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Abstract: Due to diverse clinical and histopathological presentations, diagnosis of secondary syphilis can oc-
casionally prove challenging. Variable clinical presentations of secondary syphilis in HIV disease may result in
an incorrect diagnosis and an inappropriate treatment regimen. Similarly, the histology of secondary syphilitic
lesions may show considerable variation, depending on the clinical morphology of the eruption. We report a case
of secondary syphilis in an HIV infected patient with cutaneous palmoplantar lesions simulating palmoplantar

psoriasis.
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INTRODUCTION

Syphilis is a sexually transmitted disease
caused by the Treponema pallidum, whose prevalence
has been increasing worldwide. It is considered “the
great imitator” due to its varied presentations. The
HIV virus has many effects on clinical presentation,
diagnosis, disease progression and treatment of
syphilis. ' Even though syphilis presentation in these
patients is for the most part similar to that of patients
without HIV, atypical manifestations of the disease
may be present, including severe and rare forms. *°
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CASE REPORT

Male patient, 32 years old, has been presenting
bilateral asymptomatic erythematous-scaly plaques
on palms and soles for three months, associated with
periungual erythema, subungual hyperkeratosis
and onychodystrophy of toenails (Figures 1 and 2).
He had no previous history of skin disease or other
comorbidities and was not using any medication.
Direct mycological examination of cutaneous
lesions and of all nails involved resulted negative.
Biopsy of left palm lesion showed epidermis with
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Figure 2: A. Periungual erythema and edema, subungueal
hyperkeratosis and onychodystrophy of toenails.

B. infiltrated erythematous-scaly plate, circinated, on the
sole and dorsal part of right foot

compact hyperkeratosis, parakeratosis, intracorneal
neutrophils, hypergranulosis, psoriasiform acanthosis,
vacuolar alteration/interface squamotization and
focal apoptosis. Dermis showed a mixed inflammatory
infiltrate of lymphocytes, histiocytes, plasma cells and
neutrophils in a subepidermal band, in the interstices
of connective tissue and around deep vessels and
appendages (Figure 3).

The diagnosis of psoriasiform as well as

Ficure 3: A. Psoriasiform hyperplasia and lichenoid infil-
trate which darkens the dermal-epidermal interface, a mix
of lymphocytes, histiocytes, plasmocytes and neutrophils
(H&E, x10). B. Compact hyperkeratosis, parakeratosis and
intracorneal neutrophils (H&E, x10). C. Lymphohistiocyt-
ic interstitial infiltrate, superficial and deep (H&E, x40). D.
Inflammatory infiltrate involving deep annexes (H&E, x40)

superficial and deep interface dermatitis suggested
the inclusion of treponematosis among the diagnostic
possibilities. The patient returned with the following
laboratory results: VDRL 1/256 and anti HIV 1 and
2 antibodies: 1003.37, confirming the diagnosis of
secondary syphilis and HIV coinfection. CD4 levels
were 185 and viral load 800,000 copies/ml. Treatment
with benzathine penicillin 2,400,000 U per week was
prescribed for three weeks, with complete remission

An Bras Dermatol. 2015;90(3 Suppl 1):5216-9.



218 Bittencourt MJS, Brito AC, Nascimento BAM, Carvalho AH, Nascimento MD

of lesions; the patient was sent to a REFERENCES
center for HIV virus treatment (Figures 4 and 5). New
nail mycological examination was performed upon
his return and the result was negative.

DISCUSSION

According to World Health Organization data,
there are approximately 900,000 new cases of syphilis
detected annually in Brazil, and this fact reiterates the
need for vigilance. Interactions between syphilis and
HIV virus arise from the fact that both are transmitted
mainly through sexual relations and their importance
is increased because ulcerated genital lesions augment
the risk of contracting and transmitting the HIV virus;
for this reason all patients with syphilis should be
offered HIV tests and all HIV-positive patients must
be regularly tested for syphilis.*®

In HIV-infected patients syphilis does
not present opportunistic behavior, but has less
usual clinical characteristics, more aggressive and
exuberant, with more frequent and early involvement
of the nervous system.***” Cutaneous lesions are the
most common clinical manifestation of secondary
syphilis (72%), and may be the only manifestation of
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Figure 4:

A and B. Clinical as-
pect of palmoplantar
lesions 1 week after
completion of treat-
ment with benzathine
penicillin

Figure 5:

A and B. Clinical as-
pect of ungual lesions
1 week after comple-
tion of treatment with
benzathine penicillin

the disease.”

Cutaneous manifestations are so variable
that syphilis must be considered in the diagnosis
of all dermatoses with atypical presentation. The
involvement of palmar and plantar regions is very
characteristic and erythematous papules with a
scaly collarette are the most common presentation.
Sometimes scaling is intense, giving a psoriasiform
aspect to lesions.® Ungual involvement is rarely
described in literature and includes nail plate and
periungual tissue alterations.® The negative result of
direct mycological examination of nails, the absence
of ungual alterations before the onset of cutaneous
lesions and excellent improvement of nail plate and
periungual tissue by the end of treatment suggested
to the authors that these alterations were associated
with syphilis.

Due to theseveral clinical presentations, a biopsy
is usually performed and the diagnosis established, as
in our case. Histological characteristics of secondary
syphilis are very variable and show epidermal and/or
dermal changes. In general, the inflammatory reaction
acquires a lichenoid (lichen planus type) and/or
psoriasiform (psoriasis type) pattern. Findings with
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lichenoid psoriasiform aspect, as observed in our case,
present a dense mononuclear infiltrate which extends
itself to the deep dermis. ? The infiltrate is composed of
lymphocytes, macrophages, plasmocytes, neutrophils
and eosinophils in variable proportions. Associated
vascular alterations include vascular proliferation,
prominence of endothelial cells under light, associated
with perivascular infiltrate. Specific Wharthin-Starry
staining (silver staining) can identify the treponema in
the tissue. *

Serological tests in the majority of HIV-infected
patients are within the patterns found in non-
infected patients. ¢ However, atypical results may
occur. Titration may be too high or too low, and false
negativity may occur in some cases. ¢ Several studies
suggest that syphilis, like many other acute infections,
leads to transient viral load increases and diminished
CD4 cell count, which are resolved after the infection
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is treated.” It is possible that these transient viral
load increases contribute to magnification of HIV
transmission risk among patients with syphilis
and HIV. ' The treatment in the case presented was
performed with intramuscular benzathine penicillin
7,200,000U1, in three weekly doses of 2,400,000U1, since
it was a case of syphilis of undetermined duration. 2
Syphilis is still a serious public health problem
and we must be alert to this diagnosis, especially in
case of atypical cutaneous clinical pictures in which
they simulate other cutaneous diseases. We present a
case of secondary syphilis which clinically simulated
psoriasis and dermatophytosis, showing ungual
alterations that suggest syphilis involvement, due to
the negative result of mycological examination and
improvement after treatment. The association with
the HIV virus must always be investigated, as in the
case presented, due to its association with atypical
manifestations of secondary syphilis. 1
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