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The clinical and trichoscopic features of syphilitic alopecia

Yanting Ye, Xiaoting Zhang, Ying Zhao, Yugang Gong, Jian Yang, Huan Li, Xingqi Zhang

Department of Dermatology, The First Affiliated Hospital of Sun Yat-sen University, Guangzhou, Guangdong 510080,

People’s Republic of China.

Corresponding author:
Xingqi Zhang

Department of Dermatology
The First Affiliated Hospital
of Sun Yat-sen University

Guangzhou, Guangdong 510080
People’s Republic of China

E-mail: xingqi.zhang@aliyun.com

Key words:

Abstract

Background: Syphilitic alopecia is not common in patients with secondary syphi-
lis. Though the clinical and histopathological findings of syphilitic alopecia have
been described, the trichoscopy features are unknown yet.

Main observation: A 42-year-old Chinese man was admitted to our clinic with
a complaint of hair loss. The patient presented clinically with moth-eaten alope-
cia over the whole scalp without any previous discomfort or skin rashes. The se-
rology for syphilis was positive. Trichoscopy showed black dots, focal atrichia, hy-
popigmentation of hair shaft and yellow dots.

Conclusions: On the basis of trichoscopy, along with serology testing syphilitic
alopecia can be differentiated from other hair loss diseases with similar clinical
presentation. (/ Dermatol Case Rep. 2014; 8(3): 78-80)

alopecia, dermoscopy, dermatosco-
py, hair loss, sexually transmitted
diseases, syphilis, venereal diseases

Introduction

Syphilis as a "great mimic" can present various manifesta-
tions indistinguishable from other diseases. Syphilitic alo-
pecia is an uncommon clinical manifestation of secondary
syphilis with an incidence of 2.9%-11.2%."* The clinical ma-
nifestations and histopathological features of syphilitic alo-
pecia have been described in detail, but the trichoscopic fe-
atures of syphilitic alopecia have not been described yet.
Here we present a case of syphilitic alopecia, and describe
the clinical and trichoscopic features.

Case report

A 42-year-old Chinese man came to our clinic with a com-
plaint of hair loss for 2 weeks, without scalp pruritus or pa-
in. He also complained about being under high mental stress
recently. He was heterosexual and was engaging in casual
sex. He denied having any skin lesions in the genital area
before the hair loss, i.e., the clinical manifestations of pri-
mary syphilis. The patient had a past history of asthma and
diabetes mellitus, but no history of hair loss.

On physical examination of the scalp area, numerous small
scattered non-scarring hairless patches with incomplete
hair loss were observed. The patches were irregular in size
without defined borders, ranged from 0.2cm-0.5cm in dia-
meter, distributed over the whole scalp giving the appearan-
ce of moth-eaten alopecia (Fig. 1). The hairless areas showed
no signs of inflammation or desquamation. The gentle pull
test was negative. Under trichoscopy black dots, focal atri-
chia, hypopigmentation of hair shafts and yellow dots were
observed (Fig. 2). The empty ostia of hair follicle were pre-
sented. No skin rash was found all over the body. Up till
now, the primary clinical impressions include syphilitic alo-
pecia (SA) and alopecia areata (AA).

Blood tests were performed including blood count, total
IgE, antinuclear autoantibodies tests, serology for HIV and
syphilis. The results of serology for syphilis were positive:
rapid plasma reagin test (RPR) with titer of 1:64 and Trepo-
nema pallidum particle assay (TPPA) with titer of 1:2560.
No any other abnormality was with the rest of results. The
patient was unwilling to accept a biopsy when under request.

Therefore the diagnosis was established as syphilitic alo-
pecia, i.e., second stage of syphilis. The antisyphilitic treat-
ment was installed right after the diagnosis was confirmed
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by serological tests, with intramuscular injection of benza-
thine benzylpenicillin, a weekly dose of 2.4 million unit for
3 weeks. Regrowth of hair was observed 12 weeks after the
start of the treatment.

Discussion

According to the classification of McCarthy made in 1940,
secondary SA was divided into two types: symptomatic SA
and essential SA.® Essential SA, characterized by alopecia
without any other visible syphilitic lesions on the scalp, may
appear as one of three different clinical patterns: moth-eaten
or patchy alopecia, diffuse alopecia and mixed pattern of
alopecia.* Among them, the moth-eaten pattern alopecia
has been considered the most common and characteristic
form of secondary syphilis.*®

In this case, the patient presented with moth-eaten alo-
pecia of essential SA as the first and only manifestation of
secondary syphilis, without any skin rashes and preceding
history of genital chancre. Moreover, the pattern of non-
scarring, moth-eaten alopecia was not only seen in SA, it was
also found in other diseases, e.g., alopecia areata, trichotil-
lomania, or tinea capitis.® Therefore, a carefully differential

Figure 1

Global pictures of
moth-eaten alope-
cia scattered
among the whole
scalp from frontal-
parietal (A) and
occipital (B) view.

Figure 2

Trichoscopy signs
of moth-eaten sy-
philitic alopecia.
(A) Small patches
of hair loss with
black dots and yel-
low dots inside.
(B) Black dots,
focal atrichia, hy-
popigmentation of
hair shaft and yel-
low dots were pre-
sented in the hair
loss region.

diagnosis is necessary and important, especially when pa-
tients presented with non-scarring alopecia.

In addition to the global view of the hair loss region, the
application of trichoscopy (hair and scalp dermoscopy) helps
greatly in the differential diagnosis. To our knowledge, spe-
cific trichoscopy features for SA have not been described in
literature up to date. Here in this case, the trichoscopy signs
for SA included black dots, focal atrichia, hypopigmentation
of hair shafts and yellow dots, and the scalp showed no
obvious signs of inflammation or desquamation. Absence
of exclamation hair, coma hair, flame hairs or v-sign can be
used to exclude AA, tinea capitis and trichotillomania, re-
spectively.”9 The diagnosis of SA in this case was confir-
med by patient’s sexual history and positive serological tests
for RPR and TPPA. Although SA resembles AA clinically, lack
of exclamation hair and uneven diameter of hairs under
trichoscopy can be used to differentiate these two conditions.

Histopathology examination of the hair loss region is re-
quired to further confirm the diagnosis. Unfortunately, we
were unable to receive patient’s consent for biopsy. The hi-
stopathology findings of SA usually include a normal epider-
mis with areas of follicular hyperkeratosis, a marked redu-
ced number of anagen follicles and an increasing number of
catagen and telogen follicles.>'? A presence of a perivascular
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and perifollicular (especially in the peribulbar region) lym-
phocytic dermal infiltration with scattered plasma cells was
observed in some cases.>'"1? Besides, Treponema pallidum
DNA was detected in lesional follicles of SA by molecular
methods,> and immunohistochemistry showed the presen-
ce of spirochetes in hair follicles, usually in the perifollicu-
lar and peribulbar regions." The above histopathological
findings in SA lesions differ from AA, tinea capitis and tri-
chotillomania, useful in differential diagnosis.

Conclusions

Our findings indicate that trichoscopy may facilitate the
diagnosis of syphilitic alopecia in a patients who presents
with hair loss of unknown origin. Clinical presentation, se-
rological screening for syphilis, and scalp histopathology
should be taken into consideration for final diagnosis.

Trichoscopy signs of syphilitic alopecia in our patient in-
cluded black dots, focal atrichia, hypopigmentation of hair
shaft and yellow dots.
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