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Syphilitic hilateral neuroretinitis — a case report

Zapalenie nerwu wzrokowego i siatkowki ohojga oczu na tle kify — opis
przypadku
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Wstep: kita jest uktadowg chorobg przenoszong drogg piciowa, ktorej czesto$¢ wystepowania znacznie zwigkszyta sie w ciggu
ostatnich dwéch dekad. Objawy oczne w przebiegu kity moga pojawi¢ sie w kazdym okresie trwania choroby. Mogg dotyczyé
kazdej ze struktur oka i pozostawac jedynym objawem toczacego sie procesu chorobowego.

Opis przypadku: opis przypadku nagfego znacznego pogorszenia wzroku u 37-letniego pacjenta, u ktérego rozpoznano zapalenie
nerwu wzrokowego i siatkdwki obojga oczu. Badanie w lampie szczelinowej ujawnito symetryczny obrzek tarczy nerwu wzro-
kowego w obojgu oczach oraz nieznaczny obrzek okolicy plamkowej w oku prawym. W badaniu angiografii fluoresceinowej
uwidoczniono zapalenie nerwu wzrokowego i siatkdwki obojga oczu. Otrzymano pozytywne wyniki specyficznych dla kity testow
serologicznych. W wyniku zastosowanego leczenia (penicylina domig$niowo 2,4 min j przez 5 dni oraz 1,2 min j przez kolejne
21 dni) uzyskano poprawe ostrosci wzroku i catkowite wycofanie sie zmian na dnie oka.

Whioski: w przypadku niewyjasnionego obnizenia ostro$ci wzroku u pacjentéw z zapaleniem nerwu wzrokowego i siatkéwki
nalezy zawsze wykona¢ badania w kierunku kity. Wtasciwe rozpoznanie i leczenie moga prowadzi¢ do wyleczenia.

zapalenie nerwu wzrokowego, zapalenie siatkdwki, kita, kita oczna.

Purpose: Syphilis is a sexually transmitted, chronic, systemic infection of increasing prevalence. Ocular symptoms may develop
at any stage of the disease process. This is to present a case of acute severe bilateral visual loss due to neuroretinitis with pa-
pillar oedema in an immunocompetent 37 years old patient.

Material and methods: Indirect ophtalmoscopy showed symmetrical papillar oedema in both eyes and macular oedema in the
right eye. Fundus fluorescein angiogram was performed revealing neuroretinitis in both eyes. Syphilis specific serological test
results were positive.

The patient was treated with intramuscular injections of penicillin 2.4 min U per day for 5 days followed by 1.2 min U per day
for total 26 days.

Results: His visual acuity improved to 1.0 in both eyes during 6 months follow up period. All pathological changes withdrew.
Conclusions: This case shows that patients with unexplained visual loss coexisting with neuroretinitis should be tested for sy-
philis. With proper antibiotic treatment recovery of visual acuity may be observed.

neuroretinitis, ocular syphilis, syphilis.

Introduction

Syphilis is a sexually transmitted disease caused by Trepo-
nema pallidum. If left untreated it has the potential to cause sig-
nificant morbidity to any major organ of the body. The prevalence
appears to be significantly increasing in the last decade (1,2).

In its systemic intercourse any structure of the eye may be
affected at any stage of the disease process, remaining the only
sign of the infection (3). There are no pathognomonic signs of
ocular syphilis. Frequent manifestations include interstitial kera-
titis, uveitis, chorioretinitis, retinitis, retinal vasculitis and cra-
nial nerve and optic neuropathies (4). Therefore it is clinically
challenging to diagnose syphilis based on ocular findings only.

Case report

A 37 years old male patient was presented to our clinic
with acute severe, painless visual loss in the right eye (RE). Ex-
cept mild anaemia he reported neither systemic complaints nor
diseases.

Ophthalmic examination showed visual acuity of 0,1 and
disturbed colour vision in the right eye (RE) and 1.0 with nor-
mal colour perception in the left eye (LE). Intraocular pressure
was 13 mmHg and 15 mmHg respectively. No abnormalities in
the anterior segments were noted. In indirect ophtalmoscopy
we noted symmetrical papillar oedema in both eyes as well as
small retinal oedema in macular region (Fig. 1).

Fig. 1.  Fundus photograph of both eyes demonstrating papilar and re-
tinal oedema.
Ryc. 1. Fotografia dna oka z widocznym obrzekiem tarczy nerwu wzro-

kowego i siatkdwki obojga oczu.
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To exclude intracranial hypertension computer tomography
of the cranium and neurological examination were arranged.
Both showed no alterations.

Fundus fluorescein angiogram (FAG) was performed reveal-
ing papillar oedema and neuroretinitis in both eyes (Fig. 2).

Fig. 2. Late phase of fundus fluorescein angiogram showing evidence
of papillar oedema and late staining in both eyes.
Ryc. 2. Obrzek tarczy nerwu wzrokowego oraz zastdj barwnika w péz-

nej fazie angiografii fluoresceinowej obojga oczu.

Screening blood tests and all inflammatory parameters were
unremarkable. Most popular infectious agents of neuroretinitis
such as Borrelia burgdorferi, Bartonella henselae, Francisella
tularensis, Toxoplasma gondii were all negative. Non-specific
syphilitic serological test (WR) result was also negative.

Topical ocular treatment was introduced (Neomycin, Grami-
cidin with Fludrocortisone (Dicortineff, Polfa \Warszawa), Diclo-
fenac (Naclof, Novartis Pharma), periocular injections of Dexa-
methasone (Dexaven, Jelfa).

Ten days following the commencement of the antiinflamma-
tory treatment, the vision in the LE decreased to 0.04. Systemic
corticosteroids were administered.

In the meantime results of Treponemal-specific tests were
obtained. The rapid plasma reagin test (RPR), the fluorescent
treponemal antibody absorption tests (FTA, FTA-ABS) and the
Treponema pallidum haemagglutination assay (TPHA) were all
positive confirming active treponemal infection. Nuclear mag-
netic resonance of the cranium and orbits and other blood tests,
including white blood count (WBC), C-reactive protein (CRP),
autoimmune screening tests were nagative. On base of these
findings a diagnosis of bilateral syphilitic neuroretinitis was
made.

During more detailed anamnesis the patient denied having
had any skin or mucous lesions that might have been the pri-
mary syphilitic changes. He had had some rash on his palms
and soles, but it had disappeared without any treatment. Be-
cause ocular syphilis tends to be associated with neurosyphilis,
his cerebrospinal fluid (CSF) was also examined and showed no
alterations. The following blood tests showed the patient was
HIV, HBV and HCV negative.

The patient was treated with intramuscular injections of
penicillin 2.4 min U per day for 5 days followed by 1.2 min U per
day for total 26 days and the steroids were gradually tailed off.

The visual acuity improved to 0.6 in RE and 0.5 in LE after
only three days of treatment. The papillar oedema remarkably
reduced on the tenth day. After 6 months of follow up the visual
acuity returned to 1.0 in both eyes. The fundoscopic changes
completely resolved so did the pathological staining in the fluo-
rescein angiography.

Discussion

Ocular syphilis may present different clinical forms, among
which the most common are interstitial keratitis, uveitis, chorio-
retinitis, retinitis, retinal vasculitis and cranial nerve and optic
neuropathies (4). Among patients with syphilis approximately 5%
develop chorioretinitis and 50% of these are seen with bilateral le-
sions (5). Gass described the typical appearance of acute syphilitic
chorioretinitis as large, placoid, yellowish lesions in the macula or
mid-periphery of the fundus (6). A similar typical fluorescein angio-
graphy pattern of late staining was noted in our case.

Differential diagnosis of neuroretinitis include cat scratch
disease, toxoplasmosis, ocular Lyme borreliosis, sarcoido-
sis, acute posterior multifocal placoid pigment epitheliopathy
(AMPPE), birdshot retinochoroidopathy.

In diagnosis process it is essential to obtain positive spe-
cific serological test results for Treponema pallidum, because
negative results of non-specific test do not exclude treponemal
infection (7). As ocular syphilis is likely to coexist with neuro-
logical infection, therefore it is important to examine CSF once
the diagnosis is made (3,4).

It is recommended, that all patients with newly diagnosed
syphilis should be tested for HIV, as syphilis remains the most
common bacterial eye infection in HIV-positive patients (8).
Moreover the risk factors are similar for both diseases (3,4).
Other sexually transmitted diseases should be tested as well,
including antibodies against hepatitis virus types B and C.

In secondary syphilis after systemic treatment with antibio-
tic, the prognosis for visual recovery is good, although about
10% of cases have some lasting visual impairment.

As the prevalence of the treponemal infection has increased
significantly in the last decade (7,9), it should always be con-
sidered in all patients with neuroretinitis.

Conclusions

This case shows how important it is to take syphilis into
consideration in differential diagnosis of unexplained neuro-
retinitis. Treponemal-specific tests should be taken every time,
even if non-specific syphilitic serological tests are negative.
Once ocular syphilis is diagnosed, patient should be treated
with penicillin, which can result in improvement of visual acuity.
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