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ABSTRACT 

Psoriasis is a chronic inflammatory skin disease with various triggering factors. Here we report a case of psoriasis coexisti ng 

with secondary syphilis which could have been a possible trigger for exacerbation of psoriasis. 
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INTRODUCTION 

Psoriasis is a chronic inflammatory skin disease with well-

defined, erythematous, scaly, indurated plaques particularly 

over extensor surface and scalp. Genetic susceptibility with 

environmental factors like trauma, infection, drugs, sunlight, 

smoking, alcohol, HIV, etc. are implicated in initiation and 

exacerbation of the disease. Syphilis is an infectious disease 

with florid cutaneous manifestations and mimicking various 

dermatoses posing diagnostic difficulties. Secondary syphilis 

may manifest with scaly, crusted plaques mimicking psoriasis 

referred to as psoriasiform syphilide. 
 

CASE REPORT 

A 38-year-old patient, mason by occupation with 3-year 

history of psoriasis, on treatment, came with exacerbation of 

lesions for past 1 month. On examination, patient had multiple 

well defined scaly erythematous plaques varying in size from 

1×1 cm to 12×10 cm involving upper limbs, chest, back, scalp 

and lower limbs [Figure 1]. Auspitz sign was positive. Scaly 

hyperpigmented plaques were present on bilateral palms 

[Figure 2] and soles. Nails showed coarse pitting with 

subungual hyperkeratosis. On further history taking patient 

had h/o painless ulcer in the glans penis 4 months ago, which 

healed without scarring. No treatment was taken for the ulcer. 

Considering the history of painless ulcer over the glans penis 

and exacerbation of skin lesions, psoriasiform syphilis was 

suspected and serological tests for syphilis and repeat biopsy 

done. RPR was positive in 1:64 dilution with TPHA positive in 

1:128 dilution. Histopathology of skin lesion revealed focal 

acanthosis, hyperkeratosis and parakeratosis with Munro’s 

microabscesses, hypogranulosis, suprapapillary thinning with 

focal elongation of rete pegs with sparse perivascular 

lymphocytic infiltrate which was consistent with psoriasis 

vulgaris [Figure 3]. Based on clinical and histopathological  
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findings, diagnosis of psoriasis vulgaris with coexisting 

secondary syphilis was made. Patient was given a single dose 

intramuscular injection of benzathine penicillin 2.4 MU, and a 

significant fall in titre was noted after 6 months of follow-up. 

 

 

Fig. 1: Erythematous Scaly Plaques Over Back 

 

 

Fig. 2: Scaly Hyperpigmented Plaques, Bilateral Palms 
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Fig. 3a: HPE showing Parakeratosis, Acanthosis, 
Elongation of Rete Ridges and Lymphocytic 

Infiltrate in Dermis 
 

 

Fig. 3b 

 

DISCUSSION 

Psoriasis is an immunologically mediated, chronic 

inflammatory and proliferative condition of skin. 

Morphological variants of psoriasis include plaque type, 

guttate psoriasis, rupioid, ostraceous, elephantine psoriasis, 

pustular psoriasis and erythrodermic psoriasis. 

There is evidence that streptococcal infection can trigger 

guttate and plaque type psoriasis.[1] HIV infection has been 

associated with psoriasis. Exacerbation of psoriasis has also 

been linked with skin and/or gut colonisation by 

Staphylococcus aureus, Malassezia and Candida albicans.[2] 

Possibility of primary HPV infection triggering psoriasis has 

also been reported.[3] 

There is also a case report of secondary syphilis on a 

psoriatic patient, presenting with psoriatic flare and infiltrated 

atypical lesions which was consistent histologically with 

secondary syphilis.[4]  

 

A case of secondary syphilis mimicking palmoplantar 

psoriasis has been reported in an HIV patient.[5] In our case, 

patient had history of unprotected sexual contact with 

multiple sex workers and history of painless ulcer over glans 

penis that healed without treatment. Psoriasiform syphilis was 

suspected, but the biopsy results were consistent with that of 

psoriasis vulgaris. The psoriatic flare up could be induced by 

the syphilitic infection. Though the patient had high titre 

positivity for VDRL and TPHA, histopathology did not reveal 

the presence of plasma cells or features of endarteritis 

obliterans. The patient was yet to manifest any cutaneous or 

systemic manifestations of secondary syphilis and was 

diagnosed at an early stage of syphilis only due to high degree 

of suspicion. 

Syphilis being a great imitator of diseases is to be 

considered in all atypical cutaneous presentations, so as to 

facilitate early diagnosis. Widespread screening with VDRL in 

all treatment resistant and atypical cases should be done. 

Syphilis being highly infectious in early stage, early diagnosis 

and prompt treatment can terminate the chain of spread. 

There is no case report of isolated secondary syphilis co-

existing with psoriasis. This case is reported for rarity in our 

institution. 

 

CONCLUSION 

This case highlights the importance of screening for syphilis in 

all psoriatic patients with acute flare up and those resistant to 

treatment. Syphilitic infection may trigger psoriasis or may 

present as psoriasiform syphilis. 
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