IMAGE IN MEDICINE

Secondary syphilis: The great imitator can’t be forgotten
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INTRODUCTION
Syphilis is an infection caused by Treponema pallidum, a spi-
rochete bacterium transmitted mostly by sexual contact.
Spirochetes penetrate skin or mucosa in areas of micro-
trauma and disseminate systemically within 24 hours.!
The incidence of syphilis started to rise again in 2001,
with epidemic resurgence especially among men who have
sex with men and HIV-infected patients.? More specifi-
cally, the incidence of syphilis has tripled in the last 10
years.’ The authors describe an exuberant case of second-

ary syphilis.

CASE REPORT

A previously healthy 63-year-old man presented with cu-
taneous asymptomatic lesions that appeared approxi-
mately three months before, first on the hands and wrists,
and later affecting feet, thighs and lips. During the clin-
ical examination, sharply demarcated hyperkeratotic,
violaceous scaly plaques on his hands and feet, including
annular and well-circumscribed lesions on the palms and
soles were observed (Figure 1); also, the patient showed
a papule located at the right angle of the upper lip (Figure
2). First hypotheses included lichen planus and secondary
syphilis. He denied previous genital ulceration, but re-
ported unprotected sex in the past. Laboratory tests re-
vealed a venereal disease research laboratory test (VDRL)
titer of 1:32 (normal value < 1:2) and positive tests for
syphilis-specific IgM and IgG antibodies. Serology was
negative for human immunodeficiency virus and hepati-
tis B and C. A diagnosis of secondary syphilis was con-
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firmed and the patient was treated with three weekly in-
tramuscular injections of benzathine penicillin G 2.4x10°
IU.* The patient was advised to contact his sexual partners
so that they could seek medical evaluation. One month
after treatment, the lesions resolved (Figure 3).

Discussion

Secondary syphilis, the most florid stage of the disease,
called “the great imitator,” has a variety of cutaneous
manifestations.’ The onset of secondary syphilis varies
but typically occurs two to eight weeks after the disap-
pearance of the primary chancre. This stage can present
with systemic symptoms and painless generalized ade-
nopathy. If left untreated, secondary syphilis tends to
progress to a latent stage, but clinical manifestations can
recur for up to five years if not treated.!

The first cutaneous manifestation of secondary syph-
ilis is a macular nonpruritic rash, composed of small and
well-defined erythematous and/or hyperpigmented lesions
(roseola syphilitica) that spontaneously resolve in 20 to 40
days.® Some time after that, the classic exanthema of sec-
ondary syphilis occurs: a diffuse nonpruritic maculopapu-
lar rash that frequently involves palms, soles and scrotum.
Variants of classic secondary syphilis rash include annular,
pustular, nodular, nodulo-ulcerative, berry-like, corymbi-
form, photosensitive systemic lupus erythematosus-like,
lues maligna, leukoderma and chancriform presentations.®

The classic maculopapular rash can mimic lichen
planus, with violaceous flat-topped papules on the wrists,
lower legs and acral sites, as observed in our case.” The
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FIGURE 1 Sharply demarcated hyperkeratotic, violaceous, scaly plaques on the hands and feet, including annular and well-circumscribed

lesions on the palms and soles.

FIGURE 3 Regression of lesions one month after treatment.
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main difference between these two diseases is that syph-
ilitic lesions are usually nonpruritic and they tend to affect
palms and soles.®

Our patient also had annular lesions with well-defined
scaly borders on the palms and soles, a well-described
feature of secondary syphilis;® some of these lesions were
thicker than others and also displayed a violaceous hue.
This finding should remind dermatologists of a variety
of conditions in the differential diagnosis, including lichen
planus, subacute lupus erythematosus, sarcoidosis, my-
cobacterial infection, granuloma annulare, erythema
annulare centrifugum and dermatophytosis.®

Mucous plaques and split papules at the angle of the
lips are other findings of secondary syphilis; the latter was
observed in our patient.'

Secondary syphilis diagnosis in daily practice includes
clinical suspicion due to the presence of characteristic skin
and mucous lesions and confirmation by serologic tests
that measure nontreponemal and treponemal antigens.®
Treatment of choice remains benzathine penicillin G, and
quantitative titers of VDRL are used to verify treatment
success together with the clearance of lesions.” In addition,
sexual partners must be examined and tested for syphilis.?

To conclude, physicians must be aware of syphilis:
the spectrum of cutaneous manifestations is vast and
rates of this infection keep rising worldwide.
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Resumo

Sifilis secundaria: a grande imitadora ndo pode ser esquecida

Asifilis é uma infeccio causada pela espiroqueta Trepone-
ma pallidum, transmitida principalmente por contato
sexual. Desde 2001, houve o ressurgimento dessa epidemia,
com aumento das taxas de sifilis primdria e secundaria.
Os autores descrevem um caso exuberante de sifilis se-
cunddria apresentando lesdes cutineas anulares e lesdes
que lembram liquen plano, além de uma lesio mucocu-
tanea. Médicos de todas as especialidades devem estar
cientes das diversas apresentacdes de sifilis: o vasto espec-
tro de manifestacdes cutdneas da sifilis secundaria e as
crescentes taxas dessa patologia representam um desafio.

Palavras-chave: sifilis cutdnea, doencas sexualmente
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