
● Laboratory Findings: Markedly elevated liver enzymes (AST > 
ALT), hyperbilirubinemia.

● Imaging: CT abdomen showing hepatic steatosis.
● Serologic Testing: 

○ Rapid plasma reagin (RPR): Non-reactive
○ Fluorescent treponemal antibody absorption (FTA-ABS): 

Reactive
● Final Diagnosis: Secondary syphilis in the setting of alcoholic 

hepatitis and underlying psoriasis.
● Treatment: Doxycycline 100 mg orally twice daily for 28 days due 

to Benzathine Penicillin G shortage.
● Discharged with close outpatient follow-up.
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Beyond the Plague: Secondary Syphilis Masquerading as Psoriasis

To highlight the diagnostic challenges of secondary syphilis in a 
patient with preexisting psoriasis and systemic illness, emphasizing 
the importance of maintaining a high clinical index of suspicion. 

● Secondary syphilis may vary in its clinical presentation and 
resemble inflammatory dermatoses, including psoriasis.

● Psoriasiform eruptions may obscure diagnosis, especially in 
patients with preexisting dermatologic disease.

● Coexisting systemic illness can further contribute to atypical 
presentations and delayed treatment.
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DISCUSSION

● CC: Diffuse rash and fatigue. 
● HPI: 52-year-old male presented with one month of progressive 

weakness and diffuse erythematous papular rash involving the 
trunk, palms, soles, and genital region, accompanied by jaundice 
and bilateral lower extremity edema. 

● PMH: Hypertension, psoriasis, chronic alcohol use, and tobacco 
use.

● ROS: Positive for generalized weakness, erythematous papular 
rash involving the trunk, palms, and soles, bilateral lower extremity 
edema, exertional SOB, dark urine, and pale stools. 

● Initial Differential: Psoriatic flare versus alcohol-related 
dermatoses.

1. Maintain high suspicion for syphilis even in patients whose skin 
changes may be attributable to an underlying pathology. 

2. Use both nontreponemal and treponemal tests when serologic 
results are discordant with clinical findings.

3. Early recognition and treatment prevent complications and reduce 
public health burden.

● Secondary syphilis can mimic psoriasis, leading to misdiagnosis, 
especially in patients with known dermatologic disease.

● A negative nontreponemal test does not exclude syphilis; 
confirmatory treponemal testing is critical when clinical suspicion 
remains high.

● Systemic illness and immune dysregulation may contribute to 
atypical presentations.

Figures 1-3. Scaly erythematous papules involving the palms and upper 
extremities.
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Figure 4. Scaly erythematous papules involving the lower extremities.
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