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Abstract

Physicians should be aware of unusual presentations
of syphilis. For dermatologists, the visual recognition
of lesional morphology and distribution is a
fundamental part of clinical evaluation, which
dictates the workup and diagnosis. Secondary
syphilis has a variety of presentations, the most
common being a  diffuse  symmetrical
papulosquamous eruption. It continues to be a
diagnostic challenge as the myriad manifestations of
secondary syphilis can mimic many dermatological
disorders. Herein we report a case of secondary
syphilis with an uncommon presentation
characterized by disseminated annular and arcuate
lesions.

Keywords: syphilis, cutaneous syphilis, annular syphilis,
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Syphilis is a sexually transmitted disease caused by
the bacterium Treponema pallidum. It is a chronic
systemic infection with a natural history of clinical
polymorphism and possible involvement of several
organs.

Secondary syphilis usually occurs 4 to 10 weeks after
the onset of the primary phase (ulcer). It is
characterized by a broad spectrum of clinical
features involving the skin, as well as systemic signs
such as malaise, fever and lymphadenopathy. There

are reports of macular, papular, annular, lichenoid,
psoriasiform, and corymbose clinical presentations,
sometimes  mimicking other dermatological
conditions. Hence, it is also known as "the great
imitator" [1].

The term corymbose syphilis is derived from the
Greek word kérymbos, meaning cluster of fruit or
flowers. It reflects a morphology consisting of a
central plaque or large papule surrounded by
discrete papules along the periphery [2-5].

A 38-year-old man developed pruritic skin lesions on
the cervical region over a 3-month period. Over the
following weeks, the eruption gradually progressed
to involve the popliteal, axillary, and eyelids regions.
There was no history of fever, malaise, headache, or
arthralgia. The patient was otherwise healthy. He
denied any known medical condition and did not
take any medications. Upon physical examination,
his private practitioner had noted multiple annular
erythematous lesions localized to the cervical,
axillary, popliteal, and inguinal regions. Skin biopsy
of the inguinal plaque showed acanthosis, mild
spongiosis, lymphoplasmacytic infiltrate in the
upper and mid-dermis, mainly localized around
blood vessels, and a granulomatous infiltrate with
multinucleated cells at focal sites (Figure 1). Without
establishing a definitive diagnosis, systemic
glucocorticoid (prednisone 20 mg daily) was
prescribed for 2 weeks without any improvement.
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Figure 1. A dense, lymphocytic, and plasma cell infiltrate in the
dermis. H&E, 20x.

The patient was then referred to us one month after
onset.

Cutaneous examination showed extensive infiltrated
erythematous plaques over the cervical, axillary,
popliteal, and inguinal regions. The lesions were
arranged in symmetrical, annular and arcuate
configurations of variable diameter (1-4cm) with
raised scaly borders (Figure 2). These infiltrated
plaques were well delineated and appeared to
enlarge progressively leaving behind a central
residual area of post-inflammatory
hyperpigmentation.

A larger erythematous annular plaque surrounded
by papules along the periphery was noticed in the
inguinal area (Figure 2E). In the eyelid region there
were infiltrated erythematous papules. Apart from
the presence of several moderately enlarged
inguinal lymph nodes, the rest of the systemic
examination was normal. In this clinical context,
granuloma annulare, cutaneous sarcoidosis, deep
dermatophytosis, and syphilis were considered in
the differential diagnosis.

Rapid tests for hepatitis B, hepatitis C, and HIV were
negative. The VDRL test was positive with a titer of
1:1024 and the rapid treponemal test for syphilis was
also positive. Therapy with penicillin G 2.4 million IU

was initiated, followed by full
resolution of the cutaneous eruption.

recovery and

Syphilis is a universal disease, which reaches all social
classes and presents a myriad of clinical
manifestations, and is therefore known as the great
imitator [1].

Over the last few years, there has been a resurgence
of the disease in Brazil and it is credited to several
factors: earlier sexual activity, reduced use of barrier
methods, and false confidence because of the
efficacy of antibiotics against sexually transmitted
diseases [6].

During the secondary stage of syphilis, the most
commonly observed clinical presentation (80%) is a
generalized, papulosquamous eruption. The lesions
are frequently distributed symmetrically on the face,
trunk, flexures of the arms and lower legs, genital
area, palms and soles [5, 7]. Lesions of secondary
syphilis, called syphilids, are usually considered to be
non-pruritic [4, 5, 7]. However, as in the present case,
Chapel reported that 42% of patients with secondary
syphilis experienced pruritus [8].

The ‘great imitator’ presents a particular dilemma
when  the  expected and characteristic
papulosquamous eruption is not evident and,
therefore, does not trigger an appropriate serologic
workup. Previous studies have reported that up to
29.6% of the cutaneous manifestations of syphilis
may demonstrate atypical morphology [9]. Given the
breadth of the clinical spectrum and the varied
manifestations of secondary syphilis, which include
nodular, annular, follicular, lues maligna, pustular,
corymbose, and others, syphilis should be kept in the
differential diagnosis in appropriate clinical settings
even if a significant deviation from the expected
cutaneous presentation occurs [7, 9, 10].

Annular syphilis is characterized by oval or round
ring-like papules and plaques with a predilection for
the face, ano-genital area, body folds, palms, and
soles. The eruption is often misdiagnosed as
sarcoidosis, granuloma annulare, erythema annulare
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centrifugum, subacute lupus erythematosus or
dermatophytosis [7, 11, 12]. In annular lesions the

Benzathine penicillin G has been used effectively to
achieve clinical resolution and to prevent late

Figure 2. A) Erythematous arcuate lesions over the anterior cervical region, as a result of incomplete formation of an annular lesion.
B) Erythematous arcuate lesions over the lateral cervical region. C) Erythematous annular and arcuate lesions with raised scaly
borders over the axillary region. D) Erythematous annular and arcuate lesions with raised scaly borders overthe popliteal region. E)
Inguinal region - erythematous plaque, annular lesion and erythematous satellite papules (“corymbose lesion”).

rings may be complete or part of the rings may be
missing. They may occasionally form polycyclic or
gyrate patterns, but concentric lesions are rare [3,
12]. Both the distribution and morphology of lesions
vary across reports. Extensive symmetric,
erythematous, verrucous, annular, and arcuate
plaques affecting the scalp, lower trunk, perioral,
perianal, and genital regions have been described,
some lasted for 6 months [13]. Annular lesions may
range from delicate, slightly raised lesions with scaly
borders to thicker verrucous plaques, which may be
violaceous in color [13-15]. With scalp involvement,
alopecia may also develop [14]. In addition, multiple
concentric, delicate, mildly scaly annular plaques on
the cheeks, mimicking tinea imbricata, have been
reported in the literature [12].

The term corymbose syphilis reflects a morphology
consisting of a central plaque or large papule
surrounded by discrete papules along the periphery
[2-5], similar to the lesions present on the left thigh
of our patient. A rare case of such an arrangement
has been reported in a patient with a solitary lesion [2].
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given intramuscularly in a single dose, as in the case
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reporting of the condition is mandatory [6].

This case illustrates an exuberant and unusual
clinical form of secondary syphilis and reinforces the
importance of including this disease in the
differential diagnosis of lesions that present as
annular and arcuate plaques. We believe that
general practitioners, infectious diseases specialists,
and dermatologists should be familiar with the
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its prevalence and recent recrudescence. A thorough
clinical examination and careful serological and
histological evaluation aids in reaching the
diagnosis.
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