
Laryngeal Syphilis Mimicking a Malignant Process: A Case Report

Lita Z, Labib O*, Lahjaouej M, Loudghiri M, Bijou W, Oukessou Y, Rouadi S, Abada R and Mahtar M

ENT department 20 aout hospital Casablanca Morocco

Citation: Lita Z, Labib O, Lahjaouej M, et al. Laryngeal Syphilis Mimicking a Malignant Process: A Case Report. Medi Clin Case 
Rep J 2026;4(3):1898-1900. DOI: doi.org/10.51219/MCCRJ/Labib-O/505

Received: 31 July, 2026; Accepted: 03 August, 2026; Published: 05 August, 2026

*Corresponding author: Labib O, ENT department 20 aout hospital Casablanca Morocco

Copyright: © 2026 Labib O, et al., This is an open-access article distributed under the terms of the Creative Commons Attribution 
License, which permits unrestricted use, distribution, and reproduction in any medium, provided the original author and source 
are credited.

1

Case ReportVol: 4 & Iss: 3

https://urfpublishers.com/journal/case-reports

Medical & Clinical Case Reports Journal

ISSN: 2584-0355
DOI: doi.org/10.51219/MCCRJ/Labib-O/505

 A B S T R A C T 
Introduction: Laryngeal syphilis is an exceptionally rare manifestation of tertiary or secondary syphilis, accounting for a 
very small proportion of head and neck syphilitic lesions. Its clinical and endoscopic presentation, often mimicking laryngeal 
carcinoma, poses a significant diagnostic challenge and frequently leads to invasive investigations before the true etiology is 
identified.

Case presentation: We report the case of a 75-year-old man, with no significant past medical history, who presented with a 
7-month history of dysphonia complicated by poorly tolerated dyspnea requiring emergency tracheostomy. Nasofibroscopy 
and computed tomography revealed a supraglottic laryngeal mass involving the epiglottis and aryepiglottic folds. Suspension 
laryngoscopy showed a friable, bleeding-on-contact exophytic tumor of the epiglottis, highly suggestive of malignancy. However, 
histopathological examination of biopsy specimens revealed subacute inflammatory ulcerating changes consistent with syphilitic 
laryngitis, and serological testing confirmed active syphilis with positive TPHA and VDRL tests. The patient was treated with 
intramuscular ceftriaxone for 10 days, with marked clinical improvement. Follow-up laryngoscopy showed residual epiglottic 
thickening without tumoral lesion, allowing successful decannulation.

Conclusion: Laryngeal syphilis should be included in the differential diagnosis of an exophytic, bleeding laryngeal mass, even in 
the absence of known risk factors, as its endoscopic appearance can closely mimic laryngeal carcinoma. Prompt histopathological 
and serological confirmation allows appropriate antibiotic treatment and avoids unnecessary oncological management.
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Introduction
Syphilis is a sexually transmitted infection caused by the 

spirochete Treponema pallidum, historically known as «the great 
imitator» for its ability to mimic a wide range of infectious and 
non-infectious conditions across virtually every organ system1. 

Despite the availability of effective and inexpensive treatment, 
global syphilis incidence has risen sharply over the past decade: 
the World Health Organization reported an increase in new cases 
among adults aged 15-49 from 7.1 million in 2020 to 8 million 
in 20222.
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Head and neck mucosal involvement can occur at any stage 
of syphilis, but remains most frequently associated with the 
secondary and tertiary stages3. While oral and oropharyngeal 
lesions are relatively well described, laryngeal involvement is 
exceptionally rare, and the true incidence of laryngeal syphilis 
remains unknown due to the paucity of reported cases3,4. When 
it does occur, the larynx may be affected through direct mucosal 
contact, hematogenous dissemination, or, in tertiary disease, 
gummatous infiltration with cartilage destruction4,5.

Clinically and endoscopically, laryngeal syphilis is a notorious 
mimicker of laryngeal carcinoma, presenting with hoarseness, 
dysphagia, or airway obstruction, and laryngoscopic findings 
ranging from diffuse edema to single or multiple ulcerative, 
exophytic, or infiltrative lesions5,6. This overlap frequently leads 
clinicians toward an initial suspicion of malignancy, delaying 
the correct diagnosis until histopathological examination and 
serological testing are performed4,5.

Through this case report, we aim to illustrate the diagnostic 
challenge posed by laryngeal syphilis when presenting as an 
exophytic, bleeding epiglottic mass with airway compromise, 
and to underscore the importance of considering this rare but 
treatable entity before proceeding to more invasive oncological 
management.

Case Presentation
A 75-year-old man, with no significant past medical histo-

ry, presented to the outpatient clinic with a 7-month histo-
ry of dysphonia, complicated over the preceding 2 months by 
poorly tolerated episodes of dyspnea, requiring emergency 
tracheostomy. Nasofibroscopy revealed a polypoid lesion on 
the lingual surface of the epiglottis, extending to the left valle-
cula. Computed tomography (CT) showed a supraglottic laryn-
geal mass involving the epiglottis and the aryepiglottic folds 
(Figure 1). The patient underwent suspension laryngoscopy, 
which revealed a friable, bleeding-on-contact, exophytic tumor 
occupying the lingual surface of the epiglottis, with edema of 
the laryngeal surface of the epiglottis. The remainder of the 
laryngeal examination was unremarkable. Biopsies of the tumor 
were performed. Histopathological examination revealed suba-
cute inflammatory ulcerating changes, consistent with syphili-
tic laryngitis. Serological testing showed a positive Treponema 
pallidum hemagglutination assay (TPHA) and a positive Vene-
real Disease Research Laboratory (VDRL) test. The patient was 
started on intramuscular ceftriaxone for 10 days. Clinical evolu-
tion was marked by improvement. A follow-up laryngoscopy 
was performed, showing residual thickening of the epiglottis 
without tumoral lesion. The patient was successfully decannu-
lated following treatment and this follow-up laryngoscopy.

Discussion
Laryngeal syphilis is an exceedingly rare manifestation of 

a resurging sexually transmitted infection. While syphilis has 
reappeared as an epidemic in many Western countries since 
the late 1990s, and global incidence continues to rise sharply, 
laryngeal involvement remains anecdotal, with only a limited 
number of cases reported in the literature over the past decades2,3. 
This case illustrates the diagnostic pitfall this rare localization 
represents when it mimics a laryngeal malignancy, particularly 
in an elderly patient with no identifiable risk factors and no 
reported cutaneous or genital lesions.

Figure 1: Axial contrast-enhanced CT scan showing a 
supraglottic laryngeal mass involving the epiglottis, with 
bilateral thickening of the aryepiglottic folds.

The larynx may be affected at any stage of syphilis, 
although most reported cases occur during the secondary or 
tertiary stages3,5,6. In secondary syphilis, laryngeal involvement 
typically presents as diffuse erythema, mucous patches, or 
superficial ulceration, generally associated with a concurrent 
cutaneous eruption or other mucosal lesions. In tertiary disease, 
gummatous infiltration can produce more destructive, exophytic, 
or ulcerative masses, sometimes with underlying perichondritis 
and cartilage involvement, closely simulating a malignant 
process, as observed in our patient with a bulky, bleeding 
epiglottic tumor5,6.

The absence of a clear timeline or documented primary 
chancre in our patient is not unusual: the primary lesion is 
often unnoticed or asymptomatic, particularly when located 
in the oropharynx or larynx rather than the genital area, and 
patients frequently present directly with secondary or tertiary 
manifestations3,4. This underscores the importance of maintaining 
a broad differential diagnosis for any chronic, ulcerative, or 
exophytic laryngeal lesion, regardless of the apparent absence of 
risk factors, sexual history, or systemic symptoms.

The clinical and endoscopic overlap between laryngeal 
syphilis and squamous cell carcinoma is well documented, 
with both entities capable of producing exophytic, friable, 
bleeding lesions and airway compromise requiring emergency 
tracheostomy, as occurred in our patient4-6. This overlap 
explains why the diagnosis is rarely suspected clinically and 
is instead established through histopathological examination, 
which typically reveals nonspecific findings such as pseudo-
epitheliomatous hyperplasia, ulceration, and a dense submucosal 
infiltrate of plasma cells and lymphocytes, sometimes with 
obliterative endarteritis - findings consistent with the subacute 
inflammatory ulcerating changes observed in our patient’s 
biopsy5. Because histology alone can be nonspecific, serological 
confirmation with treponemal (TPHA) and non-treponemal 
(VDRL) tests remains essential to establish the diagnosis with 
certainty, as was achieved in this case3,4.

Regarding management, penicillin remains the treatment of 
choice for all stages of syphilis; however, ceftriaxone constitutes 
an effective and widely used alternative, particularly in cases of 
penicillin allergy or limited availability, with reported efficacy 
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in mucosal and laryngeal disease3,5,6. In our patient, a 10-day 
course of intramuscular ceftriaxone resulted in marked clinical 
improvement, with resolution of the tumoral lesion on follow-up 
laryngoscopy, residual epiglottic thickening only, and successful 
decannulation - an outcome consistent with previously reported 
favorable responses of laryngeal syphilis to antibiotic therapy 
alone, without any need for surgical resection5,6.

This case reinforces the principle that laryngeal syphilis, 
despite its rarity, should be part of the differential diagnosis of 
any exophytic, ulcerative, or bleeding laryngeal mass - even 
in elderly patients without an overt sexual risk history - since 
prompt recognition allows for effective, non-invasive, curative 
treatment and avoids unnecessary oncological surgery.

Conclusion
Laryngeal syphilis is an exceptionally rare but treatable 

cause of a chronic, exophytic, bleeding laryngeal mass, capable 
of closely mimicking laryngeal carcinoma both clinically and 
endoscopically. This diagnosis should be considered even in 
elderly patients without an overt sexual risk history, particularly 
when airway compromise requires urgent intervention. Prompt 
histopathological and serological confirmation allows timely 
initiation of antibiotic therapy, achieving favorable clinical 
outcomes and avoiding unnecessary invasive oncological 
management.
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