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A case of malignant syphilis complicated

with myiasis in Northeast China

Sir,

Malignant syphilis is a rare form of secondary syphilis,
which is most commonly associated with HIV infection.
We report a 55-year-old man who presented with a 2-week
history of cutaneous ulcers and thick crusts accompanied by
low-grade fever (37.5°C-38.7°C). He worked in unhygienic
surroundings and the standard of living was low. He had
divorced his wife 10 years ago and gave history of unprotected
sexual contact 2 months back with a partner who could not be
traced. He was also consuming alcohol heavily since 10 years.
Physical examination revealed multiple ulcers covered with
rupioid crusts (maximum diameter of 6 cm) on the face, scalp,
trunk and extremities, including the soles [Figure 1a and b].
The mucosa was clear and there was no superficial lymph
node enlargement. During surgical debridement, several
white maggots (about 1 cm in length) were identified
from the necrotic tissue on the left lower leg [Figure Ic].
Laboratory examination revealed leucocytosis (13.0 x 10%/L)
with neutrophilia (10.23 x 10°%L) and slightly increased
C-reactive protein (10.4 mg/dL). Liver function tests were
normal with alanine aminotransferase level of 36 U/L
(normal value <40 U/L) and aspartate aminotransferase
level of 37 U/L (normal value <40 U/L). Serum treponema
pallidum particle agglutination assay was positive and rapid
plasma reagin (RPR) titer was 1:128. HIV serological test
was negative. The tissue was from the region of cutaneous
ulcers. Tissue cultures for fungi, Mycobacterium tuberculosis
and Neisseria gonorrhoeae were negative. Dark ground
microscopic examination for Treponema pallidum was
negative. Histological examination of a skin biopsy specimen
from the lesions on the back revealed epidermal hyperplasia
and extensive inflammatory infiltration with plasma cells and
lymphocytes in the dermis [Figure 2]. The maggots were
identified as the second instar larvae of hypoderma lineatum by
the Department of Parasitology of Jilin University. Based on
the above findings, the patient was diagnosed with malignant
syphilis and myiasis after ruling out fungal infections,
Mycobacterium tuberculosis or Neisseria gonorrhoeae
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disseminated infections and vasculitis. Treatment was started
with intramuscular penicillin G benzathine (2.4 million units
per week for 3 weeks) preceded by 20 mg oral prednisone
to prevent Jarisch-Herxheimer reaction. One month later,
the ulcers healed completely, although atrophic scars
remained [Figure 1d and e]; the RPR titer dropped to 1:32. At
3-month follow-up, there was no relapse and the RPR titer had
further dropped to 1:4; anti-HIV antibody was still negative.

Figure 1a: Ulcerated erythematous nodules and plaques covered with thick
crusts on the face, chest, abdomen and shoulders
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Figure 1b: Ulcerated erythematous nodules and plaques covered with thick Figure 1c: A deep ulcer at the left lower leg and a white maggot extracted
crusts on the back from the necrotic tissue

Figure 1d: Residual atrophic scars are observed on the face, chest, abdomen Figure le: Residual atrophic scars are observed on the back 1 month after
and shoulders, 1 month after initiation of treatment with penicillin G benzathine initiation of treatment with penicillin G benzathine




Net Letter

Figure 2: Histopathological examination showing epidermal hyperplasia
and dense inflammatory infiltration of plasma cells and lymphocytes in the
dermis (H and E, x200)

Malignant syphilis is clinically characterized by generalized
necrotic ulcers covered with dark, rupioid crusts which are
preceded by prodromal symptoms of fever, headache and
myalgia. The development of malignant syphilis has been
linked to the weakening of the host immune status. Itis believed
that HIV-induced immunodeficiency favors the predominance
of the agent in the agent-host contest which may alter the
classical clinical course of syphilis and produce unusual
syphilitic manifestations.! However, malignant syphilis is
not exclusive to HIV-positive patients and is also associated
with chronic alcoholism, malnutrition, hepatitis, pregnancy,
diabetes, repeated infections and fatal blow.? In our case, the
probable triggers were excessive alcohol consumption and
malnutrition. Poor personal hygiene and impaired skin barrier
caused by malignant syphilis also led to myiasis, which is
a rare parasitic disease in the non-pastoral areas, especially
in North-east China. The diagnosis of malignant syphilis is
based on the clinical manifestations, serological findings and
histopathological findings of lymphocytic infiltrates among
plasma cells in the dermis. It is worth mentioning that syphilis
serology can be negative in HIV-positive patients,® or due to
the so-called syphilis prozone phenomenon.* Furthermore, the
titer of non-treponemal test antigen is not directly related to

the severity and duration of the disease.’ Neurosyphilis can be
seen in malignant syphilis; however, in our patient, there were
no symptoms or signs suggestive of neurological involvement
and the treatment resulted in satisfactory reduction in RPR
titer. Hence, cerebrospinal fluid assessment was not performed.
The treatment schedule for malignant syphilis is the same
as for late latent syphilis.?> Ceftriaxone or tetracyclines can
be used in patients who are allergic to penicillin. Usually,
malignant syphilis rapidly responds to appropriate therapy;
however, in the absence of treatment, the infection can
progress to late stages with poorer prognosis. Thus, awareness
regarding the clinicopathological manifestations is necessary
for the diagnosis of this rare disease and its presence should
alert the health care provider to consider HIV co-infection and
other potential causes for immune dysfunction.
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