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Dear Editor, 

Approximately half of the cases of uveitis are idiopathic and 
the other half is caused by either an autoimmune disease or 
an infection. The most common autoimmune disorders causing 
autoimmune uveitis are Behçet’s disease, Reiter’s syndrome and 
ankylosing spondylitis. Infections are responsible from 20% 
of all uveitis cases. The most common etiological agents are 
herpes simplex viruses (HSVs) and toxoplasmosis followed by 
cytomegalovirus (CMV), toxocariasis, tuberculosis and syphilis[1]. 
Ocular involvement of syphilis tends to occur in secondary and 
more often in latent and late stages of the disease although 
very rarely it may occur in the primary stage of the infection. 
Ocular syphilis is a rare complication of syphilis accounting for 
less than 1% of syphilis cases but this rate may reach up to 
5% in patients progressing to tertiary stage[2]. In up to 40% of 
cases, concomitant neurosyphilis may be present[3]. All parts 
of the eye may be affected, but uveitis is the most common 
manifestation and typically ocular syphilis is a granulomatous 
type posterior or panuveitis. However, isolated anterior uveitis is 
more frequent. Syphilitic uveitis may be bilateral affecting both 
eyes in approximately 60-75% of all cases[4]. Prompt recognition 
and management is necessary as approximately 10% of affected 
patients have permanent vision loss[5]. Here, we describe a case 

of a patient with ocular syphilis who presented with bilateral 
posterior uveitis, retinal vasculitis and optic neuropathy. 

A 60-year-old male patient presented to our Ophtalmology 
clinic with the complaint of visual impairment in both eyes for 
three weeks. His medical and family history was unremarkable 
except for antidepressant medications use for the last five 
years. On the ophthalmic examination, the best-corrected 
visual acuity was 40/200 in the right and finger counting in the 
left eye. On fundus examination, he was diagnosed as having 
bilateral posterior uveitis, bilateral optic disc edema and retinal 
vasculitis (Figure 1, 2). He was consulted to Rheumatology 
Department while all autoimmune screening tests were found 
to be negative. He was prescribed oral and topical steroids and 
discharged. A follow-up visit was scheduled for two weeks after 
discharge. At his second visit, he complained of a progressive 
decline in vision. He was consulted to the Chest Diseases where 
sarcoidosis and tuberculosis were ruled out and than he was 
referred to our infectious diseases unit. 

For screening of infectious etiologies, serological studies were 
performed and HSV, toxoplasmosis, varicella zoster virus, CMV, 
rubella, brucella and HIV tests were all found to be nonreactive 
whereas Trepanoma pallidum particle agglutination (TP-PA) and 
Venereal Disease Research Laboratory test (VDRL-RPR) (OMEGA 
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Diagnostics, United Kingdom) were found to be positive at a titer 
of 1:1280. His detailed history revealed multiple heterosexual 
partners with inconsistent barrier/condom use until last year, 
when his psychological status started to deteriorate and anti-
psychotic medication was started. He had no signs of any 
syphilitic lesion on examination and denied previous history 
of genital ulcer, skin rash and syphilis or any other sexually 
transmitted disease. Before starting therapy, a lumbar puncture 
was performed and cerebrospinal fluid (CSF) findings were as 
follows: protein - 41 mg/dL, glucose - 80 mg/dL, WBC - 30/mL 
(80% PNLs, 20% lymphocytes), and a negative bacterial culture 
and positive VDRL test. Treatment with intravenous (IV) penicillin 
4x6 million U/day that lasted 14 days and concomitant steroid 
(oral prednisone 60 mg daily and tapered over days) was started 
to avoid Jarisch-Herxheimer reaction that may occur in up to 
one third of patients treated by penicillin for neurosyphilis. The 
patient’s status rapidly improved and visual acuity at discharge 
was 40/200 in the right eye and 20/200 in the left eye. One 

month after discharge, eye examination of the patient revealed 
a visual acuity of 60/200 in right and 60/200 in the left eye; the 
number of the cells at the vitreous body was markedly decreased 
but bilateral disc edema was the same. He had a positive VDRL-
RPR titer of 1/320. 

Syphilis is an uncommon disease but the incidence is currently 
increasing mainly due to alterations in sexual behavior, 
especially in men who have sex with men and due to increase 
in the number of HIV (+) patients. Although ocular syphilis is a 
rare complication of the disease, there are many cases initially 
diagnosed by ocular invasion. Actually, due to new appearing 
cases, the Centers for Disease Control and Prevention (CDC) 
issued recommendations in 2005, and since then over 200 new 
cases of ocular syphilis have been reported in the USA indicating 
a marked increase in the incidence[6]. Ocular syphilis is very 
rarely reported from our country. In the literature, we found 
two cases, one was bilateral uveitis the other was unilateral 
uveitis accompanied by chorioretinitis. Both patients were anti-
HIV negative but the immune statuses of the patients were not 
described[7,8]. 

Ocular syphilis may affect every part of the eye. The CDC defined 
ocular syphilis as syphilis at any stage plus signs of ocular disease 
that include uveitis, panuveitis, optic neuropathy, interstitial 
keratitis, anterior uveitis and retinal vasculitis, but still the 
most common presentations are reported to be panuveitis or 
posterior uveitis[9]. According to the CDC Sexually Transmitted 
Diseases Treatment Guidelines, 2015, neurosyphilis and ocular 
syphilis are treated with aqueous crystalline penicillin G 18–24 
million units per day, administered as 3-4 million units IV every 
4 hours or continuous infusion for 10–14 days[9]. The accurate 
diagnosis is made by clinical findings and serological tests. A 
VDRL-RPR test that is widely used for screening and monitoring 
of the activity of the disease is actually not very sensitive or 
specific especially in late phases (late, latent, tertiary). As ocular 
syphilis is typically a complication of secondary or late syphilis, 
the results of TP-PA and/or fluorescent treponemal antibody 
absorption test (FTA-ABS) should also be obtained. In series of 
50 patients with a reactive FTA-ABS and eye findings consistent 
with ocular syphilis, VDRL test was reactive in only 24% of 
patients[3]. In a report by Moradi et al.[10], in 35 cases of ocular 
syphilis, only two thirds of the patients were VDRL-RPR (+) 
while all patients had positive FTA-ABS results. 

All ocular syphilis cases should be considered a type of 
neurosyphilis. In a study by Dai et al.[4], among 25 HIV-negative 
ocular syphilis cases, CSF abnormalities were found in 72% of 
patients: 60% had elevated white blood cell count, 52% had 
elevated protein level, and 36% had reactive CSF in VDRL test. 

Our case reflects a typical presentation of ocular syphilis in 
an immune competent patient with bilateral invasion of the 
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Figure 1. Fundoscopic examination shows diffuse vitritis obstructing 
to visualize fundus clearly

Figure 2. Fundus fluorescein angiography of the left eye showing, 
leakage from retinal vessels, staining of the optic nerve and macullary 
edema
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posterior uvea, a positive serology for VDRL-RPR and TP-PA, and 
well response to IV penicillin treatment. Prompt recognition of 
the situation is important since a delay in starting treatment 
might result in ocular morbidity and permanent vision loss. 
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