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ABSTRACT
Syphilis is an infectious disease which is associated with specific oral lesions. Oral manifestations of
syphilis are most likely to be observed in secondary disease but all stages of the disease can also
give rise to oral lesions. The congenital disease gives rise to dental anomalies as well as bone, skin,
and neurological anomalies of the face.
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INTRODUCTION
Infective syphilis is caused by the anaerobic filamentous spirochete, Treponemapallidum. Humans
become the only known vectors 1,2,. The transmission occurs via oral-genital, oral-anal, or other
sexual contact, transfusion with contaminated blood, direct contact with contaminated material, and
intra-uterine transmission1,2,3. In HIV patients, syphilis follows a malignant and protracted course
which is associated with serious neurological complications and frequent relapses after conventional
therapy 4.
PRIMARY SYPHILIS
Chancre which is the initial lesion which appears one to two weeks after exposure to the Treponema.
This is the primary stage that occurs at the site of inoculation. The incubation period can last for up
to 40 days . The lesion is usually erosive or ulcerated, singular, painless, with base infiltration and
hardened high margins, frequently occurring in ano-genital and oral regions. After the appearance of
the chancre, regional lymphadenopathy occurs. Spontaneous healing of the chancre occurs within
three to six weeks, and scars are not commonly seen 1,2. Primary syphilis of the mouth manifests as a
solitary ulcer involving the lip or, more rarely, the tongue. The upper lip is more commonly affected
than the lower in males, while the opposite is seen in females. The rarely affected sites includes
pharynx or tonsils. The ulceration appears as deep with a red, purple, or brown base and an irregular
raised border which is usually accompanied by cervical lymphadenopathy 5. Differential diagnosis
for intraoral syphilis includes herpetic or fungal infections, tuberculosis, histoplasmosis, squamous
cell carcinoma, or trauma (15,19).
SECONDARY SYPHILIS
The features of this type of syphilis reflects the hematogenous spread of T. pallidum, which is similar
to its other mucocutaneous features. The oral manifestations of secondary syphilis can be more
extensive and/or variable than those of the primary disease. Oral lesions arise in 30% of patients with
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secondary syphilis, although very rarely oral ulceration may be the only manifestation of infection.
There two principal oral features of secondary syphilis are mucous patches and maculopapular
lesions, although nodular lesions may rarely arise.
MACULOPAPULAR LESIONS
• Macular syphilides: These type of lesions tend to arise on the hard palate and manifest as flat-toslightly raised, firm, red lesions 6.
• Papularsyphilides: They commonly manifest as red, raised, firm round nodules with a grey center
that may ulcerate. The papules usually arise on the buccal mucosa or commissures and these are
usually rare 7.
• Mucous patches: The mucous patches usually manifest as oval-to-crescenteric erosions or shallow
ulcers measuring 1 cm diameter, covered by a grey mucoid exudate and with an erythematous border
6
. These are seen bilaterally on the mobile surfaces of the mouth,8 although the pharynx, gingivae,
tonsils, and rarely hard palate can be affected 9. The mucous patches may appear as split papules at
the commisures while on the distal and lateral aspects of the tongue, they tend to ulcerate or manifest
as irregular fissures. The mucous patches may coalesce to give rise to, or arise de novo as,
serpiginous lesions, sometimes termed snail track ulcers 9.
ULCERONODULAR DISEASE (LUES MALIGNA)
Ulceronodular disease is an explosive generalized form of secondary syphilis which is characterized
by fever, headache, and myalgia. This is often followed by a papulopustular eruption which rapidly
transforms into necrotic, sharply demarcated ulcers with hemorrhagic brown crusts, organized in
rupioid layers commonly on the face and scalp. The mucosa is involved in about one third of affected
patients. Luesmalignagives rise to crateriform or shallow ulcers on the gingivae, palate or buccal
mucosa, with multiple erosions on the hard and soft palates, tongue and lower lip 10,11,12.
Tertiary Syphilis
Tertiary syphilis occurs after one year of evolution in patients who have not still received treatment
in either primary or secondary stages . The characteristic destructive lesion of this phase is the
gumma formation. It represents the chronic hypersensitivity reaction to the presence of spirochete
2
.The clinical manifestations can appear after a variable latency and more frequently occur in
cutaneous, cardiovascular, and nervous forms 13.
GUMMA FORMATION
Gummasmost commonly tends to arise on the hard palate and tongue, although very rarely they may
occur on the soft palate, lower alveolus, and parotid gland 14,15,16,17. A gumma manifests initially as
one or more painless swelling 18, when multiple they tend to coalesce, giving rise to serpigninous
lesions. The swellings eventually develop into areas of ulceration, with areas of breakdown and
healing. There may be eventual bone destruction, palatal perforation, and oro-nasal fistula formation.
The areas of ulceration eventually heal, although the resultantscarring can cause fissuring.
CONGENITAL SYPHILIS
Treponemapallidum crosses the placenta only after the 16th week of intrauterine life. The orofacial
manifestations of congenital syphilis can be split into early and late. Early features include diffuse
maculopapular rash, periostitis(frontal bossing of Parrot), and rhinitis whereas the late features,
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manifests at least 24 months after birth which comprises of Hutchinsonian triad (interstitial keratitis
of the cornea, sensorineural hearing loss, and dental anomalies) The dental anomalies only affects
the teeth in which calcification occurs during the first year of life, hence typically the permanent
incisors and first molars. The maxillary incisors are more commonly affected than the mandibular
ones. The incisors have a screwdriver shape with convergence of the lateral margins towards the
incisaledge.The first molar may be bud-shaped and reduced to the size of the adjacent second molar.
Enamel hypoplasia may occur in few cases. Yellow discoloration of the skin about the lips can arise
soon after birth; the area then becomes increasingly rigid with crack formation and eventual
(Parrot’s) radial scars—rhagades—of the lips. Various otherorofacial features include atrophic
glossitis and a high, narrow palatal vault. Facial neuropathies may rarely occur as can palatal gumma
in adulthood19.
DIAGNOSIS AND TREATMENT
The diagnosis is commonly made by serologic testing. The most commonly used screening tests are
the Rapid Plasma Reagin (RPR) and the Venereal Disease Research Laboratory (VDRL). These are
non-specific, non-treponemal tests that use reagin, cardiolipin-lecithin-cholesterol antigens to test for
antibodies against T. pallidum. The most common specific serologic tests for syphilis are the
fluorescent treponemal antibody absorption test and the microhemagglutination test. These detect
antibodies that are produced against treponemalantigens20. The treatment of choice for primary or
secondary syphilis is to two-team doses of benzathinepenicillin G, 2.4 million units intramuscularly,
applied one week apart, and for tertiary syphilis three to four doses. Ceftriaxone or tetracycline are
given to patients who are allergic to penicillin1,2.
CONCLUSION
Syphilis is a disease with varied clinical and oral manifestations.All organs and systems may be
compromised in its clinical stages. Oral evaluation is a must in all patients under this condition and
care should be taken in all clinical stages of the disease.
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