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Abstract. The incidence of syphilis has increased over the last decade, particularly among men
who have sex with men (MSM). Ocular involvement is a potentially devastating clinical
manifestation of syphilis. It is both immediately sight threatening and associated with the risk of
both systemic and ocular long-term complications that may result in severe loss of function.
Human immunodeficiency virus (HIV) infection appears to increase the risk of ocular syphilis.
Prompt diagnosis of ocular syphilis required high index of suspicion due to the lack of
pathognomonic features and its ability to occur in both immunocompetent and
immunosuppressed individuals. Nonetheless, with prompt diagnosis, it is curable with a
relatively short course of antibiotic treatment. This case describes a presentation of ocular
syphilis in a HIV-positive MSM patient.

1. Introduction

Syphilisis a sexually transmitted disease caused by Treponema pallidum, which can infect almost any
part of the body. Depending on the stage of the disease, acquired syphilisisclassified into early (primary,
secondary, and early latent) syphilis and late (tertiary) syphilis [1]. Ocular syphilis, a form of
neurosyphilis defined as symptoms or signs of ocular disease in a person with |aboratory-confirmed
syphilis of any stage [2]. Ocular syphilis can mimic avariety of eye diseases, thus, it is termed the great
masguerader. Failure to recognize the ocular manifestations of syphilis or delayed treatment can lead to
irreversiblevisual loss[3].1n Asia, there are several cases of ocular syphilis being reported [4], [5]. The
epidemic in this population is exacerbated by high rated of coexisting HIV infection, drug behaviors,
and risky sexual (such as male sex with men) [6].

2. Case report

A 36-year-old male was sent to eye clinic by dermatologist for concern of painless unilateral visionloss
on hisright eye for amonth before the admission. He also complained seeing intermittent floaters over
the past months. He denied headache, photophobia, neck stiffness, nausea, vomiting, and focal
neurological deficits. He also denied use of illicit drug. He has stopped using tobacco and acohol for
past years. He endorsed having unprotected sex with men in the past, athough he had been in a
monogamous relationship. He has gotten antiretroviral drug for 3 years. From dermatology clinic, he
was diagnosed as acneformic eruption, and still in the therapy.

On physical examination, he had maculopapular erythematous rash all over his body. Visua acuity
of theright eye was 1/60, and the | eft eye was 6/6. The anterior segment of both eyeswere within normal
limit. Funduscopic examination on the right eye reveaed severe vitritis (figure 1). Laboratory analysis
was notable for a normal complete blood count. Treponema pallidum haemagglutination (TPHA) and
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Venereal disease research laboratory (VDRL) were positive. HSV-1, HSV -2, varicella zoster virusand
CMV PCR tests on the blood were negative. Serum Toxoplasma lgG and IgM |evel swere al so negative.

7

Figure 1. Funduscopic examination of the right eye.

The patient was informed of the diagnose of neurosyphilis with ocular involvement. He was never
being diagnosed with primary syphilisin the past. It was unknown if his partner had ever had syphilis.
The patient was given intravenous benzatin penicillin therapy for 3 weeks. At 1 month follow up, patient
had better vision. It was recommended that his partner undergoes evaluation for syphilisand HIV.

3. Discussion

The prevalence of HIV infection in Bali has reported being increased with various problems and aso
toxicities related to the antiretrovira treatment [7], [8]. A global resurgence of ocular syphilis has been
reported recently. In Asia, anumber of ocular syphilitic cases have been reported over the past decade.
Yang et al studied 35 eyes of 19 patients in China with syphilitic uveitis and reported that most of the
patients were male, and that 4 were co-infected with HIV [9]. In United Stated, 67% of the syphilis
occurs in younger men who have had sex with other men [10]. In astudy in France, from 2000 to 2011,
the syphilitic uveitis group was almost entirely men having sex with men, and 18 persons (50%) were
HIV positive [11]. in astudy of MSM presenting to sexually transmitted disease clinics, a significantly
higher proportion of HIV-infected individuals had coexisting primary or secondary syphilis compared
with those who were HIV -negative (10,1% versus 2,6%) [12]. The interaction between syphilisand HIV
isthought to be symbiotic. Some studies suggest that syphilisfacilitates HIV transmission by increasing
expression of its CCR5 receptors or inducing expression of the HIV-1 gene in human monocytes [13].
Ocular syphilisin the setting of untreated HIV is more frequently bilateral and more likely to involve
the posterior chamber than in those without HIV [14]. In our case, the patient was male, co-infected by
HIV and had history of having sex with male.

Ocular syphilis can occur at any stage of infection and may be the only clinical manifestation of
infection. Clinically, patients may present with eye pain and changes in vision, including loss of visual
acuity, central scotomas and unilateral or bilateral involvement [15]. Severa studies showed that the
most common finding was posterior uveitis manifesting as placoid chorioretinitis [7], [16], [17]. There
are no pathognomonic examination findings. Ophthalmoscopi c examination may reveal the presence of
leukocytes and cloudy flares in the aqueous humor, synechiae, keratic precipitates, cellsin the vitreous,
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and other retinal lesions [18]. In our case, the patient complained unilateral painless blurry vision and
we found cellsin the vitreous agueous and vitreous.

Therapy for ocular syphilisis the same as for other forms of neurosyphilis. Continuous infusion of
intravenous penicillin G for 10-14 daysis considered first line therapy. An alternative treatment regimen
isonce daily intramuscular procaine penicillin plusoral probenecid four timesdaily, both for 10-14 days
[19]. Yap et al aso found that most patients with syphilitic uveitis resolved after being treated with an
appropriate penicillin regimen.* Doris et al reported the remission of six cases of syphilitic uveitis at the
Manchester Uveitis Clinic following intramuscular treatment with procaine penicillin G and ora
probenecid [20]. In our case, the patient had an improved visual acuity and ocular presentations after
treating the syphilis with bencathine penicillin therapy alone.

4. Conclusion

The incidence of syphilisisincreasing, particularly among MSM. Ocular manifestations of syphilisis
rare but can present at any stage of syphilis. The diagnosis of ocular syphilis requires a high index of
suspicion and should be included in the differential diagnosis of unexplained subacute or acute visual
complaints, particularly in MSM and HIV-infected patients. This ocular inflammation is curable with
treatment.
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