
 Emerging Infectious Diseases • www.cdc.gov/eid • Vol. 31, No. 7, July 2025 1481

RESEARCH LETTERS

of infection involving S. moorei and a review of sequence 
databases and the literature. Microorganisms. 2021;9:1229. 
https://doi.org/10.3390/microorganisms9061229

  7. Detry G, Pierard D, Vandoorslaer K, Wauters G, Avesani V, 
Glupczynski Y. Septicemia due to Solobacterium moorei in a 
patient with multiple myeloma. Anaerobe. 2006;12:160–2. 
https://doi.org/10.1016/j.anaerobe.2006.04.002

  8. Pedersen RM, Holt HM, Justesen US. Solobacterium moorei 
bacteremia: identification, antimicrobial susceptibility, and 
clinical characteristics. J Clin Microbiol. 2011;49:2766–8. 
https://doi.org/10.1128/JCM.02525-10

  9. Lazarevic V, Gaïa N, Pham TT, de Lorenzi-Tognon M,  
Girard M, Mauffrey F, et al. Identification of causative  
agents of infective endocarditis by metagenomic  
next-generation sequencing of resected valves. Front Cell 
Infect Microbiol. 2025;15:1532257. https://doi.org/10.3389/
fcimb.2025.1532257

10. Eichenberger EM, Degner N, Scott ER, Ruffin F, Franzone J, 
Sharma-Kuinkel B, et al. Microbial cell-free DNA identifies 
the causative pathogen in infective endocarditis and remains 
detectable longer than conventional blood culture in  
patients with prior antibiotic therapy. Clin Infect Dis. 
2023;76:e1492–500. https://doi.org/10.1093/cid/ciac426

Address for correspondence: Jacques Schrenzel, Division of 
Infectious Diseases, Department of Medicine, Geneva University 
Hospitals and University of Geneva, Geneva, Switzerland; email: 
jacques.schrenzel@hug.ch

Syphilis as Rare Cause of 
Pyogenic Liver Abscess

Danielle Meyer, Michele Granada
Author affiliation: Abbott Northwestern Hospital, Minneapolis,  
Minnesota, USA

DOI: http://doi.org/10.3201/eid3107.250744

Syphilis is a sexually transmitted infection caused 
by the spirochete bacterium Treponema pallidum. 

Its diverse manifestations can make syphilis difficult 

to diagnose. The disease progresses through 4 main 
stages. The early phase begins with a localized skin 
lesion at the site of inoculation. If left untreated, he-
matogenous dissemination can lead to secondary 
syphilis, characterized by a diffuse maculopapular 
rash and systemic symptoms. Tertiary syphilis rep-
resents a later stage that can affect multiple organ 
systems. Involvement of the liver is uncommon and 
can result in syphilitic hepatitis or hepatic gummas, 
granulomatous soft tissue lesions with central necro-
sis. We report an exceptionally rare case of syphilitic 
liver abscess confirmed with 16s rDNA PCR.

A 52-year-old man in Minnesota, USA, with a his-
tory of well-controlled HIV infection (CD4 count 767) 
on a regimen of dolutegravir/rilpivirine sought treat-
ment for symptoms including 3 months of diarrhea 
and bilateral ankle edema. Two weeks before his ini-
tial visit and at the request of his healthcare provider, 
the man provided blood samples for laboratory as-
sessment, which revealed elevated levels of alkaline 
phosphatase (ALP [557 IU/L; reference range 35–144 
IU/L]), aspartate transaminase (AST [67 IU/L; ref-
erence range 10–35 IU/L]), and alanine aminotrans-
ferase (ALT [160 IU/L; reference range 9–46 IU/L]). 
Repeat laboratory results 1 week later showed persis-
tently elevated ALP (484 IU/L), AST (58 IU/L), and 
ALT (88 IU/L). An abdomen ultrasound demonstrat-
ed hepatic steatosis.

Physical examination was notable for edema in 
bilateral lower extremities. Blood analysis revealed 
further elevation of ALP (586 IU/L), AST (68 IU/L), 
and ALT (102 IU/L). Abdomen and pelvis computed 
tomography with contrast (Figure, panel A) identi-
fied a 3.8 × 2.3 × 3.3-cm peripheral mass in the right 
lobe of the liver, and he was subsequently admitted to 
the hospital for further evaluation.

Viral hepatitis serology test results were nega-
tive. A stool multiplex PCR test was positive for 
Shigella. Abdominal magnetic resonance imaging 
(Figure, panel B) confirmed a 2.4-cm rim-enhancing 
lesion in the lateral aspect of segments 5 and 6 of 
the liver. Ultrasound-guided aspiration of the liver 
lesion yielded 1 mL of yellow, purulent fluid and 
provided 4 core biopsy samples. The patient elected 
to leave the hospital early and was discharged home 
with a 4-week course of oral ciprofloxacin (500 mg 
2×/d) and metronidazole (500 mg 2×/d) for empiric 
coverage of possible hepatic abscess as well as cov-
erage for shigellosis.

One week later, liver abscess cultures were nega-
tive. Pathology revealed a benign abscess, back-
ground intact liver parenchyma, and negative results 
for neoplasia. We requested 16s rDNA and 28s rDNA 

Syphilis has a wide range of possible symptoms, mak-
ing it difficult to diagnose. We report a rare case of liver 
abscess secondary to Treponema pallidum in a man in 
Minnesota, USA, who had well-controlled HIV infection. 
This case emphasizes the importance of appropriate 
screening for syphilis, especially in high-risk populations.
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PCR tests on liver tissue. The man visited his health-
care provider for routine follow-up. Screening for T. 
pallidum antibody demonstrated reactivity, and rapid 
plasma reagin (RPR) testing revealed elevated results 
(1:32). Previous RPR titers were negative. The man 
received 1 doseof intramuscular benzathine penicil-
lin (2.4 million units). The following day, 16s rDNA 
PCR testing of a liver tissue sample was positive for 
T. pallidum. The man subsequently completed 2 ad-
ditional weekly doses of benzathine penicillin. One 
week after completing treatment, his RPR test result 
was 1:64, and tests measuring his hepatic function 
and C-reactive protein were within reference ranges. 
Computed tomography of his abdomen and pelvis 
showed a reduction in the hepatic lesion to 1.1 × 0.9 
cm, a marked improvement in size and appearance 
and consistent with healing.

Syphilis resulting in abscess is rare. Few cases 
have been reported, including abscess associated 
with the pituitary gland (1), lungs (2), scrotum (3,4), 
and lymph nodes (5). Three cases (6,7) in the 1920s 
described what were thought to be liver abscesses 
caused by syphilis. Researchers presumed their find-
ings based on symptoms and examination findings 
suggestive of liver abscess in the setting of positive 
serologic results and symptomatic improvement with 
treatment. However, the suspected abscesses were 
neither drained nor confirmed with further testing.

In this patient, the clinical picture was complicat-
ed by shigellosis, which was the likely etiology of his 
diarrhea. He did not have additional symptoms sug-
gestive of hepatic abscess. He did have persistently el-
evated liver enzymes, particularly ALP. Liver function 
tests are abnormal in up to 39% of patients diagnosed 
with early syphilis, most of whom are asymptomatic 
(8). Furthermore, an increase in RPR titers immedi-
ately after treatment is not uncommon in early stages 
of treatment and is not indicative of treatment failure. 
This patient had a marked decrease in abscess size and 
resolution of transaminitis. Our question initially was 
if this was syphilitic gumma of tertiary syphilis, but 

given the absence of granulomatous inflammation on 
pathology, this man’s case more likely demonstrated 
secondary syphilis with syphilitic hepatitis. 

In its early stage, syphilitic hepatitis can be as-
ymptomatic with a disproportionally elevated ALP 
in the setting of secondary syphilis, resulting in rare 
occurrences of abscesses in the liver. It can also cause 
hepatic inflammatory masses in HIV-positive men 
who have sex with men (9). This case demonstrates 
a rare and diagnostically complex clinical manifesta-
tion of secondary syphilis, emphasizing the impor-
tance of appropriate screening for syphilis, especially 
in high-risk populations whose laboratory and imag-
ing assessments reveal elevated liver enzymes and 
hepatic mass lesions.
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Since the successful Kala-Azar elimination pro-
gram in the Indian subcontinent, the hotspot of 

worldwide leishmaniasis has moved to East Africa 
(1). Among the different affected countries, Ethiopia 
deserves particular attention, given the heteroge-
neous eco-epidemiology of leishmaniasis, its clinical 
polymorphism, and the complex taxonomy of Leish-
mania tropica parasites. The disease is endemic in 
different biotopes from lowlands to highlands, and 
transmission involves different hosts and vectors 
(2). The 4 major clinical forms of leishmaniasis are 
visceral leishmaniasis (VL), causing 2,500–4,000 re-
ported cases, and 3 forms of cutaneous leishmaniasis 
(CL), localized, diffuse, and muco-cutaneous, causing 
≈50,000 reported cases. L. donovani (VL and occasion-
ally CL) and L. aethiopica (all 3 CL forms) are the most 
reported species, and L. tropica (CL) was isolated once 
from a human patient (2); several interspecies hybrids 
have been observed (3).

The epidemiology of the disease is affected by 
human migration and displacement because of fam-
ine and regular conflicts in the country and by en-
vironmental changes. We previously highlighted 
the need for genomic surveillance of leishmaniasis 
by using highly sensitive, resolutive, and untar-
geted whole-genome sequencing (WGS) methods 
(4) for the following reasons: since the discovery of  

RESEARCH LETTERS

 Emerging Infectious Diseases • www.cdc.gov/eid • Vol. 31, No. 7, July 2025 1483

1These authors contributed equally to this article.
2These senior authors contributed equally to this article.

We sequenced Leishmania tropica genomes from 8 hu-
man skin samples collected in a newly emerging focus of 
cutaneous leishmaniasis in the Somali region of Ethiopia. 
We found a variant with unique genomic signatures of 
drug resistance. Public health officials should use ge-
nomic surveillance to slow expansion of L. tropica.
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