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Objective: Syphilis and human immunodeficiency virus (HIV) are sexually transmitted 
infections that share common risk factors and may facilitate each other’s transmission. This 
study aimed to evaluate the frequency of syphilis coinfection among individuals living with 
HIV over a five-year period.
Materials and Methods: In this retrospective study, anti-HIV, rapid plasma reagin 
(RPR), Treponema pallidum hemagglutination assay (TPHA), Treponema pallidum total 
immunoglobulin, and HIV confirmatory test results of individuals aged ≥18 years were 
evaluated between 2020 and 2024. Patients who had both HIV- and syphilis-related tests 
during the period of HIV positivity were included. Syphilis seropositivity was defined according 
to the institutional diagnostic algorithm based on the combination of treponemal and non-
treponemal tests. Active infection was defined as concurrent positivity of treponemal and 
RPR tests, whereas isolated treponemal positivity was considered a past infection.
Results: Among 200 individuals living with HIV, 162 underwent syphilis testing. Of these, 
85.5% were male. Syphilis seropositivity was detected in 41 patients (25.3%), including 24 
(14.8%) with active infection and 17 (10.5%) with past infection. No significant differences 
were observed based on age, sex, or year (p>0.05). During the same period, syphilis 
seropositivity among HIV-negative individuals was 0.96%. HIV positivity was strongly 
associated with syphilis seropositivity (OR: 34.8; 95% CI: 23.1–52.6; p<0.001).
Conclusion: The high rate of syphilis seropositivity among HIV-positive individuals 
underscores the importance of routine screening at diagnosis and during follow-up.
Keywords: Coinfection, human immunodeficiency virus, rapid plasma reagin, seropositivity, 
syphilis.
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ABSTRACT

INTRODUCTION
Syphilis is a sexually transmitted disease caused by Treponema pallidum that can lead to 
multisystem involvement and serious health problems.1 Human immunodeficiency virus (HIV) 
infection is also a sexually transmitted disease and results in a chronic condition characterized by 
acquired immunodeficiency syndrome (AIDS), which is associated with immunosuppression and 
the development of opportunistic infections.2
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Sexually transmitted infections (STIs) are highly prevalent 
among sexually active individuals and may progress silently, 
facilitating their spread within the community.3

Syphilis and HIV are two systemic sexually transmitted infections 
that share common risk factors. The World Health Organization 
(WHO) estimates that there were 7.1 million new syphilis 
cases worldwide in 2020.4 According to UNAIDS 2024 data, an 
estimated 40.8 million people worldwide were living with HIV 
in 2024, with 1.3 million new infections and approximately 
630,000 AIDS-related deaths reported during the same period.5

There is a bidirectional epidemiological and biological 
interaction between these two infections. First, HIV infection 
may increase the risk of syphilis transmission by weakening the 
immune system. Conversely, syphilis causes mucosal damage, 
and syphilitic ulcers provide a portal of entry for HIV, potentially 
increasing the risk of HIV transmission by approximately 
twofold. Syphilitic lesions lead to the recruitment of 
activated immune cells, including macrophages and CD4⁺ T 
lymphocytes, to the site of infection, thereby increasing the 
number of HIV target cells and facilitating HIV acquisition and 
transmission.6 All of these interactions make HIV and syphilis 
coinfection a significant public health concern.1,7,8

The aim of this study was to evaluate the frequency of syphilis 
coinfection among HIV-positive individuals followed at a 
tertiary care hospital over a five-year period.

MATERIALS AND METHODS
Study Design and Setting
This retrospective, observational, single-center study was 
conducted in the microbiology laboratory of Sivas Cumhuriyet 
University Hospital between January 1, 2020, and December 
31, 2024. This date range was selected to ensure more 
complete access to patient data from the hospital system. The 
study protocol was designed to evaluate syphilis coinfection 
among HIV-positive individuals aged 18 years and older.

Participants and Data Collection
The study included unique HIV-positive patients who had 
both HIV-related and syphilis-related serological test results 
during the period of confirmed HIV positivity. Anti-HIV, rapid 
plasma reagin (RPR), Treponema pallidum hemagglutination 
assay (TPHA), Treponema pallidum total immunoglobulin, and 
HIV confirmatory test results were retrospectively collected 
from laboratory records. Cases without documented syphilis 
testing were excluded from the primary analyses.

Diagnostic Criteria
HIV positivity was defined based on confirmatory testing 
according to the standard protocols of the General Directorate 

of Public Health. Syphilis seropositivity was determined by 
serological testing, including RPR, TPHA, and T. pallidum total 
immunoglobulin results. A TPHA titer of ≥1/80 was considered 
positive. Syphilis seropositivity was defined as reactivity in at 
least one treponemal test, and infection status was classified 
based on the combination of treponemal and non-treponemal 
results. Cases with reactive treponemal tests (TPHA and/
or T. pallidum total immunoglobulin) and non-reactive 
RPR were interpreted as consistent with past or previously 
treated infection. Concurrent positivity of treponemal and 
RPR tests was classified as active infection. The term “syphilis 
seropositivity” encompassed both active and past infections 
based on the combined interpretation of treponemal and 
non-treponemal test results.

Inclusion and Exclusion Criteria
Inclusion criteria encompassed all individuals aged ≥18 years 
with confirmed HIV infection and available syphilis serological 
test results during the study period. Patients with only a single 
visit and no subsequent syphilis testing were excluded from 
the comparative analysis.

Laboratory Methods
Anti-HIV and T. pallidum total immunoglobulin tests were 
performed using enzyme-linked immunosorbent assay 
(ELISA). The tests were conducted on the Roche cobas 6000 
device (Roche Diagnostics, Switzerland) between 2020 and 
2022, and on the Architect i2000 device (Abbott Diagnostics, 
Illinois, USA) between 2023 and 2024. RPR testing was 
performed using agglutination-based flocculation methods, 
and TPHA testing was carried out using hemagglutination 
techniques. The RPR test was performed with Plasmatec test 
kits from the UK between 2020 and 2022, and with Carbogen 
and Tulip Diagnostic test kits from India between 2023 and 

KEY MESSAGES

•	 Syphilis seropositivity was significantly higher among 
individuals living with HIV compared to HIV-negative 
individuals, indicating a strong epidemiological 
association between the two infections.

•	 Routine and systematic syphilis screening for 
individuals living with HIV is essential, as coinfection 
may remain undetected without regular testing at the 
time of diagnosis and during follow-up.

•	 Observed differences in HIV/syphilis coinfection 
rates are influenced by screening practices and 
population characteristics, emphasizing the need for 
standardized screening strategies and multicenter 
data to guide clinical and public health interventions.
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2024. Omega Diagnostics (UK) and Dialab (Austria) branded 
kits were used for the TPHA test during the study years. All 
assays were interpreted according to the manufacturers’ 
instructions.

Syphilis Testing Algorithms
Syphilis serological results were evaluated using both 
the conventional algorithm (non-treponemal testing 
followed by treponemal confirmation) and the reverse 
algorithm (treponemal testing followed by non-treponemal 
confirmation), depending on the laboratory’s available testing 
strategy. RPR was considered a non-treponemal test, whereas 
TPHA and T. pallidum total immunoglobulin were considered 
treponemal tests. The use of both algorithms reflected 
temporal changes in testing strategy and kit availability during 
the five-year study period. Regardless of the initial screening 
method, final interpretation was based on the combined 
assessment of treponemal and non-treponemal test results.

Individuals living with HIV were screened for syphilis as 
recommended in the HIV-AIDS diagnosis and treatment 
guidelines of the Ministry of Health of the Republic of Türkiye.9 
When HIV positivity was detected, initial screening for syphilis 
was performed. If the individual remained at risk, periodic 
screening (generally once a year) was conducted thereafter. 
In individuals with multiple partners, a history of unprotected 
sexual intercourse, those who engage in sex while using drugs, 
or those with a partner exhibiting these behaviors, screening 
was performed more frequently (every 3-6 months).

Statistical Analysis
Statistical analyses were conducted using IBM SPSS Statistics 
for Windows, Version 23.0 (IBM Corp., Armonk, NY, USA). 
Continuous variables were assessed for normality using the 
Shapiro–Wilk test. Variables that did not follow a normal 
distribution were presented as medians with interquartile 
ranges (IQR), while categorical variables were expressed 
as counts (n) and percentages (%). Associations between 
categorical variables were evaluated using the chi-square test 
or Fisher’s Exact Test, as appropriate. Odds ratios (ORs) with 
95% confidence intervals (CIs) were calculated to assess the 
association between HIV status and syphilis seropositivity. A 
p-value<0.05 was considered statistically significant.

Ethical Approval
Ethics approval for this study was obtained from the Sivas 
Cumhuriyet University Health Sciences Research Ethics 
Committee (Approval Number: 2025-11/41, Date: 20.11.2025). 
The study was conducted in accordance with the principles 
of the Declaration of Helsinki. Due to the retrospective 
design of the study, the requirement for informed consent 
was waived.

RESULTS
During the study period, a total of 226,228 anti-HIV tests 
were performed in the laboratory, and HIV positivity was 
confirmed by confirmatory tests in 200 distinct individuals 
(0.09%). Of these individuals, 171 were male (85.5%) and 29 
were female (14.5%). The median age of the study population 
was 38 years (IQR: 29–48.8).

Of the 200 individuals identified as HIV-positive, 162 (81%) 
underwent syphilis screening during follow-up in accordance 
with the HIV-AIDS diagnosis and treatment guidelines after 
their HIV-positive status was confirmed. The remaining 38 
individuals, who were not screened for syphilis, had only a 
single visit to our hospital during which HIV positivity was 
detected and did not return thereafter.

Among the 162 individuals who underwent syphilis 
screening, syphilis seropositivity was detected in 41 patients 
(25.3%). There was no statistically significant difference in 
syphilis positivity based on sex (p=0.176) or age group (18–
24, 25–44, and ≥45 years) (p=0.766). Among HIV-positive 
individuals who underwent syphilis serological testing 
(n=162), no significant difference in syphilis seropositivity 
was observed across the study years (Fisher’s Exact Test, 
p=0.740). The analysis of a linear trend across years did not 
demonstrate a significant increase or decrease in syphilis 
seropositivity (Chi-square test for trend, p=0.764). The 
relevant data are presented in Tables 1 and 2. The distribution 
of disease activity status according to the serological results 
of individuals screened for syphilis is shown in Table 3.

During the same study period, a total of 9,393 non-duplicated 
patients who underwent both HIV and syphilis testing were 

Table 1. Distribution of syphilis seropositivity by age group 
and sex among individuals living with HIV (n=162)

Variable

Syphilis 

positive 

n (%)

Syphilis 

negative 

n (%)

Total p

Age group 0.766*

18–24 4 (26.7) 11 (73.3) 15

25–44 21 (23.1) 70 (76.9) 91

≥45 16 (28.6) 40 (71.4) 56

Sex 0.176**

Male 38 (27.1) 102 (72.9) 140

Female 3 (13.6) 19 (86.4) 22

Total 41 (25.3) 121 (74.7) 162

*: Fisher’s Exact test; **: Pearson Chi-square test.



4

Fırtına Topcu and Akbulut. HIV and Syphilis Coinfection J Clin Pract Res 2026;48(0):0–0

evaluated. Of these patients, 162 were HIV-positive, and 
syphilis seropositivity was detected in 41 of them (25.3%). 
Among the 9,231 HIV-negative patients, syphilis seropositivity 
was identified in 89 individuals (0.96%). Syphilis seropositivity 
was significantly higher in individuals living with HIV compared 
to HIV-negative individuals (Chi-square test, p<0.001). An 
approximately 35-fold increased association was observed 
between HIV positivity and syphilis seropositivity (OR: 34.8; 
95% CI: 23.1–52.6). The relevant data are shown in Table 4.

A binary logistic regression analysis was performed to evaluate 
potential independent predictors of syphilis seropositivity. 
Age and sex were included as independent variables in the 
model. Neither age (OR: 0.99; 95% CI: 0.96–1.02; p=0.390) nor 
sex (OR: 2.48; 95% CI: 0.69–8.91; p=0.165) was independently 

associated with syphilis seropositivity. The results of the 
logistic regression analysis are presented in Table 5.

An evaluation of the syphilis diagnostic algorithms used 
during the study period revealed that 65 results (40.1%) were 
assessed using the conventional algorithm, while 97 results 
(59.9%) were evaluated using the reverse algorithm.

DISCUSSION
In this study, the rate of syphilis seropositivity was significantly 
higher in individuals living with HIV compared to HIV-negative 
individuals. Syphilis seropositivity was detected in more 
than one-quarter (25.3%) of individuals living with HIV who 
underwent syphilis screening, which is considerably higher 
than the prevalence observed among HIV-negative individuals 
(0.96%). The strong association between HIV positivity and 
syphilis seropositivity appears to be consistent with the 
shared routes of transmission and common risk factors for 
both infections. Additionally, recent surveillance reports 
indicate that syphilis remains a growing public health concern 
in many regions, particularly among key populations, further 
underscoring the importance of integrated HIV–syphilis 
screening strategies.10,11

Table 2. Syphilis seropositivity by year (n=162)

Year Positive, n (%) Negative, n (%) Positivity rate (%)

2020 16 (26.2) 45 (73.8) 26.2

2021 8 (25.8) 23 (74.2) 25.8

2022 9 (19.6) 37 (80.4) 19.6

2023 3 (30.0) 7 (70.0) 30.0

2024 5 (35.7) 9 (64.3) 35.7

Total 41 (25.3) 121 (74.7) 25.3

This table includes HIV-positive individuals who underwent serological testing 
for syphilis (n=162). No statistically significant difference in syphilis seropositivity 
was detected across years (p>0.05). The p-value was calculated using Fisher’s 
Exact Test. A chi-square test for trend (linear-by-linear association) was performed 
to evaluate temporal trends.

Table 6. Studies investigating HIV/syphilis coinfection in 
Türkiye

Study
Study 

period

HIV-positive 

individuals 

(n)

Syphilis 

coinfected 

individuals 

n (%)

Yağcı Çağlayık et al.23 1985–2024 1,042 259 (24.9)

Korkusuz et al. 17 2015–2019 1,057 194 (18.3)

Sarıgül et al.21 2015–2018 384 97 (25)

Arıcı et al.16 2015–2023 284 103 (36.2)

Öztürk18 2016–2020 201 47 (23.3)

Alıravcı et al.24 2018–2024 142 26 (18.3)

Şahin et al.25 2019–2022 44 11 (25)

Present study 2020–2024 162 41 (25.3)

HIV: Human immunodeficiency virus.
Table 4. Results of patients tested simultaneously for HIV 
and syphilis

Group
Syphilis positive 

n (%)

Syphilis negative 

n (%)

HIV positive 41 (25.3) 121 (74.7)

HIV negative 89 (0.96) 9,142 (99.04)

Chi-square test: p<0.001; Odds ratio (OR)=34.8 (95% CI: 23.1–52.6); HIV: Human 
immunodeficiency virus.

Table 5. Binary logistic regression analysis of factors 
associated with syphilis seropositivity

Variable OR 95% CI p

Age (per year increase) 0.99 0.96–1.02 0.390

Male (vs female) 2.48 0.69–8.91 0.165

OR: Odds ratio; CI: Confidence interval.

Table 3. Disease activity according to serological results in 
individuals living with HIV who underwent syphilis screening

Serological status (n=162) n (%)

Syphilis positive 41

Active infection 24 (14.8)

Previous infection 17 (10.5)

Syphilis negative 121 (74.7)

HIV: Human immunodeficiency virus.



5

J Clin Pract Res 2026;48(0):0–0 Fırtına Topcu and Akbulut. HIV and Syphilis Coinfection

Treponema pallidum and HIV can coexist in the same host, 
as both are sexually transmitted pathogens. The Ministry 
of Health’s HIV/AIDS diagnosis and treatment guidelines 
recommend periodic screening for sexually transmitted 
infections at the initial visit and during follow-up for 
individuals infected with HIV.9 HIV and syphilis coinfection 
rates vary depending on the prevalence of infections in 
the community and individual risk factors. In a multicenter 
study reported from Türkiye,12 the HIV/syphilis coinfection 
rate was 8%, and rates reported from different centers are 
summarized in Table 6.

Variable rates have also been reported in international studies. 
In a study from Spain, in which individuals living with HIV were 
followed for 38 months, the baseline syphilis seroprevalence 
was reported as 13%, and new syphilis cases were detected 
at a rate of 4% during follow-up.13 In an eight-year study 
conducted in Japan, syphilis seropositivity among individuals 
living with HIV was reported to be 2%.14 The coinfection rate 
of 25.3% observed in the present study is comparable to some 
of the rates reported in the literature but higher than those 
reported in other studies. These differences may be related 
to variations in screening strategies across centers and the 
characteristics of the study populations.

Furthermore, it should not be overlooked that individuals 
who do not maintain continuity in healthcare access after 
diagnosis may be at increased risk, both due to delays in 
syphilis screening and the potential for ongoing transmission. 
These findings support the importance of regular syphilis 
screening in individuals living with HIV, both for individual 
patient management and public health.

Mutagoma et al.15 reported a sixfold increased association of 
syphilis seropositivity in individuals living with HIV compared 
to HIV-negative individuals. Similarly, in the present study, 
syphilis seropositivity was found to be significantly higher 
among individuals living with HIV than among HIV-negative 
individuals, with an approximately 35-fold increased 
association for syphilis positivity. Several factors may explain 
this difference. First, individuals living with HIV are routinely 
screened for syphilis, whereas HIV-negative individuals may be 
tested primarily when clinically indicated, potentially leading to 
detection bias. Second, the tertiary care setting may represent 
a population with higher baseline risk behaviors or referral 
bias. Third, regional differences in sexual network structures 
and transmission dynamics may contribute to higher local 
coinfection rates. Therefore, the observed odds ratio should 
be interpreted cautiously in light of differential screening 
practices and study setting characteristics. Consistent with this 
interpretation, binary logistic regression analysis in our cohort 
did not identify age or sex as independent predictors of syphilis 

seropositivity, suggesting that the observed coexistence may 
be driven primarily by unmeasured behavioral factors rather 
than demographic characteristics alone.

In a multicenter study conducted by Sarıgül et al.,12 96% 
of coinfected cases were reported to be male. Arıcı et al.16 
reported that all cases in their study were male, while 
Korkusuz et al.17 reported a rate of 97.9% and Öztürk18 
reported a rate of 95.8% among males. According to the 
Ministry of Health’s HIV/AIDS statistics in Türkiye, a total of 
54,472 individuals living with HIV were reported between 
1985 and November 2025, of whom 82.1% were male.19 In the 
present study, 92.7% of coinfected cases were male, which is 
consistent with the literature. Although a lower proportion 
was observed compared to some similar studies, differences 
in the number of patients included and the sexual contact 
patterns of the studied populations may explain this variation. 
The predominance of HIV positivity among males further 
supports this finding. The literature reports that unprotected 
sexual intercourse among men who have sex with men 
(MSM) has contributed to an increase in syphilis cases.8 In 
the United States, one-third of MSM reported having sexual 
intercourse with women, while this proportion has been 
reported as 28% in China, 47% in Peru, and 79% in Russia.20 
This suggests that the MSM population may potentially act 
as a bridge for transmission between high-risk men and 
lower-risk women. Although data on MSM status could not 
be obtained in the present study, the current findings are 
valuable in terms of guiding screening strategies. We believe 
that assessing sexual behaviors in individuals diagnosed 
with HIV, performing relevant investigations, and providing 
counseling on behavior-related transmission prevention 
methods may help interrupt the transmission cycle.

Sarıgül et al.21 reported that 55% of coinfected individuals 
were in the 25–44 age group, while Köksal et al.22 reported a 
rate of 53.2%. In the present study, a similar proportion (51.2%) 
was observed. This distribution may be related to the fact that 
the 25–44 age group represents a sexually active period with 
potentially higher exposure to sexually transmitted infections, 
as well as more pronounced shared risk behaviors among 
individuals living with HIV, such as unprotected intercourse, 
multiple partners, and MSM relationships.

From a clinical perspective, undiagnosed syphilis in 
individuals living with HIV may lead to delayed treatment, 
ongoing transmission, and potential complications. Regular 
and repeated screening facilitates early diagnosis and timely 
management. From a public health standpoint, strengthening 
integrated HIV–syphilis surveillance systems, routine screening 
policies, and behavioral risk assessment strategies is essential 
to control coinfection at the population level.
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This study has several limitations due to its retrospective 
and single-center design. The lack of data on behavioral risk 
factors and routes of transmission limited a more detailed 
analysis of coinfection dynamics. The results are limited in their 
generalizability because the study only includes data from a 
single center. Additionally, the relatively limited number of HIV-
positive individuals may have reduced the statistical power to 
detect small differences between subgroups (e.g., age strata 
and sex). Therefore, nonsignificant findings in subgroup 
analyses should be interpreted cautiously. Nevertheless, data 
obtained from a center that follows individuals living with HIV 
provide important information regarding the frequency and 
demographic characteristics of coinfection.

CONCLUSION
In conclusion, syphilis seropositivity was found to be 25.3% in 
a tertiary care center where individuals living with HIV were 
followed. It is important not to overlook syphilis coinfection 
in individuals living with HIV, and regular syphilis screening 
should be maintained at the time of diagnosis and throughout 
follow-up. Data obtained from different centers will better 
elucidate the epidemiology of HIV and syphilis coinfection 
and contribute to the development of screening strategies. 
Multicenter studies with larger populations are needed to 
better clarify the epidemiology of HIV and syphilis coinfection 
and optimize screening strategies.

Ethics Committee Approval: Ethics committee approval was 
obtained from Sivas Cumhuriyet University Health Sciences Research 
Ethics Committee (Approval Number: 2025-11/41, Date: 20.11.2025).

Informed Consent: Due to the retrospective design of the study, the 
requirement for informed consent was waived.

Conflict of Interest: The authors have no conflicts of interest to declare.

Funding: The authors declared that this study received no financial 
support.

Use of AI for Writing Assistance: No use of AI-assisted technologies 
was declared by the authors.

Author Contributions: Concept – KFT; Design – KFT; Supervision – 
KFT; Resource – KFT, REA; Materials – KFT, REA; Data Collection and/
or Processing – KFT, REA; Analysis and/or Interpretation – KFT, REA; 
Literature Review – KFT, REA; Writing – KFT, REA; Critical Review – KFT.

Peer-review: Externally peer-reviewed.

REFERENCES
1.	 Su R, Liu Y, Shan D, Li P, Ge L, Li D. Prevalence of HIV/syphilis 

co-infection among men who have sex with men in China: 
a systematic review and meta-analysis. BMC Public Health 
2025;25(1):1297. [CrossRef ]

2.	 Yurdakul Ş, Mehmet N. Epidemiological studies on HIV/
AIDS in Türkiye: a review. ESTUDAM Public Health J 
2023;8(1):80-6. [CrossRef ]

3.	 Simões LA, Mendes JC, Silveira MR, Costa AMGD, Lula MD, 
Ceccato MDGB. Factors associated with HIV/syphilis co-
infection initiating of antiretroviral therapy. Rev Saude 
Publica 2022;56:59. [CrossRef ]

4.	 World Health Organization. Sexually transmitted infections 
(STIs) [Internet]. Geneva: World Health Organization; 2023. 
https://www.who.int/news-room/fact-sheets/detail/
sexually-transmitted-infections-(stis) Accessed April 21, 
2026.

5.	 The Joint United Nations Programme on HIV/AIDS. Global 
HIV & AIDS statistics - Fact sheet. https://www.unaids.org/
en/resources/fact-sheet Accessed April 21, 2026.

6.	 Roberts CP, Klausner JD. Global challenges in human 
immunodeficiency virus and syphilis coinfection among 
men who have sex with men. Expert Rev Anti Infect Ther 
2016;14(11):1037-46. [CrossRef ]

7.	 Wu MY, Gong HZ, Hu KR, Zheng HY, Wan X, Li J. Effect of 
syphilis infection on HIV acquisition: a systematic review 
and meta-analysis. Sex Transm Infect 2021;97(7):525-33. 
[CrossRef ]

8.	 Karp G, Schlaeffer F, Jotkowitz A, Riesenberg K. Syphilis and 
HIV co-infection. Eur J Intern Med 2009;20(1):9-13. [CrossRef ]

9.	 Republic of Türkiye Ministry of Health. HIV/AIDS diagnosis 
and treatment guideline. https://hsgm.saglik.gov.tr/
depo/birimler/bulasici-hastaliklar-ve-erken-uyari-
db/Dokumanlar/Rehberler/HIV-AIDS_Tani-Tedavi_
Rehberi_2019.pdf Accessed April 21, 2026.

10.	 World Health Organization. New report flags major 
increase in sexually transmitted infections, amidst 
challenges in HIV and hepatitis. https://www.who.int/
news/item/21-05-2024-new-report-flags-major-increase-
in-sexually-transmitted-infections---amidst-challenges-
in-hiv-and-hepatitis Accessed April 21, 2026.

11.	 European Centre for Disease Prevention and Control 
(ECDC). STI cases continue to rise across Europe. https://
www.ecdc.europa.eu/en/news- events/st i - cases-
continue-rise-across-europe Accessed April 21, 2026.

12.	 Sarigül F, Sayan M, İnan D, Deveci A, Ceran N, Çelen MK, 
et al. Current status of HIV/AIDS-syphilis co-infections: a 
retrospective multicentre study. Cent Eur J Public Health 
2019;27(3):223-8. [CrossRef ]

13.	 Muñoz-Pérez MA, Rodriguez-Pichardo A, Camacho 
Martinez F. Sexually transmitted diseases in 1161 HIV-
positive patients: a 38-month prospective study in southern 
Spain. J Eur Acad Dermatol Venereol 1998;11(3):221-6. 
[CrossRef ]

https://doi.org/10.1186/s12889-025-22499-5
https://doi.org/10.35232/estudamhsd.1137597
https://doi.org/10.11606/s1518-8787.2022056003904
https://doi.org/10.1080/14787210.2016.1236683
https://doi.org/10.1136/sextrans-2020-054706
https://doi.org/10.1016/j.ejim.2008.04.002
https://doi.org/10.21101/cejph.a5467
https://doi.org/10.1111/j.1468-3083.1998.tb00973.x


7

J Clin Pract Res 2026;48(0):0–0 Fırtına Topcu and Akbulut. HIV and Syphilis Coinfection

14.	 Naito T, Mori H, Fujibayashi K, Fukushima S, Yuda M, Fukui 
N, et al. Syphilis in people living with HIV does not account 
for the syphilis resurgence in Japan. J Infect Chemother 
2022;28(11):1494-500. [CrossRef ]

15.	 Mutagoma M, Remera E, Sebuhoro D, Kanters S, Riedel DJ, 
Nsanzimana S. The Prevalence of Syphilis Infection and Its 
Associated Factors in the General Population of Rwanda: 
A National Household-Based Survey. J Sex Transm Dis 
2016;2016:4980417. [CrossRef ]

16.	 Arıcı N, Ankaralı H, Kanksak N, Adaleti R, Aksaray S. 
Evaluation of syphilis co-infection and monitoring of rapid 
plasma reagin (RPR) titer according to syphilis stage in 
human immunodeficiency virus-infected patients. Anatol 
Clin 2023;28(3):404-10. [CrossRef ]

17.	 Korkusuz R, Şenoğlu S. Syphilis seroprevalence and 
associated risk factors in HIV-infected individuals. Mediterr 
J Infect Microb Antimicrob 2020;9(1):13. [CrossRef ]

18.	 Öztürk S. Syphilis co-infection in individuals living with HIV: 
data from tertiary hospitals. Klimik Derg 2023;36(1):70-4. 
[CrossRef ]

19.	 Republic of Türkiye Ministry of Health. HIV/AIDS statistics. 
https://hsgm.saglik.gov.tr/depo/birimler/bulasici-
hastaliklar-ve-erken-uyari-db/Dokumanlar/Istatistikler/

Ek_HIV_AIDS_Istatistikleri.pdf Accessed April 21, 2026.

20.	 Wade AS, Kane CT, Diallo PA, Diop AK, Gueye K, Mboup 
S, et al. HIV infection and sexually transmitted infections 
among men who have sex with men in Senegal. AIDS 
2005;19(18):2133-40. [CrossRef ]

21.	 Sarıgül F, User Ü, Öztoprak N. Seroprevalence and risk 
factors in HIV/AIDS patients coinfected with syphilis. 
Klimik Derg 2019;32(2):161-4. [CrossRef ]

22.	 Köksal MO, Beka H, Evlice O, Çiftçi S, Keskin F, Başaran S, 
et al. Syphilis seroprevalence among HIV-infected males in 
Istanbul, Turkey. Rev Argent Microbiol 2020;52(4):266-71. 
[CrossRef ]

23.	 Yağcı Çağlayık D, Sili U, Tükenmez Tigen E, Ertürk Şengel B, 
Can B, Tunçel T, et al. Investigation of syphilis seropositivity 
in adult individuals living with HIV followed at Marmara 
University Pendik Training and Research Hospital, 2024. 
Turk Hij Den Biyol Derg 2024;81(4):431-8. [CrossRef ]

24.	 Alıravcı ID, Yenice Aktaş S, Kaya S. Syphilis coinfection in 
individuals living with HIV: tertiary university hospital 
data. Pamukkale Med J 2024;18(2):294-302.

25.	 Şahin A, Aslan S, Doğantekin E, Doğantekin A. Syphilis 
co-infection in HIV-infected individuals. KSU Med J 
2023;18(3):95-8. [CrossRef ]

https://doi.org/10.1016/j.jiac.2022.07.017
https://doi.org/10.1155/2016/4980417
https://doi.org/10.21673/anadoluklin.1345710
https://doi.org/10.4274/mjima.galenos.2020.2020.13
https://doi.org/10.36519/kd.2023.4263
https://doi.org/10.1097/01.aids.0000194128.97640.07
https://doi.org/10.5152/kd.2019.35
https://doi.org/10.1016/j.ram.2020.01.002
https://doi.org/10.5505/TurkHijyen.2024.04207
https://doi.org/10.17517/ksutfd.1299699

