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CASE REPORT

Malignant syphilis in an immunocompetent female patient*
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Abstract: Malignant syphilis is an uncommon manifestation of secondary syphilis, in which necrotic lesions may
be associated with systemic signs and symptoms. Generally it occurs in an immunosuppressed patient, mainly
HIV-infected, but might be observed on those who have normal immune response. Since there is an exponential
increase in the number of syphilis cases, more diagnoses of malignant syphilis must be expected. We report a case
in an immunocompetent female patient.
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INTRODUCTION
Early malignant syphilis is a rare form of sec-

ondary syphilis, more frequently associated with HIV
– co-infected patients.1,2 Malnutrition, abusive con-
sumption of alcohol and concomitant debilitating ill-
nesses are other possible predisposing factors.1,3,4 More
rarely, it can occur in immunocompetent patient. It
was first described by Bazin in 1859 (apud Tucker et al.
2009) as a nodular variant of syphilis.5 It is different
from classical manifestations of secondary syphilis for
its greater severity and lesion morphology. Cutaneous
lesions of malignant syphilis are preceded by prodro-
mal fever, cephalalgia, arthralgia and myalgia of vari-
able intensity. They are characterized by the onset of
pleomorphic pustules, nodules and ulcers.6 The
mucosas may be compromised and the patient may
present associated enlargement of lymph nodes and
hepatosplenomegaly.

Before the advent of HV infection, malignant
syphilis was extremely rare; between 1900 and 1988
only 14 cases had been published in English language
literature. At present, it is estimated that up to 7% of
syphilis cases in HIV/aids-infected patients meet the
criteria for malignant syphilis, and not rarely they are
the first clinical manifestation revealing a hidden HIV
infection.7

The authors report a case of early malignant
syphilis in young immunocompetent patient being
monitored for psoriasis vulgaris controlled with topi-
cal treatment.

CASE REPORT
A female patient, 29 years old, presented with a

two weeks history of a clinical-dermatological picture
characterized by the presence of fever, loss of appetite
and myalgia, soon followed by the onset of skin
lesions like pustules and nodules that progressed to
ulcers. Except for psoriasis, she did not present other
comorbidities. The physical examination showed that
the patient was in apparent satisfactory general condi-
tion, afebrile and with multiple lesions as nodules,
ulcerated nodules and ulcers, the latter with a necrot-
ic aspect, sometimes covered by scabs. The lesions
were mainly located on the face, thorax and upper
limbs (Figures 1, 2 and 3). The palms had sparse
lesions of small diameter, erythematous, discreetly
infiltrated and with a collarette of scales surrounding
them. There were no lesions on oral or genital mucosa,
but in the perianal region and along the intergluteal
cleft a single, longitudinal ulcerated papulonodular
lesion could be observed, compatible with a condilo-
ma lata lesion. The ophthalmological and neurological
examination did not reveal abnormalities. Serum
investigation showed VDRL = 1/256, positive  tre-
ponemal test and negative serology for HIV, VHB and
VHC infection. The histopathological examination of
one of the lesions showed epidermal ulceration, pres-
ence of hematic crust and dense lichenoid lymphohis-
tiocytic infiltrate rich in plasmocytes, which extended
until the deep dermis. The vessels presented endothe-
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lial tumefaction with walls permeated by  polymor-
phonuclear cells and fibrin microthrombi. Anti-
Treponema pallidum immunomarking with polyclonal
antibody was positive, evidencing numerous spiro-
chetes (Figures 4, 5 and 6).

FIGURE 1: Malignant syphilis: papulous and ulcerated papu-
lonodular lesions on the face

FIGURE 4: Malignant syphilis: ulcerated lesion with superfi-
cial crust and dense lichenoid lymphohistiocytic infiltrate,
rich in plasmocytes. HE 10X

FIGURE 5: Malignant syphilis: detail of dermal infiltrate and
endarteritis with fibrin microthrombi. HE 20X

FIGURE 6: Early malignant syphilis:  Treponema pallidum
immunomarked with polyclonal antibody. IHQ 60X

FIGURE 2: Malignant syphilis: papulous, ulcerated papulous
and ulcerated nodular lesions covered by scab on forearm

FIGURE 3: Malignant syphilis: detail of papulous and ulcera-
ted nodular lesions 

The patient was treated with 2.400.000 units of
benzathine penicillin, in a total of three series with an
interval of one week between the series. She presented
intense Jarisch-Herxheimer reaction after the first appli-
cation of penicillin. Lesion healing was fast and serolo-
gy showed VDRL titre fell to 1/16 after three months of
treatment and negativation after nine months.
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DISCUSSION
After the first description in 1859, for many

decades doubts remained if malignant syphilis was part
of the secondary syphilis spectrum or a manifestation of
tertiary syphilis. This issue was clarified by studies con-
ducted by Haslund and Neisser, published in 1897.8,9

Malignant syphilis is distinguished from classical sec-
ondary syphilis by the general clinical picture more exu-
berant and severe, pleomorphic lesions and fundamen-
tally by the presence of ulceronecrotic lesions. It is dis-
tinguished from tertiary syphilis by the larger number
of lesions, repercussion in the general health condition
and for being morphologically distinct from  chronic
gummas, both clinically and histologically.

Epidemiological data show the recrudescence
of syphilis cases, mainly in men who have sex with
other men and among HIV-infected patients.10 In
Germany it was observed that among 11,368 HIV-
infected patients, 151 (1.3%) presented syphilis during
follow-up and 11 of them (7.3%) had malignant
syphilis.7 These data draw attention to possible higher
occurrence of the disease in the different services. A
study of 21 cases where the patients were coinfected
by HIV showed higher incidence in male patients
(62%), median age 34 years and, in 80% of the cases,
CD4 count > 200 cells/mm3. In 33% there was ocular
involvement and in 24% mucosas were compromised.

Strictly speaking, the pathogenesis of malig-
nant syphilis is unknown, but the prevalent opinion is
that in those coinfected by HIV the immunodeficiency
favors the predominance of the virulence of the agent
in the agent-host contest1 This reasoning is coherent
with its occurrence in those who have the abusive use
of alcohol or illicit drugs, malnutrition or debilitating

disease as a cofactor. The occurrence of malignant
syphilis, as in the case described, in immunocompe-
tent patient, raises the possibility, already considered
by other authors, of infection by more virulent strains
of  Treponema , which, although possible, is difficult to
be demonstrated.1,2

When there is clinical suspicion of malignant
syphilis, confirmation of the diagnosis will be sup-
ported by three criteria: clinical and histopathological
characteristics; presence of high titre of antibodies in
VDRL or a similar test; intense and severe Jarisch-
Herxheimer reaction and rapid resolution of lesions
with adequate therapy. The investigation of immun-
odeficiency inducing factor, particularly HIV-infec-
tion, is mandatory. The treatment of secondary
syphilis, according to the Ministry of Health of Brazil
proposal, foresees two series of 2,400,000 U of benza-
thine penicillin, with an interval of one week between
the series.4 There is no mention of the scheme to be
used for malignant syphilis and the literature men-
tions both three and four series regarding the use of
crystalline penicillin. Strictly speaking, the definition
of the treatment should attend to the coexistence or
not of neurosyphilis or syphilitic uveitis. In this stud-
ied case, three series of 2,400,000 U of benzathine
penicillin were fully effective.

In face of the increased number of syphilis
cases, dermatologists and general practitioners
should be attentive to the possibility of occurrence of
malignant syphilis cases and equally attentive to the
intensity of the Jarisch-Herxheimer reaction and for
this reason to include antihistaminic drugs or even
corticosteroids in the prescription prior to penicillin.q
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