among
men and MFCRs in US cities, along with evi-
dence that the current syphilis epidemic is not
confined to the largest urban centers, indicate
that the occurrence of syphilis among MSM is
increasing throughout the United States. Since
the late 1990s, there have also been wide-
spread outbreaks of syphilis in the United
Kingdom and many European countries, and
as in the United States, a high proportion of
involved men have been coinfected with
HIV.21–32 These coincident outbreaks among
MSM suggest that substantial and concurrent

changes in sexual behavior have facilitated
syphilis transmission among MSM in many 
industrialized nations.

Increases in high-risk sexual behavior
among some MSM may be related to 
(1) diminished concerns about the risk of ac-
quiring and transmitting HIV as a result of
optimism regarding highly active antiretrovi-
ral therapy (and its recent availability in many
industrialized nations), (2) beliefs inferred
from partners’ physical appearance that they
are unlikely to be infected with HIV, (3) use
of nitrate inhalants and other drugs, and
(4) an increased inclination to ignore mes-
sages promoting safe sex.10,52–59 One study
focusing on MSM showed that use of
methamphetamine, with and without the con-
comitant use of sildenafil (Viagra), increased
the risk of acquisition of syphilis infection.60

In recent years, the Internet has emerged
as an important venue for MSM to meet sex-
ual partners.61,62 The Internet may facilitate
MSM meeting sexual partners when they
travel, which may in part explain the rapid
dissemination of syphilis among MSM both
within and outside the United States.63 Sev-
eral studies have revealed an association
among MSM between location of partners
through the Internet and acquisition of syphi-
lis.14,60,63,64 Transmission of syphilis from con-
tact with anorectal chancres that are difficult
to detect, inadequate medical screening for
STDs, and increased susceptibility to infection
with syphilis mediated by HIV coinfection
may also be contributing to the increased in-
cidence of syphilis among MSM.

Risk of HIV transmission is a particular
concern in the current syphilis epidemic be-
cause infection with syphilis increases trans-
mission of HIV 3- to 5-fold,1 and a high per-
centage of MSM who have been involved in
recent outbreaks are coinfected with
HIV.11,15,17,18,20 The impact of increases in
syphilis rates among MSM on the incidence
of HIV is unclear. Although the number of
new HIV diagnoses among MSM reported
from 29 states increased 17% between 1999
and 2002,65 the incidence of HIV (deter-
mined with the serologic testing algorithm for
recent HIV seroconversion [STAHRS]) did
not increase among MSM in 2 cities (Los An-
geles and San Francisco) that reported out-
breaks of syphilis during those years.66
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However, additional research in Los Ange-
les County involving STAHRS revealed that
the annual incidence of HIV infection among
MSM with early syphilis (primary and second-
ary syphilis in combination with early latent
syphilis) between January 2002 and April
2004 (26%) was higher than the rate of
newly diagnosed HIV infection among MSM
tested for HIV at publicly funded clinics in
2002 (4.1%).67 One possible explanation for
why the current syphilis epidemic has not
been accompanied by a definitive increase in
HIV incidence among MSM is that some
MSM, in an attempt to prevent acquisition or
transmission of HIV, choose partners who
have the same HIV infection status as they
do.9,68 Another possibility is that risk of HIV
transmission is reduced among infected indi-
viduals who are on antiretroviral therapy and
have low or undetectable viral loads.69,70

Limitations
Limitations of this study include incomplete

reporting of syphilis cases, variations in data
collection and recording within and between
STD control programs, and the absence of
information about sexual orientation and gen-
der of partners. In recent years, with the
increasing rates of syphilis among MSM, in-
complete reporting of cases has been a partic-
ular problem. One reason is that the number
of cases detected through contact tracing has
been low owing to high numbers of anony-
mous sexual partners,71 which might result in
underreporting of cases among MSM. In addi-
tion, some cases occurring among MSM are
not identified and reported.

Because syphilis elimination efforts in the
United States were not directed toward MSM
until increased rates had been identified, it is
unlikely that a substantial proportion of the
increase in syphilis cases among MSM can be
explained by enhanced case detection result-
ing from syphilis elimination activities. Also,
simultaneous outbreaks of syphilis among
MSM in many industrialized countries argue
against increased case ascertainment being
the primary explanation for the increase in
cases among MSM in the United States.

Because national case report data do not
include information about partner gender,
we relied on a model that estimated the
annual number of cases occurring among

MSM during 2000 through 2003 on the
basis of increases in the syphilis MFCR be-
tween 1998 and 2003. These estimates
must be interpreted with caution because
MFCRs may be elevated for a variety of rea-
sons in addition to increases in cases
among MSM (e.g., increased case ascertain-
ment among men relative to women and out-
breaks involving transmission of syphilis be-
tween women who are commercial sex
workers and men).

However, the model also underestimated
the number of cases occurring among MSM
because it conservatively assumed that no
cases occurred among MSM in 1998. In
2005, CDC asked STD programs to begin in-
cluding gender of sexual partners in all STD
morbidity data reported through state and
local health departments. The magnitude of
our model’s underestimations cannot be
quantified because CDC did not receive infor-
mation about gender of partners during the
study period with which to compare estimates
from the model.

Conclusions
The rate of syphilis declined to a historic

low in 2000. However, increasing syphilis
cases among MSM have reversed the decade-
long trend of declines in overall rates. We es-
timate that MSM accounted for more than
60% of reported syphilis cases in 2003. The
primary challenges for syphilis elimination
are to continue to reduce the incidence of
syphilis in populations among whom efforts
have been successful and to prevent and con-
trol syphilis among MSM. Interventions that
have been relied on in previous epidemics,
such as notification and treatment of partners,
have not proved as effective in preventing
syphilis among MSM.71,72

Local, state, and federal health officials and
other partners are working together to de-
velop, evaluate, and support new intervention
strategies directed toward MSM that will be
effective in reducing the incidence of syphilis.
The updated National Syphilis Elimination
Plan, published in 2006, included MSM
among affected populations for whom specific
interventions should be tailored. Key activities
for controlling syphilis in MSM recommended
in the 2006 syphilis elimination plan in-
cluded (1) collecting and reporting data on

the gender of sexual partners and the sexual
preference of persons diagnosed with syphilis,
(2) developing and using Internet-based inter-
ventions to engage MSM with syphilis and fa-
cilitate partner notification activities, (3) en-
hancing syphilis education and sexual health
promotion with MSM within STD clinics and
the community, (4) using provider outreach,
education and mobilization to raise awareness
of syphilis infection among MSM and improve
the quality of clinical management, and
(5) expanding access to syphilis screening
for MSM at STD care facilities and in out-
reach settings.73 Raising awareness about the
current syphilis epidemic and its implications
for transmission and acquisition of HIV infec-
tion, promoting efforts to reduce high-risk
sexual behaviors, and educating MSM to rec-
ognize symptoms and signs of syphilis and
understand the importance of seeking med-
ical care early in the course of infection may
help minimize transmission of the disease.

Mobilizing the MSM community to take an
active role in these efforts is crucial for their
success. Training providers to improve their
skills in diagnosing and treating syphilis, to
screen sexually active MSM routinely for
syphilis and other STDs, and to screen for
STDs in conjunction with HIV counseling 
and testing is also critical for controlling 
syphilis among MSM.
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