
130 © 2018 Indian Journal of Sexually Transmitted Diseases and AIDS | Published by Wolters Kluwer - Medknow

How to cite this article: Ambooken B, Asokan N, Jisha KT, 
Ninan L. Syphilis cornee mimicking lichen planus clinically and 
histologically. Indian J Sex Transm Dis 2018;39:130-2.

Syphilis cornee mimicking lichen planus clinically and 
histologically

Betsy Ambooken, Neelakandhan Asokan, K. T. Jisha1, Lincy Ninan
Departments of Dermatology and Venereology and 1Pathology, Government Medical College, Thrissur, Kerala, India

Address for correspondence:  
Dr. Neelakandhan Asokan, Department of Dermatology and Venereology, Government Medical College, Thrissur, Kerala, India. 
E-mail: asokann65@gmail.com

Abstract

Palmoplantar lesions of secondary syphilis are often termed “syphilis cornee.” A 32-year-old male presented 
with itchy lichenoid papules on both soles and left palm associated with grayish white papules on the buccal 
mucosa and glans penis. Initial clinical diagnosis of palmoplantar lichen planus with mucosal involvement was 
supported by the histopathological finding of interface dermatitis. However, more detailed history, serological 
tests of syphilis, and review of histopathological findings led us to revise the diagnosis as syphilis cornee. 
This case highlights the uncommon presentation of syphilis cornee as pruritic palmoplantar lichenoid papules 
with histology showing interface dermatitis. A high index of clinical suspicion of secondary syphilis is needed 
as its manifestations are often deceptive.
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INTRODUCTION
Many sexually transmitted infection clinics in India 
have shown an increasing trend in the reporting 
of syphilis.[1] Data from United States also show 
that the rate of primary and secondary syphilis 
has been steadily increasing from the year 2001. 
The rate was 8.7 cases per 100,000 population in 
2016 – compared to 2.1 cases/100,000 population in 
2001.[2] Secondary syphilis is a great imitator with 
diverse clinical presentations and histologic patterns. 
The bizarre manifestations of the disease coupled 
with inconsistent serological tests, especially when 
there is coinfection with HIV, are likely to increase 
the importance of dermatopathological correlation in 
the diagnosis of syphilis.[3]

CASE REPORT
A 32‑year‑old married male presented with multiple 
itchy lichenoid scaly papules on both soles of 

2 weeks’ duration. Dermatological examination 
revealed multiple hyperpigmented lichenoid and 
keratotic papules, a few of them scaly, on the medial 
border and instep of both soles [Figure 1a and b] 
and thenar aspect of left palm. He also had few 
grayish white papules on left retromolar region 
as well as on glans penis. He did not have 
lymphadenopathy. Systemic examination was normal. 
A clinical diagnosis of palmoplantar lichen planus 
with mucosal involvement was considered.

In view of the unusual localization of lesions to 
the palms and soles, a skin biopsy was done from 
the lesion on the sole with a provisional diagnosis 
of lichen planus. Histopathology showed interface 
dermatitis with hyperkeratosis, focal hypergranulosis, 
mild acanthosis, and saw‑toothing of rete ridges 
with basal cell degeneration. Upper dermis showed 
dense band‑like infiltrate composed of lymphocytes 
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suggestive of lichen planus [Figure 2a]. One week 
later, when he came for follow‑up, morphology of 
some of the lesions made us suspect syphilis cornee. 
On probing further, he gave history of multiple 
extramarital unprotected homosexual exposures. Dark 
ground microscopy for treponema pallidum from 
the cutaneous and mucosal lesions was negative. 
Venereal disease research laboratory (VDRL) test was 
reactive in 1:32 dilution and treponema pallidum 
hemagglutination test was positive. Serological 
tests for HIV 1 and 2 and hepatitis B and C were 
negative. Hemogram, urine analysis and liver and 
renal function tests were normal. In view of the 
positive serological tests, the histopathology slide 
was reviewed. It revealed additional findings of 
vascular endothelial proliferation in the upper 
and mid dermis with perivascular lymphocytes 
having ample cytoplasm and numerous plasma 
cells [Figure 2b].

A final diagnosis of secondary syphilis was 
made. He was treated with doxycycline 100 mg 
twice daily for 2 weeks, as he gave history of 
previous allergy to penicillin. Within 2 months, 
the cutaneous and mucosal lesions had subsided 
completely, and his VDRL became nonreactive by 
the end of 1 year.

DISCUSSION
Palmoplantar lesions of secondary syphilis are often 
termed “syphilis cornee.” Usually, they present as 
asymptomatic keratotic papules in association with 
other classical mucocutaneous lesions of secondary 
syphilis. Biopsy from plamoplantar lesions is rarely 
done. In our case, the pruritic nature of the plantar 
lesions, exclusive localization of the lesions to palms 
and soles, along with white lesions on the oral 
and genital mucosa, suggested an initial diagnosis 
of lichen planus which was further supported by 
the histopathological report of interface dermatitis. 
However, more detailed history taking, serological 
tests of syphilis, and a review of histopathology 
slides led to the diagnosis of syphilis cornee.

Lichenoid eruptions in secondary syphilis have been 
reported from prepenicillin era. As arsenicals were 
the drug of choice in those days, it was assumed 
that they were the cause of the lichenoid lesions.[4] 
Even after penicillin replaced arsenicals, lichenoid 
histologic changes were observed. In 1974, Lochner 
and Pomeranz delineated the entity of lichenoid 
syphilis.[5]

Histopathological findings of secondary syphilis 
are diverse and include psoriasiform and lichenoid 
patterns. It can exhibit a wide spectrum, from 
interface dermatitis to granulomatous disease.[6,7] In 
a recent study of histology of syphilis by Flamm 
et al., the most common features noticed were 
interstitial inflammatory infiltrate, endothelial 
swelling, irregular acanthosis, and elongation of 
rete ridges.[8] Lichenoid pattern was observed in 
23% of cases. Inflammatory infiltrate was composed 
of plasma cells in 68.9% and lymphocytes with 
ample cytoplasm in 58% of cases. In the present 
case, when the initial diagnosis of interface 
dermatitis was reviewed, the diagnostic findings 
of endothelial swelling and plasma cell infiltrate 
were identified.

There have been case reports of palmoplantar 
syphilis being mistaken as psoriasis.[9,10] An 
interesting feature of our case is the exclusive 
localization of the pruritic lichenoid lesions on 
the palms and soles which later evolved into 
typical lesions of syphilis cornee. Thus, lichenoid 
histology in palmoplantar lesions needs to be 
viewed with caution and it warrants a thorough 
search for other classical features of syphilis such 
as endothelial swelling and plasma cell infiltration. 
As we are witnessing a resurgence of syphilis, a 
high index of suspicion is needed as its clinical 
and histological manifestations can be diverse and 
sometimes misleading.

Figure 1: (a) Lichenoid papules on the instep of left foot. (b) Two 
hyperpigmented plaques with collarette of scale on the right sole
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Figure 2: (a) Epidermis showing focal hypergranulosis, mild acanthosis, 
basal cell degeneration, and dermis showing band‑like inflammatory 

infiltrate (H and E, ×100). (b) Endothelial proliferation with perivascular 
lymphocytes having abundant cytoplasm and numerous plasma cells in 

the dermis (H and E, ×400)
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