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Case 
 
A 61-year-old man was referred to the emergency department 
from Ophthalmology with progressive bilateral vision loss and 
“shock-like” headaches for two weeks. Past medical history 
includes hypertension, psoriatic arthritis, latent tuberculosis, 
and diabetes mellitus complicated by severe non-proliferative 
diabetic retinopathy (NPDR). His prior visual acuity was 20/50 
bilaterally, however he was only able to see objects three feet 
away, and visual acuity bilateral was reduced to less than 
20/400. 
 
Vital signs were normal and physical exam did not reveal 
meningismus or temporal tenderness. Ophthalmoscopic exami-
nation with Optical Coherence Tomography (OCT) revealed 
outer retinal atrophy inconsistent with non-proliferative 
diabetic retinopathy, and lack of papilledema or optic disc 
pallor. It did reveal non-specific marked distortion of retinal 
architecture as shown in Figure 1.  MRI/MRA of the brain and 
MRI of the orbit were unremarkable (Figure 2). Initial labs 
included elevated ESR 93 mm/hr. Beside lumbar puncture by 
the procedural team with opening pressure of 15 cm, clear 
colorless fluid with 3 rbcs, 9 wbc’s and normal glucose and 
protein. Basic CSF analysis and cultures were negative. Due to 
sudden onset vision loss in the setting of elevated ESR there 
was concern for temporal arteritis, and he was started on 
prednisone 60mg daily. After two days he had notable 
improvement in visual acuity to OD 20/400 and OS 20/160. 
However, additional analysis revealed a positive serum RPR at 
1:128, reactive serum TP-PA, and minimally reactive CSF TP-
Ab. Given positive syphilis serologies and ophthalmologic 
findings demonstrating insult to the outer layers of the retina, a 
diagnosis of syphilitic chorioretinitis was established.  
 
Ophthalmology recommended treatment for presumed tertiary 
neurosyphilis with IV penicillin. Due to a penicillin allergy, he 
was transferred to the ICU to undergo penicillin desensitization, 
and subsequently started Penicillin G 4 million units every 4 
hours. Although steroids were initially held due to concern for 
worsening neurosyphilis, given prior improvement in visual 
acuity after steroids, he was also given a four-day prednisone 
taper (40mg oral dose reduced by 10mg each day). The patient 
completed a fourteen-day course of IV penicillin G. On dis-
charge, he demonstrated significant improvement in his visual 
acuity to OD 20/100 and OS 20/70 and repeat OCT revealed 
marked improvement in retinal architecture as showed in Figure 
1.  At his post-discharge Ophthalmology follow-up visit two  
 

 
 
weeks later, his visual acuity had improved to OD 20/70 and 
OS 20/50. 
 

 



  
 
Discussion 
 
Ocular involvement in syphilis is rare but potentially debili-
tating and can occur in any stage of the disease. Although 
uveitis is the most common finding in ocular syphilis, multiple 
eye structures can be involved causing variable presentations, 
including chorioretinitis. This is important to recognize given 
increasing incidence of syphilitic infections. The majority of 
cases have been among individuals co-infected with HIV. One 
review reported a relative risk 14.5 times higher than for HIV-
uninfected patients.1 This case presents the phenomenon of 
syphilitic chorioretinitis in an HIV-uninfected patient without 
prior manifestations of syphilitic disease. Diagnosis is generally 
made through a combination of serologic (both non-treponemal 
screening and treponemal-specific confirmatory tests) and oph-
thalmologic findings, including focal thickening and increased 
nodularity of the choroid-retinal pigment epithelium seen on 
OCT.2 First line treatment of neuro-ocular syphilis is parenteral 
penicillin therapy.3-5 For patients who are penicillin allergic, 
desensitization is recommended. As shown here, in select cases, 
adjunctive glucocorticoids – in combination with appropriate 
antibiotic therapy – may represent a potentially successful 
therapeutic strategy to enhance vision improvement by de-
creasing inflammation as well as a prophylactic measure to 
prevent the Jarish-Herxheimer reaction.5 
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