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Rezumat

Siflilisul principala boald cu transmitere sexuald are o
incidentd in crestere, in special in randul persoanelor care
au contacte sexuale cu persoane de acelasi gen.
Manifestdrile clinice in sifilis pot fi variate: astfel, in stadiul
primar leziuni cutaneo-mucoase si la nivel ganglionar la
care se adaugd in stadiul secundar si tertiar de boald
sifilidele cunaneo-mucoase diseminate si manifestdrile
multiorganice. In sifilisul se-cundar, siflidele pot imbrica
aspecte clinice particulare (psoriziforme, acneiforme,
seboreice, etc ), ce pot pune probleme de diagnostic dife-
rential. Diagnosticul precoce si corect, cu intre-ruperea
lantului epidemiologic al bolii repre-zintd o prioritate in
managementul sifilisului. Prezentdm cazul unui pacient cu
psoriazis vulgar care a ridicat probleme de diagnostic
diferential, datoritd prezentei simultane de sifilide
psoriaziforme. Coroborarea datelor clinice (cutaneo-
mucoase), epidemiologice si serologice a permis stabilirea
corectd a diagnosticului de lues secundar asociate cu un
puseu de psoriazis gutat.
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Summary

Syphilis, the main sexually transmitted disease, has an
increasing incidence especially among people who have
sexual contact with people of the same gender. Clinical
manifestations of syphilis can be varied: thus, within the
primary stage there occur mucocutaneous and ganglionar
lesions accompanied in the secondary and tertiary stage of
the disease, by disseminated mucocutaneous syphilides and
multiple organ manifestations. In secondary syphilis,
syphilides can take particular clinical aspects (psoriasiform,
acneiform, seborrheic etc.), that may pose problems of
differential diagnosis. Early and accurate diagnosis, with
disease epidemiological chain termination, is a priority in
the management of syphilis. We present a patient with
psoriasis vulgaris who raised problems of differential
diagnosis due to the simultaneous presence of psoriasis-like
syphilides. Corroborating clinical data (muco-cutaneous)
with epidemiological and serological data allowed setting
up the accurate diagnosis of secondary syphilis associated
with a flare of quttate psoriasis.
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Introducere

Sifilisul, principala boald cu transmitere
sexuald se caracterizeazd prin leziuni cutaneo-
mucoase, ale anexelor, ganglionare si ale orga-
nelor interne, care in stadiul tardiv sunt
ireversibile. Sifilisul evolueazi stadial, cu
perioade manifeste clinic si perioade de latents,
asimptomatice. Aspectul leziunilor din lues este
polimorf, conform stadiului evolutiv al bolii,
sifilisul fiind recunoscut ca ” the great imitator”.
[1]

In sifilisul secundar septicemia treponemica
determind aparitia sifilidelor cutaneo-mucoase.
La nivelul scalpului apare alopecia ,in
luminisuri”. Adenopatia lueticd evolueaza de la
forma loco-regionald, satelitd, cu aspectul
particular de “closcd cu pui” din stadiul primar
spre micropoliadenopatie generalizatd, in stadiul
secundar. Manifestarile pluriorganice din luesul
secundar pot fi: faringita, laringita, hepato-
splenomegalia, uveita, periostita, nefrita, menin-
gita, colita ulcerativa.

Sifilidele sunt leziuni papuloase diseminate,
nepruriginoase, de culoare brun-ardmiu, ce pot
remite spontan fard cicatrici reziduale. La nivel
cutaneo-mucos sifilidele pot imbrédca aspecte
clinice particulare: papulo-scuamoase, papulo-
erozive, acneiforme, papulo-hipertrofice (palmo-
plantare, genitale, perigenitale), pigmentate
(leucomelanodermia lueticd), seboreice. [2]

Sifilidele, manifestari ale sifilisului secundar,
se caracterizeazd prin polimorfism clinic si pot
mima diferite dermatoze: psoriazis gutat,
pitiriazis rozat Gibert, parapsoriazis in pldci mici,
eruptii postmedicamentoase, exanteme din boli
eruptive. [3] Pentru diagnosticul corect al
manifestdrilor intricate (sifilis asociat cu alte
dermatoze) sunt necesare investigatii de
laborator suplimentare, inclusiv serologice si
uneori histopatologice.

Sifilidele papulo-scuamoase se prezinta ca
leziuni eritemato-papulo-infiltrative, acoperite
de scuamd albd, mai abundentd, cu aspect
psoriazis-like. Palmo-plantar leziunile prezinta
caracteristic scuama cu dispozitie inelara,
marginald (,gulerasul Biett”). Psoriazisul gutat
este o formd particulard de psoriasis care poate
apdrea la debutul bolii legat frecvent de un factor
trigger infectios si mai ales streptococci, dar poate
s& apara si in cursul bolii in context similar. In
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Introduction

Syphilis, the main sexually transmitted
disease, is characterized by lesions at muco-
cutaneous, annexes, lymph nodes and internal
organs level, which are irreversible in the late
stage. Syphilis progresses in stages, with periods
of clinical manifestations and periods of latency,
asymptomatic. In syphilis, the appearance of
lesions is polymorphous, and according to the
evolutionary stage of the disease, syphilis is
recognized as “the great imitator”.[1]

In secondary syphilis, treponemic septi-
caemia brings about mucocutaneous syphilides.
At scalp level, spot baldness occurs. Luetic
lymphadenopathy evolves from loco-regional,
satellite form, having the particular aspect of
“pleiades” within the primary stage, towards
generalized micropolyadenopathy in the
secondary stage. Multiple organ manifestations
of secondary syphilis may be the following:
pharyngitis, laryngitis, hepatosplenomegaly,
uveitis, periostitis, nephritis, meningitis, ulce-
rative colitis.

Syphilides are papular, disseminated, non-
pruriginous, coppery-brown lesions that can
resolve spontaneously without residual scarring.
At cutaneous-mucous level, syphilides can take
particular clinical aspects: papulo-squamous,
papulo-erosive, acneiform, papulo-hypertrophic
(palmar-plantar, genital, perigenital), pigmented
(luetic leucomelanodermia), seborrheic.[2]

Syphilides, manifestations of secondary
syphilis, are characterized by clinical poly-
morphism and may mimic various dermatoses:
guttate psoriasis, pityriasis rosea Gibert,
parapsoriasis in small plaques, drug rashes,
exanthems of eruptive diseases.[3] For a proper
diagnosis of confounding events (syphilis
associated with other dermatoses), further
laboratory investigations are required, including
serological and histological testing, sometimes.

Papulo-squamous syphilides appear as
erythematous papulo-infiltrative lesions, covered
by white squama, more abundant, psoriasis-like.
At palmo-plantar level, lesions typically show
marginal, circular squama (“collar of Bietta”).
Guttate psoriasis is a particular form of psoriasis
that can occur at the onset of disease, frequently
linked to an infectious trigger factor, especially
streptococci, but it may also occur during the




literatura sunt publicate cazuri de sifilis secundar
interpretate, diagnosticate si tratate initial ca
psoriazis gutat. Persistenta eruptiei si non-
responsivitatea la tratamentele specifice psoria-
zisului impun reevaluarea cazului, cu supli-
mentarea investigatiilor si pe linie serologica cu
stabilirea unui diagnostic corect, cu terapie
corespunzatoare. [4, 5]

Caz clinic

Pacient in varstd de 31 ani, diagnosticat cu
psoriazis vulgar de 15 ani se prezinta pentru
aparitia de o lund a unei eruptii eritemato-
papulo-scuamoasd diseminata (facial, toracic,
abdomen si 1/3 superioard a coapselor), ne-
pruriginoasd, persistenta. Initial se interpreteaza
cazul ca psoriazis vulgar cu elemente gutate si se
recomanda terapie topica cortizonicd. Dupa 2
sdptdmani pacientul revine la control cu per-
sistenta eruptiei, fard rdspuns la dermato-
corticoizi.

Examenul clinic general evidentiazd o
micropoliadenopatie inghinald bilaterald (gan-
glioni de dimensiuni mici, duri, mobili pe
planurile profunde si superficiale).

La examenul local se observd o eruptie
eritemato-papulo-scuamoasa, infiltrativd, locali-
zatd la nivelul fetei, toraco-abdominal si 1/3
superioard a coapselor, nepruriginoasa (Fig. 1).

In regiunea presternald si pe suprafata de
extensie a coatelor prezinta pldci eritemato-
scuamoase, de aproximativ 2-3 cm, cu tendintd la
confluare, bine delimitate, acoperite de scuama
alb-sidefie, pluristratificata, cu semnul Auspitz si
semnul spermantetului pozitiv (Fig. 2).

Pe mucoasa preputiald prezintd o cicatrice
reziduald, usor induratd, de 3-4 mm, de culoare
roz-pal, nedureroasé (Fig. 3).

In cadrul anchetei epidemiologice pacientul a
recunoscut contacte hetero- si homosexuale,
neprotejate. Avand in vedere aspectul intricat al
leziunilor cutanate, prezenta cicatricii preputiale
si a anchetei epidemiologice pozitive s-a ridicat
suspiciunea de sifilis la un pacient cu psoriazis
vulgar. Investigatiile de laborator au evidentiat
un sindrom inflamator (PCR 19,32mg/L, VSH
19 mm/h), limfocitoza (37,6%) cu monocitoza
(11,0%), serologie pozitiva pentru sifilis (TPHA
pozitiv la dilutie 1/2048, VDRL pozitiv la dilutie
1/64) si negativa pentru HIV.
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disease evolution in a similar context. In
literature, there have been published cases of
secondary syphilis, interpreted, diagnosed and
initially treated as guttate psoriasis. Persistence
of eruption and non-responsiveness to treatments
specific for psoriasis require reassessment of the
case, supplementing the investigations, including
serological tests, with proper diagnosis and
appropriate therapy.[4,5]

Clinical case

A 3l-year-old patient diagnosed with
psoriasis vulgaris for 15 years presented with a
disseminated erythematous and papulo-
squamous rash for about a month (at facial, chest,
abdomen level and in the upper third of the
thighs), which were non-pruriginous and
persistent. Initially, the case was interpreted as
psoriasis vulgaris with elements of guttate
psoriasis and cortisone topical therapy was
recommended. Two weeks later, the patient
returned for check-up with persistence of the
rash and no response to topical corticosteroid
therapy.

General clinical examination revealed a
bilateral inguinal micropolyadenopathy (small,
tough, mobile lymph nodes on the deep and
superficial planes).

On local examination, there could be seen an
erythematous papulosquamous, infiltrative, non-
pruriginous rash on the face, thorax, abdomen
and in the upper third of the thighs (Fig. 1).

On presternal region and on elbows
extension surface, there could be noticed
erythematous squamous plaques, of about 2-3
cm, with a tendency to confluence, well defined,
covered by pearly white squama, multilayered,
with Auspitz’s sign and positive spermaceti sign
(Fig. 2).

Preputial mucosa has a residual scar, easily
endured of 3-4 mm, pale pink and painless
(Fig. 3).

During the epidemiological investigation, the
patient recognized having hetero- and homo-
sexual unprotected sexual contact. Given the
intricate appearance of skin lesions and the
presence of preputial scar and positive
epidemiological investigation, there was raised
the suspicion of syphilis in a patient with
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Figura 1. Sifilide psoriaziforme toraco-abdominal
Figure 1. Psoriasis-like syphilides at thoracoabdominal level

Tratamentul sistemic cu Benzatin-penicilina
2,4mil/sdptdmand, 3 sdptimani a determinat
remiterea sifilidelor, iar dermatocorticoizii si
keratoliticele au ameliorat leziunile de psoriazis.
Ulterior pacientul a fost monitorizat clinico-
serologic conform protocolului Ministerului
Séanatatii (la fiecare 3 luni In primul an, apoi la
6 luni in al doilea an si anual in urmatorii
5 ani).

Figura 3. Cicatrice reziduald postsancru dur prepufial.
Figure 3. Residual scar preputial hard postchancre
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Figura 2. Aspectul clinic al leziunilor de psoriazis vulgar la
internare
Figure 2. Clinical aspect of psoriasis vulgaris upon admission

psoriasis vulgaris. Laboratory investigations
revealed an inflammatory syndrome (C-Reactive
Protein - CRP 19,32 mg/L, erythrocyte sedi-
mentation rate (ESR) 19 mm/h), lymphocytosis
(37,6%) with monocytosis (11,0%), positive
serology for syphilis Treponema pallidum
Haemagglutination Assay - TPHA positive at
1/2048 dilution, Venereal Disease Research
Laboratory - VDRL positive at 1/64 dilution) and
negative for HIV.

Systemic  treatment with  Penicillin
Benzathine, 2,4 mil/week for 3 weeks, brought
about the remission of syphilides, while
corticosteroid therapy and keratolytic therapy
improved psoriasis lesions. Subsequently, the
patient was monitored clinically and sero-
logically according to the protocol of the Ministry
of Health (every 3 months during the first year,
then every 6 months during the second year and
annually over the next 5 years).




Discutii

Luand in considerare aspectul intricat al
leziunilor panad la confirmarea serologicd am luat
in discutie In primul rand un puseu de psoriazis
gutat, la un pacient cu psoriazis vulgar, avand in
vedere leziunile eritemato-scuamoase, cu
diametrul de cativa milimetri, cu dispozitie
preferential tronculara. Psorizisul gutat se
asociazd de reguld cu o infectie streptococica
recentd sau cu valori crescute ale ASLO si apare
mai frecvent la tineri. [6]

Aspectul histopatologic in psoriazis este
diferit de cel din sifilis. Astfel, in psoriazis
epidermul este acantotic, cu hiperkeratozd cu
parakeratozd, cu formare de microabcese Munro
la nivelul stratului cornos si cu absenta stratului
granulos. Papilele dermice sunt alungite,
hipertrofice, cu vase dilatate, iar in derm
infiltratul inflamator este dispus perivascular. [7]
In sifilis modificarile histopatologice vizeazi mai
mult dermul cu endarteritd obliteranta si infiltrat
bogat in plasmocite, limfocite, macrofage,
leucocite mononucleare. [8]

O altd eruptie care a fost luatd in discutie a
fost pitiriazisul rozat Gibert. Acesta debuteaza
printr-o leziune eritemato-scuamoasa “placa
mama”, frecvent toracicd. Ulterior apar multiple
pléci eritemato-scuamoase cu aspect similar, cu
centrul leziunii mai palid, acoperite cu scuame
fine ca foita de tigard, localizate toraco-abdo-
minal, pe rdddcina membrelor sau diseminat. Are
evolutie autolimitata in 6-8 sptdmani. [9]

Avand in vedere aspectul eritemato-papulo-
scuamos al leziunilor am luat in discutie in
diagnosticul diferential al eruptiei si para-
psoriazisul cronic in picdturi. Acesta se
caracterizeazd prin leziuni eritemato-papulo-
scuamoase, nepruriginoase, la care scuama se
detaseazd in bloc (semn cu valoare diagnostica).
Poate evolua ani de zile cu puseuri repetitive,
ciclul evolutiv fiind de 3-4 saptamani. Secundar
persistd macule hipercrome reziduale. [4]

In toxidermiile postmedicamentoase leziu-
nile sunt eritemato-papulo-edematoase, morbili-
forme, foarte pruriginoase, cu descuamare
reziduald in lambouri, cu evidentierea unui factor
trigger medicamentos.

Alte afectiuni ce se caracterizeazd prin leziuni
eritemato-papuloase sunt lichenul plan si
sarcoidoza.
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Discussions

Taking into account the intricate appearance
of the lesions until serological confirmation, we
primarily considered a flare of Guttate psoriasis
in a patient with psoriasis vulgaris, given the
erythematous squamous lesions, with a diameter
of a few millimetres, preferentially at trunk level.
Guttate psoriasis is usually associated with a
recent streptococcal infection or elevated Anti-
streptolysin O (ASO) and is more common in
young people.[6]

Histopathological appearance in psoriasis is
different from that in syphilis. Therefore, in
psoriasis, epidermis is acanthotic with
hyperkeratosis, parakeratosis and formation of
Munro micro-abscesses at the level of stratum
corneum and absence of stratum granulosum.
Dermal papillae are elongated, hypertrophic,
with dilated vessels and in the dermis, the
inflammatory infiltrate is placed peri-vascularly
7] In syphilis, histopathological changes aimed
more at the dermis with obliterating endarteritis
and infiltrate rich in plasma cells, lymphocytes,
macrophages, mononuclear leukocytes.[8]

Another eruption that has been taken under
discussion was pityriasis rosea Gibert. It begins
with an erythematous squamous rash, “the
mother plaque”, frequently at chest level.
Subsequently, there appear multiple erythe-
matous squamous plaques with similar
appearance, with a paler center of the lesion,
covered with squama fine as a cigarette paper,
localized at thoracoabdominal level, on limbs
root or disseminated. It has self-limited evolution
of 6-8 weeks.[9] Given the erythematous,
papulosquamous appearance of the lesions, we
took into consideration the chronic parapsoriasis
“in drops” for the differential diagnosis of the
rash. It is characterized by erythematous
papulosquamous, non-pruriginous lesions, in
which squama is detached in blocks (a sign with
diagnostic value). It can evolve for years with
repetitive flares, the evolutionary cycle being of
3-4 weeks. Residual hyperchromic patches may
secondarily persist.[4]

In drug reactions toxidermia, the lesions are
erythematous, papuloedematous, morbilliform,
very itchy, with residual detachment in flaps,
highlighting a trigger drug.
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In lichen plan leziunile sunt eritemato-
papuloase, rosii-liliachi, cu suprafatd plana, nets,
stralucitoare, pruriginoase, localizate prepon-
derent la nivelul articulatiilor radiocarpiene,
maleolar, lombar. Uneori se poate evidentia o
scuamd albicioasd, discretd pe suprafata
leziunilor (reteaua Wicham). [4]

Sarcoidoza poate fi In anumite forme cu
leziuni eritemato-papulo-infiltrative, prurigi-
noase, diseminate. Se poate asocia cu adenopatii
hilare si manifestari pulmonare. [10]

O altd patologie de discutat este mono-
nucleoza infectioasd, In care eruptia este
morbiliformd, localizatd la nivelul trunchiului si
bratelor, uneori cu aspect scarlatiniform sau
urticarian. Asociat prezinta faringo-amigdalita,
stare febrild, adenopatie. [2]

Exantemele din bolile infectioase pot imbraca
un aspect clinic similar sifilidelor. Astfel, in
exantemul din rujeold leziunile sunt eritemato-
papuloase, cu contur neregulat, catifelate la
atingere, usor pruriginoase. Primele leziuni apar
la nivelul extremitatii cefalice, retroauricular,
apoi se extind pe trunchi si membre inferioare, cu
confluare in plaje intinse cu foarte putine zone de
tegument sanatos. Pacientii prezintd manifestari
sistemice: febrd, rinoree, tuse, conjunctivitd. La
nivelul mucoasei bucale prezintd enantem,
semnul Koplik pozitiv. [11]

In tifosul exantematic debutul este brusc prin
cefalee intensd, febra si rash cutanat caracterizat
prin rozeola tificd (macule roz, usor reliefate, ce
dispar la digitopresiune, diseminate, cu exceptia
palmelor si plantelor). [12]

Ca urmare, sifilisul, prin manifestarile clinice
variate poate simula aproape orice boala
sistemici sau cutanati. [13] In practica clinicd este
necesard o evaluare atentd a tuturor leziunilor
cutanate, in special in cazul leziunilor intricate. in
literaturd sunt publicate putine cazuri de
psoriazis vulgar asociat cu sifilis secundar, cele
mai multe cazuri fiind de lues secundar
psoriazis-like. De asemenea, sunt citate cazuri de
pacienti cu sifilis care au urmat tratamente
sistemice, agresive pentru un diagnostic eronat
de psoriazis vulgar. [14]

High et al. a citat un caz de psoriazis gutat cu
debut brusc cu leziuni palmo-plantare care
mimau un sifilis secundar. [15]
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Other conditions characterized by papular
erythematous lesions are lichen planus and
sarcoidosis. In lichen planus, the lesions are
papular erythematous, red-lilac, with flat, net,
shiny surface, itchy, localized mainly in the
radiocarpal joints, ankles and lumbar level.
Sometimes, there can be noticed a discrete
whitish squama on lesions surface (Wickham
network).[4] In certain forms, sarcoidosis can
present erythematous papular infiltrative lesions,
itchy and disseminated. It can be associated with
hilar lymphadenopathy and pulmonary mani-
festations.[10]

Other pathology to discuss is infectious
mononucleosis, in which the rash is morbilliform
localized at trunk level and on the arms,
sometimes looking like scarlet fever or urticaria.
Associated, it presents pharyngolaryngeal ton-
sillitis, pyrexia, lymphadenopathy.(2)

Exanthemas of infectious diseases may take a
clinical appearance similar to syphilides. Thus, in
exanthema of measles, lesions are ethy-
thematous, papular with irregular shape, velvety
to the touch, slightly itchy. The first lesions
appear at the cephalic extremity, retroauricular,
then they extend to the trunk and lower limbs,
merging in large areas with few healthy skin
areas. Patients develop systemic symptoms:
fever, runny nose, cough, conjunctivitis. At oral
mucosa, they show enanthema, positive Koplik’s
sign.[11] In exanthematic typhus, the onset is
sudden by intense headache, fever and rash
characterized by roseola (pink patches, slightly
raised, which disappear upon digit pressure,
disseminated, except for palms and soles).[12]

As a result, syphilis, through various clinical
manifestations, can simulate almost any systemic
or cutaneous disease.[13] In clinical practice,
there is need for a careful evaluation of all skin
lesions, particularly in case of intricate lesions. In
literature, there are published few cases of
psoriasis vulgaris associated with secondary
syphilis, most cases being of secondary syphilis,
psoriasis-like. There are also cited cases of
syphilis in patients who underwent systemic
aggressive treatments for an erroneous diagnosis
of psoriasis vulgaris.[14] High et al. cited a case of
guttate psoriasis with sudden onset with lesions
at palmar-plantar level which mimicked a
secondary syphilis.[15]




Coinfectia HIV la pacientii cu sifilis
determina alterarea evolutiei bolii luetice, cu
aspecte clinice atipice, mai severe, ce poate
intarzia diagnosticul. Leziunile cutanate atipice,
non-responsive la terapiile standard necesitd o
anchetd epidemiologica atentd si efectuarea
testelor serologice luetice. De asemenea, orice caz
de sifilis necesita testare pentru infectie HIV si
alte boli cu transmitere sexuala. [16]

Miyazato et al. a prezentat cazul unui pacient
HIV-pozitiv, tratat de lues in urma cu 10 ani ce s-
a prezentat pentru o eruptie psoriaziforma,
diseminata. Serologia in dilutie pozitiva pentru
Treponema si punctia lombara a permis stabilirea
diagnosticului de sifilis, cu Imbunatatirea
eruptiei cutanate dupd introducerea Penicilinei.
[17]

Gagari et al. a luand in considerare un caz de
sifilis secundar cu manifestari clinice atipice la un
pacient cunoscut cu psoriazis si HIV pozitiv, a
pus in discutie necesitatea vigilentei diagnostice
pentru sifilis, in special in cazurile cu afectiuni si
leziuni intricate. [18]

De asemenea, Gwiazdoswka et al. a
comunicat cazul unui pacient cunoscut cu
psoriazis vulgar tip I, cu leziuni non-responsive
la terapia topica specificd de psoriazis la care
serologia treponemicd pozitivd a permis
diagnosticarea unui sifilis secundar cu raspuns
terapeutic bun la procain-penicilina. [19]

O altd publicatie in care autorii au prezentat
cazul unei paciente cu leziuni inelare lichenoide,
initial diagnosticatd cu eruptie polimorfa la
lumind in care aspectul histopatologic a ridicat
suspiciunea de sifilis (infiltrat bogat cu
plasmocite, endarteritd obliterantd), confirmat
prin teste serologice. [20]

Diagnosticul precoce si corect al acestor
leziuni permite realizarea unui tratament specific
si evitarea greselilor diagnostice si terapeutice.

Concluzii

In cazul nostru, asocierea leziunilor specifice
de psoriazis vulgar cu leziuni eritemato-
papuloase, infiltrative a ridicat probleme de
diagnostic diferential intre un psoriazis gutat si
sifilide papulo-scumoase. Ancheta epidemio-
logica si serologia pozitivd pentru treponema
pallidum a permis confirmarea diagnosticului de
sifilis secundar si tratamentul specific fiecarei
afectiuni cutanate.
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HIV co-infection in patients with syphilis
causes alteration of the luetic disease progression,
with atypical clinical characteristics, more severe,
which can delay diagnosis. Atypical skin lesions,
non-responsive to standard therapies require a
thorough epidemiological investigation and
luetic serological tests. Also, any case of syphilis
requires testing for HIV and other sexually
transmitted diseases.[16] Miyazato et al.
presented the case of a HIV-positive patient
treated for syphilis 10 years ago, who presented
to the doctor for disseminated psoriasiform rash.
Positive treponemal serology and lumbar
puncture indicated the diagnosis of syphilis,
improving the rash after the introduction of
penicillin.[17] Gagari et al., considering a case of
secondary syphilis with atypical clinical
manifestations in a patient known with psoriasis
and HIV-positive, questioned the need for
diagnostic vigilance for syphilis, especially in
cases with intricate conditions and lesions.[18]
Also, Gwiazdoswka et al. communicated the case
of a patient known with psoriasis vulgaris, type,
with lesions non-responsive to topical therapy
specific to psoriasis, in whom positive
treponemal serology allowed the diagnosis of
secondary syphilis with good treatment response
to procaine penicillin.[19] Another publication in
which the authors presented the case of a patient
with annular lichenoid lesions, initially
diagnosed with polymorphic rash at light, in
whom the histopathological aspect raised the
suspicion of syphilis (infiltrated rich in
plasmocytes, obliterating endarteritis), confirmed
by serological tests.[20]

Early diagnosis and correct treatment of these
lesions enable a specific treatment and avoiding
diagnostic and therapeutic mistakes.

Conclusions

In our case, the association of specific lesions
of psoriasis vulgaris with erythematous papular,
infiltrative lesions raised issues of differential
diagnosis between guttate psoriasis and papulo-
squamous syphilides. Epidemiological investi-
gation and positive serology for Treponema
pallidum allowed confirming the diagnosis of
secondary syphilis and the treatment specific to
each skin conditions.
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