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Destruction of the soft palate and nose by tertiary
'benign' syphilis. A case report

TORE RAMSTAD and LARS TRAAHOL T Department of Dental Prosthetics, University of Oslo, and Department of Plastic and Reconstructil'e Surgery,
Rikshospitalet Unil'ersity Hospital, Oslo

Summary
A case of untreated tertiary syphilis involving the soft palate and nose is described and
the treatment is outlined.
In view of the rising incidence of acquired syphilis the clinician should bear this
disease in mind whenever atypical lesions are encountered.
Introduction
The incidence of acquired syphilis in Norway has followed the same pattern as that
observed in other Western countries (Idsoe & Guthe, 1967). Effective antisyphilitic
therapy resulted in a reduction from about] ,300 reported new cases in 1945 (population 3·1 million) to about 100 new cases a year in the late 1950s and early 1960s. From
then on a gradual rise in the incidence to about 300 new cases in 1975 (population
4 million) has been reported, bringing the incidence almost up to pre-war levels
(Medical Statistical Report, 1935- 1975). It has, however, been estimated that the primary lesions either do not develop or are not recognized in as many as 50 % of females
and 30 ~~ of males (Robbins, 1967). The reported incidence may, therefore, be well
below the actual incidence.
In an epidemiological re-study of the unique material of Boeck and Bruusgaard
(Bruusgaard, 1929), Gjestland (1955) observed that tertiary syphilitic manifestations
were diagnosed in less than one-third of deliberately untreated syphilitics. The majority
of these lesions involved the cardio-vascular or the nervous system. 'Benign' tertiary
syphilitic lesions (i.e. tertiary syphilitic lesions of the skin, mucous membrane, bone
and joints) occurred in 15·8 % of a total of 1,147 patients with untreated syphilis. In
cases where 'benign' tertiary lesions occurred as solitary manifestations about 70 %
developed on skin and about 10 % on mucous membrane. A summary of Gjestland's
study has been presented by Clark & Danbolt (1964).
The purpose of this report is to re-focus attention on syphilis as a possible course
of destructive changes in the face and oral cavity.
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Case report
In 1974, a 63-year-old single male, a retired fisherman, was referred to the Oslo Cleft
Palate Team for prosthetic rehabilitation, with a diagnosis of cleft palate. The patient
reported good health up to 1944. At that time he experienced discomfort on eating
and swallowing, chronic rhinorrhea and stiffness of the neck. He also had a painless
ulceration on the inside of his left ala nasi which gradually led to nasal disfigurement.
The discomfort subsided after some months whereupon the patient by mere chance
discovered that something seemed to be missing in his pharynx. No medical advice
was sought.
On recalling these distant events the patient admitted that exposure to veneral
infection could not be excluded but genital involvement had never been noticed.

Physical examination
A depressed scar above the left ala nasi producing nasal asymmetry was the only
external abnormality observed (Fig. ]). The nasal septum was markedly deviated to
the left resulting in partial stenosis on the affected side. Intraoral examination revealed
a large completely healed defect amounting to the absence of the entire soft palate
(Fig. 2). The defect was limited anteriorly by the posterior border of the apparently

Fig. 1. Nasal defect and asymmetry.

Fig. 2. Palatal defect extending anteriorly to the posterior border of the hard palate. Edentulous jaws.
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intact hard palate. Bilaterally, asymmetrical elevated strands of scar tissue extended
in a latero-posterior direction from the lateral regions of the hard palate into the hypopharynx. The pharyngeal mucous membrane presented a smooth, pale, atrophic
surface but no scar contracture could be observed. No pharyngeal muscular activity
could be elicited except for a moderate contraction of the left salpingo-pharyngeal
muscle (Fig. 3). The patient's speech was practically unintelligible due to open nasalitv.
No other clinical signs of syphilis could be observed.

Fig. 3. Left sa\pingo-pharyngea\ muscle contracting (arrow).

Serologic examination
Repeated Bordet- Wassermann tests, Meinicke Class II tests and spinal fluid Treponema pallidum immobilization tests (TPl) were negative. However, serum TPI tests
were positive indicating the presence of serum treponema antibodies.
Biopsy
Biopsy from the pharyngeal lesion demonstrated an abundance of s,car tissue and a
light non-specific inflammation.
Treatment
The patient was treated with 5·1 x 10 6 iu PAM-penicillin. One month later surgical
repair of the palatal defect was attempted by means of a wide superiorly based pharyngeal flap. The pharyngeal mucosa was atrophic and the submucosal tissue fibrotic
and adherent to the pharyngeal wall. Healing seemed to proceed normally and the
patient's speech improved markedly for some days post-operatively. However, small
necrotic zones developed in the flap. In the course of 2 weeks this had progressed to
complete necrosis necessitating the removal of the slough. The donor site healed
uneventfully and a few weeks later the situation in his pharynx was practically indistinguishable from the pre-surgical state.
Twelve months post-operatively maxillary and mandibular prostheses were
constructed. The maxillary prosthesis was fitted with a speech aid which sealed off
the nasal from the oral cavity except in relation to the active left salpingo-pharyngeaJ
muscle (Fig. 4). Upon contraction and relaxation this muscle created a valve-like
mechanism against the lateral aspects of the speech aid.
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Fig. 4. Maxillary prosthesis with speech aid in situ.

With the speech aid in place, velo-pharyngeal competency was achieved apart from
a few nasal air escapes. Open nasality was insignificant. Residual speech errors were
corrected by speech therapy in the course of 1 week. Thus, following treatment,
speech was practically normal. The prostheses were well tolerated by the patient.
A re-evaluation of the patient 2 years later demonstrated no change in the treatment result.
Discussion
In Gjestland's material (1955) tertiary lesions appeared as early as a few months
after the termination of the secondary syphilis or the secondary relapse in some cases.
Our patient's memory with regard to the relative timing of the appearance of the
nasal and the pharyngeal lesions could not be relied upon. The nasal lesion might well
have manifested itself first. The stated absence of primary genital involvement,
although frequently unnoticed , therefore leads one to suspect the nasal scar to be a
sequela of the primary chancre.
A strong pointer to the diagnosis of tertiary syphilis in this case is the statement
by Stoke, Beerman & Ingraham (1945) that 'perforation of the hard and soft palate
is the nearest approach to a pathognomonic sign of syphilis to be found on mucous
membrane' .
I n our patient the disease had followed a typical insidous course (Neuman, 1899;
Mulzer, 1929). According to Stoke et al. (J 945) the absence of scar tissue contracture
is a basic feature of tertiary syphilitic lesions of the skin and mucous membrane. In
the present case only the pharyngeal scar demonstrated this typical behaviour.
In syphilis the antibody titres decrease and the serum reactions become vague in
the course of the disease. This starts with the lipid reactions (e.g. Bordet-Wassermann)
followed by the treponema protein reactions. Negative serologic tests are, therefore,
common in the later stages of syphilis. The TPI test however, usually remains positive
throughout life (Scheiber, 1974).
The blood-brain barrier together with the greater dilution of the cerebro-spinal
fluid imply that a positive spinal fluid TPI would only be expected in cases with
syphilitic involvement of the nervous system (Schultze & Heremans, 1966).
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Syphilis may produce a variety of changes in the mucous membrane. The histological findings in this case gave no clues to the diagnosis.
In retrospect and in view of the operative and histopathologic observations, it
seems obvious that the infection in this case had not only caused a destruction of the
soft palate, but also a permanent scarring of the entire oro-pharynx. It is a common
experience that the presence of extensive scarring makes any attempt at surgical repair
of the palate hazardous. Prosthetic rehabilitation should, therefore, be the first
treatment of choice in such cases.
Due to the compensatory articulation errors usually developed during a period
of velo-pharyngeal incompetency, it is strongly suggested that speech therapy should
play an important part in the total rehabilitation programme, even in cases with
acquired physical defects of the palate.
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