
PMH: 
None

Meds: 
None

Fam Hx: None
Soc Hx: No tobacco, 
alc
Health-Related 
Behaviors:
Unprotected vaginal 
and anal intercouse 
w/ women only.
Works as a DJ, no 
recent travel
Allergies: NKDA

CC:  27yo M, anorectal pain and 
bleeding
HPI: Anorectal pain started 7 days 
prior to presentation and 
progressively worsened to where 
he could no longer sit. Mild 
abdominal pain in left lower 
quadrant/inguinal area. Reported 
intermittent bright red blood when 
he wiped that started 3 days prior. 
Decreased oral intake over last 
week. Noted loose stools 
intermixed with bright red blood. 
Came to the ER because pain 
persisted and escalated to 10/10.
ROS: Denied vomiting, fever, night 
sweats, weight loss, arthralgias. No 
rashes or other lesions. No 
arthralgias, myalgias. 

Vitals: T: 36.4 HR: 100 BP: 130/72 RR: 18 SpO
2
: 99%

Exam:
Gen: Uncomfortable in the bed, no acute distress
HEENT: PERRLA, normal dentition. No oral ulcers. 
CV: nl Pulm: Clear to auscultation bilaterally
Abd: Soft, bowel sounds present in all 4 quadrants, tenderness to deep 
palpation in LLQ, non-distended. No external hemorrhoids, perirectal abscess 
or  fissures noted. Exquisite tenderness to palpation on digital rectal exam. 
Neuro: Normal Extremities/Skin: No rashes or discoloration. 

Notable Labs & Imaging:
Hematology: WBC: 7.3 Hgb: 14.6 Plt: 322
Chemistry: Na: 142  K: 4.4  Cl: 107  CO2: 25  BUN: 20  Cr:0.93  gluc: 99 
AST: 21 ALT: 34 Alk-P: 85 T. Bili.: 0.9 Albumin:  4 (nl) T. prot.: 6.9 (nl)
UA: Negative
CRP: 3.2  ESR: 33 Lactate: 1.6
Imaging:
CT Abd+Pelv w/ contrast: Mesenteric stranding near the rectum w/ several 
enlarged mesenteric LN surrounding the rectum, otherwise normal
Colonoscopy: Localized moderate inflammation characterized by erythema, 
friability and granularity involving the rectum secondary to proctitis. 
Histological evaluation of rectal biopsy demonstrated acutely inflamed, 
eroded colonic mucosa. Warthin-Starry showed normal flora bacteria, no 
definite spirochetes.
Labs: HIV: neg, Acute hepatitis panel: neg ANA: neg HSV: neg CMV: neg CEA: 
neg Stool culture: neg C. difficile PCR: neg anti-Saccharomyces cerevisiae 
antibodies: neg Fecal calprotectin: neg
Quant RPR: 1:128 Quant VDRL: 1:64 FTA-ABS IgM and IgG: positive

Final diagnosis: Syphilitic proctitis

Problem Representation: 27 o M presented with subacute 
abdominal pain and rectal bleeding with localized proctitis on 
imaging and positive syphilitic serologies 

Teaching Points (Brodie):
● Elements of problem representation: the symptom/syndrome 

and the person (host features).
● Anorectal pain and bleeding: Anatomical-vessels (hemorrhoids), 

mucosal (proctitis, abscess), Etiological-infectious (HSV, 
Gonorrhydia, other STIs (Entamoeba as well)]/inflammatory (IBD), 
malignancy, mechanical/structural (fissures).

● Inflammation in one area can trigger pain in adjacent areas- 
abdominal pain possible in rectal pathologies.

● IBD: Bloody diarrhea: UC>CD (watery diarrhea). IBD-look for 
extraintestinal manifestations [skin:PG, erythema nodosum, Eyes: 
Uveitis, Episcleritis; Mouth: Aphthous, Joints:Spondyloarthritides, 
enthesitis] ID/IBD mimics: Infectious:LGV, TB, Histo, paracocci, 
solitary rectal ulcer syndrome

● LGV:, Genital ulcers along with inguinal lymphadenopathy. 
However, absence of ulcers does not rule out the diagnosis.

● Syphilitic proctitis:  Rarely recognized, MSM 2% of cases, primary 
or secondary, sites: gastric, colon, rectum hematochezia, fever, 
lymphadenopathy Test: biopsy however a negative bx does not 
rule out the diagnosis, serological, combination of clinical 
presentation, serology and imaging.

○ Treatment with 2.4 million Penicillin G, 
continued weekly, latent infection, oral doxy 
14 days in penicillin sensitive individuals

○ F/u: Serial serologies at 6 and 12 mo after 
treatment.
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