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Description

An 80-year-old man, with no known medical
history or previous medication, presented with
a 3-month history of asymptomatic erythematous scaly plaques over his arms, abdomen and
legs. He denied any systemic complaints. Prior
to our admission, the patient was diagnosed
with superinfected eczema and was treated with
topical dermocorticoids and oral antibiotics
for 10 days without any improvement. Dermatological examination revealed facial erythema
related to rosacea, erythematous scaly patches
with crusty edges affecting the upper (figure 1)
and lower limbs (figure 2), the back and the
abdomen, nodular lesions located on the lower
limbs and target lesions on the thighs (figure 3).
The genital, anal and orolabial examination was
normal. No systemic symptoms were observed.
The initial diagnostic consideration was
lymphoma, lupus, eczema or cutaneous drug
hypersensitivity. A skin biopsy specimen was
taken, revealing hyperkeratosis and perivascular
lymphohistiocytic infiltrate. Biological and immunological tests were normal.
On further questioning, the patient admitted he
had several unprotected sex with female partners in
the last few months. The patient could not remember
having had any previous genital or extragenital
chancre. Screening serum tests for the different sexually diseases were performed and found: a venereal
disease research laboratory (VDRL) of 1/8 controlled
to 1/16, and Treponema pallidum haemagglutination
assay titer of 1280 UI. Antihuman immunodeficiency
virus antibodies, hepatitis C and hepatitis B serology
were negative. Blood and urine cultures were negative. He was treated with an intramuscular injection of benzathine benzylpenicillin 2.4 million units
as a single dose. The patient was instructed to use
condoms in the future and to contact all persons with
whom he had sexual contact within the last year, so
that they could be evaluated for sexually transmitted
diseases. No Jarisch-Herxheimer reaction occurred

Figure 2
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and the lesions cleared within 2 months with resident hyperpigmentation and hypopigmentation. The
VDRL test reverted to negative.
Syphilis is a sexually transmitted infection
caused by the spirochete T. pallidum. Although
the syphilis is a controllable disease, it continues
to be a major public health problem worldwide.1
While primary syphilis, often presents with the
classical painless chancre; secondary syphilis is a
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Target lesions and nodules on the thighs.
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Secondary syphilis resembling erythema
annulare centrifugum
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Learning points
►► Our case was characterised by unusual manifestations and

contribute to, raising the awareness of physicians about
atypical clinical aspects of syphilis.
►► Failure to recognise and appropriately treat this infection may
have threatening complications.
►► It is worth testing for syphilis in patients with unexplained
cutaneous rash, especially those who failed the standard
therapy.

The positivity of serological tests and histology may be helpful
in atypical cases, but histological features of secondary syphilis
are polymorphic.
Syphilis has devastating complications if left untreated. It is
avoidable if it is treated with effective antibiotics.
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notorious ‘great imitator’ due to its variability of presentation
and imitation of other diseases. Syphilis lesions are usually
asymptomatic and may undergo spontaneous remission. In
addition, these patients can be asymptomatic for various years
before developing tertiary syphilis and therefore affecting
severely other organs, leading in some cases to life-threatening
complications.2
The most common cutaneous presentation for secondary
syphilis is a generalised, non-pruritic, papulosquamous eruption
varying from pink to brown; but it can present with different
atypical features, especially in the immunocompromised patient:
macular, maculopapular, papulosquamous,3 nodular,1 psoriasiform,4 pustular, impetigo-like,5 vesicular, corymbose,2 lenticular, annular,6 7 follicular, ulceronecrotic, granulomatous and
pigmentary lesions.2 8 Mucous membrane lesions are infectious.8
Moreover, other organs may be affected: lymphoreticular,
ophthalmological, musculoskeletal, haematological, renal,
hepatic, cardiovascular and gastric.8

