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ABSTRACT 

 

Syphilis is an infectious disease caused by treponema 

pallidum, which can be transmitted through the 

hematogenous or maternal-fetal pathways, resulting in 

polymorphous skin lesions. It is presented in three distinct 

stages, being: primary, secondary or latent and tertiary or late. 

Although oral manifestations of syphilis are more likely to be 

observed during the secondary disease, all stages of the 

disease can lead to oral lesions. The diagnosis of syphilis 

should be based on the stage of the disease and its treatment 

consists of antibiotic therapy. This paper aims to present a 

case report diagnosed at the University Dental Clinic of a 

patient with oral manifestations of secondary syphilis. It is 

essential that all dental surgeons are aware of the oral 

manifestations of syphilis in its different stages, so that a 

correct diagnosis can be made and then appropriate treatment 

can be made. 
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1. INTRODUCTION 
 

The etiologic agent of syphilis is an anaerobic 

filamentous spirochete, Treponema pallidum. Since 

1996 there has been a significant increase in the 

prevalence of syphilis in the developed world1,2. Most 

of the time this disease can be acquired through sexual 

contact with the partner with active lesions, although 

transmission may also occur through transfusion of 

infected blood or transplacental inoculation of the fetus 

by the infected mother3,4. 

The disease is divided into three different stages: 

primary, secondary and tertiary syphilis. Each stage has 

its characteristic signs and symptoms. Primary lesions 

appear at the site of infection and are characterized by 

scarring of the ulcer. Variable latency periods may 

occur between stages, with the risk of postponing 

appropriate medical treatment, or having a false idea of 

spontaneous resolution of the disorder. In the second 

and, thereafter, spirochetes can spread systemically 

beyond the site of the primary infection. The 

characteristics or signs / symptoms of oral 

manifestation of syphilis include ulceration, mucosal 

spots, maculopapular lesions, and are rare in the 

primary stage of the disease2,5. However, the increase 

in sexual habits with the practice of fellatio can lead to 

the appearance of cancer in the mouth, even in the 

primary stages. 

When secondary syphilis is not treated or when 

therapy is inadequate, there is a latent period (latent 

syphilis) in which symptomatology disappears, causing 

the patient to feel cured, but the disease continues its 

course in the body and serology remains positive6. 

Tertiary syphilis is characterized in the mouth by 

chronic and destructive lesions (gum), commonly 

found on the hard palate and tongue. The clinical signs 

in this case may include nasal voice, difficulty in 

swallowing as a result of a buconasal communication 

in an extensive palate lesion7.  

Syphilis has therefore important implications that 

require the care of the dental surgeon. In addition to the 

oral manifestations, where the primary and secondary 

stages show a highly contagious pattern, it is possible 

that the disease is transmitted by direct contact with the 

oral lesions, saliva and blood. Thus, the dental surgeon 

may play an important role in the early diagnosis of 

this disease, allowing the patient to receive the correct 

treatment8.  

This study aims at the study of syphilis, seeking to 

explain a case report diagnosed from the oral 

manifestations of secondary syphilis so as to contribute 

to the dissemination and training of the dental surgeon 

so that a correct diagnosis can be made and appropriate 

treatment possiblev.  

 

2. CLINICAL CASE 
 

Patient A.S.B., male, 21 years old, presented to the 

Dental Clinic of the University of Paranaense with 

complaint of "scaling" on the labial mucosa and 

presence of wounds inside and outside the mouth. 

During the anamnesis, the patient reported painful 

symptoms mainly during food intake. In the medical 

history, the patient reported having had "chancre" for 

two years and had undergone medical treatment for 

this. In the physical examination, the presence of 

erythematous lesions surrounded by a whitish halo in 

the hard palate region (Figure 1) of the womb of the 
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tongue (Figure 2), and the right lower lip mucosa 

(Figure 3).  

 

 
Figure 1. Erythematous lesions in the palate region. 

 

 
Figure 2. Tongue lesions. 

 

 
Figure 3. Labial mucosa lesion. 

 

In view of these signs and symptoms, the diagnostic 

hypothesis was secondary syphilis. The patient 

underwent incisional biopsy and the specimen was sent 

for anatomopathological examination and submitted to 

the VDRL examination to complement the diagnosis. 

The results of the anatomic pathological examination 

were descriptive, where a fragment of palatine mucosa 

presenting epithelium with areas of hyperkeratosis and 

acanthosis was observed. The fibrous conjunctiva is 

found with mucous salivary glands, nerve bundles and 

intense chronic inflammatory infiltrate. The final 

diagnosis was made in association with the clinical and 

histological characteristics with the VDRL test, with 

positive result. 

The patient was referred to the infectious physician, 

where treatment with penicillin was performed in two 

doses. The patient is currently preservation. 

 

3. DISCUSSION 
 

Syphilis presents systemic and chronic evolution, 

which can occur through sexual transmission and other 

intimate contacts. It can also be transmitted from the 

mother to the fetus (vertical transmission), or by the 

child's contact with the maternal lesions during 

childbirth9,10. Patients affected by syphilis are usually 

males in adulthood between the third and sixth decade 

of life11. 

It is estimated that in Brazil occur more than 900 

thousand new cases per year, and in the world more 

than 12 million12. Because it is a pandemic disease, 

syphilis is an important public health problem. There is 

a high incidence among young people and young 

adults, perhaps due to greater sexual freedom, 

promiscuity, increased use of intravenous drugs, illegal 

drug exchange by sex, reduced use of contraceptive 

barrier methods and increasing prostitution activity. 

However, oral sex is the main cause of oral 

manifestations of syphilis8,12,1,11. 

Three clinical stages of syphilis can be recognized 

from the inoculation of microorganisms: primary, 

secondary and tertiary syphilis12. 

Primary syphilis appears 2 to 4 weeks after 

infection in the form of ulcer or erosion (syphilitic 

cancer); has a high incidence in the oral cavity reaching 

the tongue and lips, characterized by the appearance of 

deep ulcer, hardened base, raised, crateriform and 

painless lips. When installed on the hard palate, it 

shows lesion in the form of shallow ulcer of whitish 

background and erythematous halo around, of irregular 

contour without elevated edges. After 15 days, the 

hardened ulcer regresses spontaneously, causing the 

patient to believe that he is already cured14.  

Secondary syphilis appears within the next 2 to 4 

weeks. Some authors report the onset of lesions within 

12 weeks after exposure15. In the presented clinical 

case, the patient reported the appearance of the lesions 

after 24 months of chancre manifestation. At this stage, 

there are generalized muco-cutaneous manifestations, 

with generalized lymphadenopathy, malaise, fever, 

joint pains, headache and myalgias, and often mild 

pharyngitis. The most frequent lesions in the oral 

cavity are macules (white, irregular, slightly elevated 

and asymptomatic), or syphilitic roseola, which 

develop into infiltrates and papules the size of lentils. 

They may also manifest in the perioral region and, 

possibly, in the angles of the mouth, simulating the 

mouthpiece4. The presence of erythematous lesions 

surrounded by a whitish halo in the region of the hard 

palate, the bilateral posterior portion of the tongue, the 

upper and lower labial frenulum, and the lower right 

labial mucosa were detected in the intrabuccal physical 

examination of the patient in question. The literature 

reports that all these eruptions spontaneously involve 
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without sequelae even in the absence of treatment, 

following a period of latency, being able to remain in 

this state throughout life (spontaneous cure) or evolve 

to the late phase16,10,6. During the period of follow-up 

of the patient awaiting the results of the 

complementary examinations (about 20 days), the oral 

lesions remained unchanged. 

Komeno et al (2018)13 described the case of a 

patient with significant lymphadenopathy and syphilis 

manifestations in the mucosa of the oropharynx, which 

could pass as signs of a tonsillitis. In the case we 

reported, the patient at the time that sought care 

presented normal lymph nodes and did not report an 

important history of anterior lymphadenopathy. 

Tertiary or late syphilis manifests 3 to 10 years after 

infection. At this stage granulomatous inflammations 

known as syphilitic gums (painless granulomatous 

tumors of elastic consistency and low infectivity) 

occur. They are preferentially located on the hard or 

soft palate, where those of the hard palate often lead to 

perforation of the palatine bone. Other regions affected 

are the lips, tongue and face17. 

Due to its manifestation in several parts of the body, 

the syphilis diagnosis has a multiprofessional nature 

covering different sectors and specialties, such as 

dentists, infectologists, nurses, neurologists, among 

others. Therefore, knowledge of oral manifestations at 

all stages should not be limited to dental surgeons, but 

all health professionals should be able to investigate 

and perform a correct diagnosis18,7. 

This diagnosis can be made in several ways: 

through direct microscopy in the dark field, which is 

performed at the moment of the consultation, direct 

immunofluorescence performed in the laboratory, since 

this method requires specific staining and a special 

microscope for its accomplishment, and impregnation 

by silver, performed after the dentist's care.  

In addition to these methods mentioned above, 

there are serological tests that can be classified as 

specific or treponemic and non-specific or non-

treponemic 16,10. The specific serology is used to 

confirm the infection being performed through the 

MHA-TP tests (Treponema pallidum 

hemagglutination), FTA-ABS (Fluorescent Treponemal 

Antibody Absorption) and ELISA (Enzyme Linked 

ImmunonoSorbent Assay)9,6. Non-specific is used for 

screening and monitoring of infection through the 

VDRL (Veneral Disease Research Laboratory) or RPR 

(Rapid Plasma Reagin) being less used, although it 

presents execution and results similar to the VDRL9,19.  

The patient underwent incisional biopsy and the 

specimen was sent for anatomopathological 

examination. The serological test requested was 

VDRL, since it is the most used serology and a simple, 

quick and easily accessible examination for the 

population, being able to perform it both qualitatively 

and quantitatively. The VDRL can be seen as an 

important complementary examination since the biopsy 

alone may not be enough to define the diagnosis, 

considering that the anatomopathological examination 

reveals a chronic mononuclear inflammatory picture 

with a predominance of plasma cells, located mainly 

around the vessels which may aid in the diagnosis of 

syphilis20. 

Regardless of the stage of manifestation of the 

syphilis disease, the treatment consists of the use of 

penicillin g-benzathine in varying doses and duration; 

erythromycin, tetracycline or doxycycline are used as 

substitute for allergic patients13,11. Although an 

individual assessment is required to establish the 

antibiotic of choice, its dosage, posology and route of 

administration according to cost-effectiveness and 

safety21. 

More than 50% of the patients present the Jarisch-

Herxeheimer reaction presenting fever, chills, myalgia 

and headache, which consists of an exacerbation of the 

anti-inflammatory response, 24 hours after the onset of 

antibiotic therapy, common in patients with recent 

syphilis. Therefore it recommends the prevention of the 

reaction with a single dose of corticoid22,23,4. 

A prevalence of the disease by the male sex is 

currently observed, especially in male patients who 

have sex with men, as described Komeno et al 

(2018)13, where the patient reported having oral sex 

with several partners, and may also occur with women 

who have sexual relations with women24. However, 

patients may not always have the confidence or 

freedom to report details of their sex life, and the 

practitioner should be able to conduct anamnesis 

without embarrassing the patient, since many of these 

patients are unaware of the transmission of the disease 

via oral sex, and sometimes believe that it is 

unnecessary to pass this information on to the 

evaluator. 

 

4. CONCLUSION 
 

It is implausible that syphilis, a disease with the 

potential to become severe and fatal, known for more 

than 50 years and with laboratory tests and treatment so 

simple to perform, is having its diagnosis neglected. 

Possibly, this fact occurs because the teaching is 

leaving learning failures, influencing the qualification 

of the health professionals and those responsible for 

primary care not knowing the disease in its different 

manifestations and stages. Because its diagnosis is a 

challenge, because it has a multiform and polymorphic 

clinical pattern mimicking different diseases, it is also 

up to the dentist to diagnose and prevent the diseases 

and their manifestations that affect the mouth, since it 

fully studies the anatomical region. It is of fundamental 

importance that the diagnosis be as early as possible 

avoiding sequels to the patient. In addition, in view of 

the increasing incidence of cases in a male patient, a 

detailed assessment of the patient's sexual life should 

be conducted, with the necessary caution not to 

constrain the patient, but without neglecting to obtain 

information that may be diagnosis and delay the correct 

treatment of the patient. 
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