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窑Case Report窑

Syphilitic uveitis: report of 3 cases
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Abstract
· AIM: To evaluate the clinical manifestations and visual

outcome of syphilitic uveitis patients.

·METHODS: Case series of three patients with syphilitic

uveitis who were managed in Hospital USM.

·RESULTS: Three patients were diagnosed to have uveitis

secondary to Syphilis. All three patients were not known to
have syphilis prior to presentation but have positive history of
sexual promiscuity. All patients presented with progressive
blurring of vision for average of one-month duration. Two of
them have association with fever, ocular pain and floaters.
Visual acuity at presentation ranges from 6/12 to hand
movement. Mild anterior uveitis (non-granulomatous), vitritis
and papillitis were presence in all the patients. First patient
has multifocal chorioretinitis with exudative retinal
detachment. The second patient presented with exudative
retinal detachment while the third patient has chorioretinitis
only. All the patients were treated with intramuscular
benzyl-penicillin 2.4 MU weekly for 4 weeks and two of them
received oral doxycycline 200mg twice daily for 3 months.
The uveitis responded well to the treatment and two of them
showed dramatic visual improvement from 6/120 to 6/21 and
6/12 to 6/6. The one with worse outcome was confirmed to
have positive retroviral.

· CONCLUSION: Ocular syphilis presented here as non-

granulomatous inflammation associated with exudative retinal
detachment. Final visual outcome is generally good despite
slow improvement after treatment.
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INTRODUCTION

S yphilis is a sexually transmitted, chronic, systemic
infection caused by the spirochete .

It can affect all the structures of the eye causing
conjunctivitis, episcleritis, interstitial keratitis, iridocyclitis,
anterior, intermediate, posterior uveitis, secondary glaucoma,
cataract, vitritis, chorioretinitis, vasculitis, serous retinal
detachment, papillitis and optic neuropathy [1]. Uveitis
represents the most common ocular manifestations of
acquired syphilis [2,3]. Involvement of the eye may be the
presenting manifestation of syphilis and it often associated
with delayed diagnosis and treatment, which may result in
irreversible visual loss and structural changes [1]. Herewith,
we report three cases of syphilitic uveitis and illustrate its
clinical manifestations and visual outcome in response to the
treatment given.
CASE 1
A 68-year-old Chinese man presented with history of
progressive blurring of vision in the left eye for one-month
duration. It was associated with pain, redness and seeing
floaters. He was also having low grade fever a week prior to
admission. He had history of sexual promiscuity and was
treated several times for sexually transmitted disease about
40 years ago. Patient was generally well with no
neurological deficit. Ocular examinations revealed visual
acuity of 6/12 in the right and 6/120 in the left eye. The
intraocular pressure was normal in the right but was raised in
the left (35mmHg). The conjunctiva of the left eye was
injected with mild cornea oedema. There was presence of
fine keratic precipitates with moderate anterior chamber
reaction and vitritis. The anterior segment of the right eye
was normal. Both fundi showed hyperaemic swollen optic
discs with multi focal chorioretinitis lesions in the periphery
(Figure 1). There was also bilateral mild exudative retinal
detachment inferiorly not involving the posterior pole. The
macula in both eyes was oedematous. He was treated with
topical steroids, cycloplegia and antiglaucoma. Blood
investigations revealed venereal disease research laboratory
(VDRL) test reactive at 1:2 with positive

haemaglutination assay (TPHA). The Mantoux test
and HIV were negative.
He was then started with intramuscular benzyl penicillin 2.4
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MU weekly for 3 weeks and oral doxycycline 200mg daily.
Patient was also given intravenous ciprofloxacin 200mg
twice daily for 2 weeks and oral prednisolone for 4 weeks
with tapering dose after that. Patient condition improved
after six weeks of treatment. His visual acuity has improved
to 6/6 in right eye and 6/21 in the left. The anterior uveitis
and vitritis were resolved. Optic disc swelling in both eyes
was reduced and the multi focal chorioretinitis lesions
became pigmented and quiet. Oral doxycycline was
continued up to 3 months. During follow-up at 3 months post
treatment, both eyes were quiet and both optic discs were
normal.
CASE 2
A 66 year-old Malay man, chronic smoker, presented with
history of progressive painless blurring of vision in both eyes
for 3 weeks duration. It was associated with visual distortion
and metamorphopsia. There was no history of redness,
floaters, flashes of light and visual field defect. He also
having underlying problem of ischemic heart disease and
hypertension that were currently stable on treatment. He had
history of marriages for five times and has ten children.
Apart from that, he also reported to have history of sexual
promiscuity during young age. Patient was generally healthy
with no neurological deficit. Ocular examination revealed his
visual acuity in both eyes was 6/12. There was no relative
afferent papillary defect. Both conjunctivae were normal and
not injected. There was presence of diffuse fine keratic

precipitates in both eyes with mild anterior chamber
inflammation and vitritis. Peripheral fundus showed mild
exudative retinal detachment in both eyes sparing of macular
area. Both optic discs appeared swollen and hyperemic.
Peripapillary veins were congested with flamed shaped
hemorrhages surrounding the peripapillary area (Figure 2).
However, there was no chorioretinitis lesion seen in both
eyes.
Blood investigations revealed VDRL test reactive at 1:2 and
TPHA was positive. Full blood count and ESR were normal.
Mantoux test and retroviral test were negative. CT brain and
orbit was normal. He was treated with intramuscular benzyl
penicillin 2.4 MU weekly for 3 weeks. The exudative retinal
detachment and optic disc papillitis was gradually resolved
after one month. He achieved vision of 6/6 in both eyes at
six months of follow-up.
CASE 3
A 40-year-old Malay man presented with history of
progressive blurring of vision in both eyes for more than a
month. It was associated with pain, redness and photophobia.
He had history of low-grade fever for 3 weeks prior to
admission. He is a homosexual with history of sexual
promiscuity. He is also intravenous drug abuser for the past
ten years. He had history of recurrent genital ulcer that
resolved spontaneously. Patient general condition was
healthy except for palpable lymph node in the inguinal
region. There was no neurological deficit and no ulcer in

Figure 2 Fundus showed swollen optic discs with flamed shaped hemorrhages and congested peripapillary veins A: Right; B:Left

Figure 1 Fundus showed hyperemic swollen optic disc with multi focal chorioretinitis at the peripheral of the retina A: Right; B:
Left
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genital area. Ocular examination revealed visual acuity of
hand movement in both eyes. Both pupils were sluggish. The
right eye was injected with presence of fine keratic
precipitates. There was mild anterior chamber inflammation
and vitritis in both eyes. The fundus view was hazy in the
right eye. However, the left fundus showed hyperemic optic
disc with retinitis and vasculitis (Figure 3).
Blood investigations revealed ESR of only 2mm/h. VDRL
test was reactive at 1:8 and TPHA was positive. Mantoux
test and sputum acid fast bacilli (AFB) were negative with
normal chest radiography. Tests for HIV were positive with
CD4 count of >400. He was started on im benzyl penicillin
2.4 MU weekly for 3 weeks with oral doxycycline 200mg
twice daily for 3 months. He was referred to the infectious
disease unit for further management of HIV status.
Antiretroviral was not started as he has not fulfilled the
criteria. Patient's condition improved after completion of
intra-muscular benzyl penicillin. His visual acuity has
improved to counting finger at one foot after 3 months. The
anterior uveitis and vitritis were resolved. The views of both
fundi were clear with residual chorioretinal scar.
DISCUSSION
Syphillis is known to be the great masquerader of diseases. It
is transmitted via direct sexual contact, contact with infected
lesion or transplacental transmission in congenital syphilis.
The incidence of this disease was greatly reduced with the
advent of Penicillin. However, it has resurgence with the
prevalence of Human Immunodeficiency Virus infection in
high risk behavior lifestyle. In the metropolitan UK, ocular
syphilis was rare but is now merely uncommon due to rise in
incidence of syphilis[4]. Nevertheless, the incidences of ocular
syphilis were not increased in Asian country as noted by
Anshu [5]. Syphilis infection can be divided into four
stages, namely primary, secondary, latent and tertiary
syphilis. The eye could be affected in any stage of the
disease. Primary syphilis is characterized by a chancre. It is a
painless ulceration appearing 2-6 weeks after infection and
spontaneously resolves within 3-6 weeks. Secondary syphilis
presents commonly with maculopapular rash, which is

non-specific and spontaneously resolve. When left untreated,
the patients will progress to tertiary syphilis. Tertiary syphilis
is characterized by cardiovascular involvement and
neurosyphilis. Involvement of the eye has a wide range of
presentation from interstitial keratitis, anterior uveitis,
posterior uveitis, panuveitis to serous retinal detachment with
contradictory prevalence [1,5-7]. Our case series here show
non-granulomatous panuveitis as the main manifestation of
ocular syphilis. Both patients have no other systemic
manifestations of syphilis, indicating that ocular uveitis can
be the initial presentation of syphilis[1].
Diagnosis of infection with is based on
clinical presentation and supported by traditional serologic
testing such as non-treponemal test and treponemal test.
Non-treponemal test includes VDRL and the rapid plasma
regain (RPR) test, which are useful in screening for active
disease and antibody quantification. Treponemal tests such
as fluorescent treponemal antibody absorption (FTA-ABS)
test, the microhemaglutination- (MHA-TA) test
and the -particle agglutination test are used for
confirmation of previous or current infection [8]. The VDRL
titre may not be proportional to the level of the disease
activity, rendering it ineffective for the monitoring the effects
of treatment [9]. Recent advancement in enzyme
immunoassays and polymerase chain reaction-based assays
are some of the more sensitive tests that can be used.
However, these tests are not widely available. Literature has
suggested CSF VDRL for the diagnosis of neurosyphilis [7]

but most case series did not have a high yield of VDRL in
their patients[1]. The CSF VDRL test is highly specific but not
sensitive and a negative result should not eliminate the
suspicion of neurosyphilis. In our case series, the diagnosis
of syphilitic uveitis was made, based on laboratory blood
investigations with no CSF analysis done.
Penicillin remains the mainstay of therapy for all stages and
sites of syphilis. The most current published recomme-
ndation for the treatment of early syphilis-primary,
secondary, or early latent are to give 2.4 MU of penicillin-G
benzathine intramuscularly for two to three weeks [10]. This

Figure 3 Fundus showed hazy view due to vitritis with hyperemic optic disc, retinitis and vasculitis A: Right; B:Left
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dose maintains a blood concentration above that minimally
acceptable for treponemicidal concentration. The neur-
osyphilis treatment regime varies, but generally recommends
intravenous penicillin G 12-24 MU per day for up to 21
days. The optic nerve, retina and other neuroepithelial
structures are embryological derived from the central
nervous system. Involvement of these structures would
constitute as neurosyphilis and be treated as such as
suggested by Browning [6]. However, our patients were all
treated with penicillin intramuscularly and have shown great
improvement clinically and also in visual function. All
syphilitic uveitis patients progress need to be monitored as
literature revealed 14% risk of relapse even in the group of
patient whom were given the neurosyphilis regime[6].
HIV-infected patients responded less well serologically than
HIV-negative patients as they are noted to be more prone to
progressive syphilitic infection. Patients co-infected with
HIV have a more severe course and poorer visual outcome [11],
which is in keeping with our patient in case 3 whom only has
slight improvement in vision after completion of treatment.
On the other hand, patients in case 1 and 2, who were HIV
negative showed dramatic improvement after treatment.
The most common presentation in HIV-positive patients was
posterior uveitis and patients whom present with isolated
syphilitic anterior uveitis were 14.5 times more likely to be
HIV-positive [3]. The fact that ocular symptoms led to the
discovery of HIV seropositivity in our patient and in other
studies [2,11], highlights the need for HIV screening in patients
with syphilitic uveitis. Patient with HIV-positive were 1.34
times more likely to have CSF abnormality with or without
syphilis, thus undermining the benefit of this test in this
group of patients [3,11]. There was no significant difference in
efficacy for the different treatment modalities between
intravenous and intramuscular treatment in this group of

patient and with aggressive treatment there is still possibility
of relapse. These patients may need prolonged treatment and
need close monitoring post treatment[3,11].
In conclusion, non-granulomatous uveitis can be the initial
presentation in patients not known to have syphilis.
Awareness of the myriad presentations of ocular syphilis will
aid in early diagnosis and treatment. Early detection and
treatment will usually preserve visual acuity and ocular
function. Final visual outcome is generally good despite slow
improvement after treatment.
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