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Eligible for 1 MOC SA Credit From the ABD
This Photo Challenge in our print edition is eligible for 1 self-assessment credit for Maintenance of Certification from the American Board of  
Dermatology (ABD). After completing this activity, diplomates can visit the ABD website (http://www.abderm.org) to self-report the credits under 
the activity title “Cutis Photo Challenge.” You may report the credit after each activity is completed or after accumulating multiple credits.

PLEASE TURN TO PAGE 277 FOR THE DIAGNOSIS

A 21-year-old man presented to our clinic with rectal 
pain of 2 months’ duration that occurred in associa-
tion with bowel movements and rectal bleeding in 
the setting of constipation. The patient’s symptoms 
had persisted despite multiple clinical encounters and 
treatment with sulfamethoxazole-trimethoprim, clotrim-
azole, valacyclovir, topical hydrocortisone and pramox-
ine, topical lidocaine, imiquimod, and psyllium seed. 
The patient denied engaging in receptive anal inter-
course and had no notable medical or surgical history. 
Physical examination revealed a 6-cm hypopigmented 
fungating mass on the left gluteal cleft just external to 
the anal verge; there were no other abnormal findings. 
The patient denied any other systemic symptoms. 

WHAT’S YOUR DIAGNOSIS?
a. anal squamous cell carcinoma
b. chancroid
c. condyloma acuminatum
d. condyloma latum
e. hemorrhoid
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THE DIAGNOSIS:

Condyloma Latum

A punch biopsy of the perianal mass revealed epi-
dermal acanthosis with elongated slender rete 
ridges, scattered intraepidermal neutrophils, and 

a dense dermal inflammatory infiltrate (Figure, A) with 
a prominent plasma cell component (Figure, B). A trepo-
nemal immunohistochemical stain revealed numerous 
coiled spirochetes concentrated in the lower epidermis 
(Figure, C). Serologic test results including rapid plasma 
reagin (titer 1:1024) and Treponema pallidum antibody 
were reactive, confirming the diagnosis of secondary 
syphilis with condyloma latum. The patient was treated 
with intramuscular penicillin G with resolution of the 
lesion 2 weeks later.

Syphilis, a sexually transmitted infection caused by the 
spirochete T pallidum, reached historically low rates in the 
United States in the early 2000s due to the widespread 
use of penicillin and effective public health efforts.1 
However, the rates of primary and secondary syphilis 
infections recently have markedly increased, resulting in 
the current epidemic of syphilis in the United States and 
Europe.1,2 Its wide variety of clinical and histopathologic 
manifestations make recognition challenging and lend it 
the moniker “the great imitator.” 

Secondary syphilis results from the systemic spread of 
T pallidum and classically is characterized by the triad of 
a skin rash that frequently involves the palms and soles, 
mucosal ulceration such as condyloma latum, and lymph-
adenopathy.2,3 However, condyloma latum may represent 
the only manifestation of secondary syphilis in a subset of 
patients,4 as observed in our patient. 

In the 2 months prior to diagnosis, our patient was 
evaluated at multiple emergency departments and pri-
mary care clinics, receiving diagnoses of condyloma acu-
minatum, genital herpes simplex virus, hemorrhoids, and 
suspicion for malignancy—entities that comprise the dif-
ferential diagnosis for condyloma latum.2,5 Despite some 
degree of overlap in patient populations, risk factors, and 
presentations between these diagnostic considerations, 
recognition of certain clinical features, in addition to his-
topathologic evaluation, may facilitate navigation of this 
differential diagnosis. 

Primary and secondary syphilis infections have been 
predominantly observed in men, mostly men who have 
sex with men and/or those who are infected with HIV.1 
Condyloma acuminata, genital herpes simplex virus, and 
chancroid also are seen in younger individuals, more com-
monly in those with multiple sexual partners, but show a 
more even gender distribution and are not restricted to 
those partaking in anal intercourse. The clinical presen-
tation of condyloma latum can be differentiated by its 
painless, flat, smooth, and commonly hypopigmented 

Punch biopsy of a perianal mass. A, Epidermal acanthosis with elon-
gated slender rete ridges, scattered intraepidermal neutrophils, and a 
dense dermal inflammatory infiltrate (H&E, original magnification ×100). 
B, A prominent plasma cell component was noted in the dermal inflam-
matory infiltrate (H&E, original magnification ×400). C, Treponemal 
immunohistochemical stain showed numerous coiled spirochetes con-
centrated in the lower epidermis (original magnification ×40).
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appearance, often with associated surface erosion and 
a gray exudate, in contrast to condyloma acuminatum, 
which typically presents as nontender, flesh-colored or 
hyperpigmented, exophytic papules that may coalesce 
into plaques.2,3,6 Genital herpes simplex virus infection 
presents with multiple small papulovesicular lesions 
with ulceration, most commonly on the tip or shaft of 
the penis, though perianal lesions may be seen in men 
who have sex with men.7 Similarly, chancroid presents 
with painful necrotizing genital ulcers most commonly 
on the penis, though perianal lesions also may be seen.8 
Hemorrhoids classically are seen in middle-aged adults 
with a history of constipation, present with rectal bleed-
ing, and may be associated with pain in the setting of 
thrombosis or ulceration.9 Finally, perianal squamous cell 
carcinoma primarily occurs in older adults, typically in the 
sixth decade of life. Verrucous carcinoma most commonly 
arises in the oropharynx or anogenital region in sites of 
chronic irritation and presents as a slow-growing exo-
phytic mass. Classic squamous cell carcinoma most com-
monly occurs in association with human papillomavirus 
infection and presents with scaly erythematous papules 
or plaques.10 

Our case highlighted the clinical difficulty in recog-
nizing condyloma latum, as this lesion remained undiag-
nosed for 2 months, and our patient presumptively was 

treated for multiple perianal pathologies prior to a biopsy 
being performed. Due to the clinical similarity of vari-
ous perianal lesions, the diagnosis of condyloma latum 
should be considered, and serologic studies should be 
performed in fitting clinical contexts, especially in light of 
recently rising rates of syphilis infection.1,2
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